CLINIC VISIT NOTE

OCAMPO, KELLY
DOB: 11/25/1999
DOV: 02/02/2022

The patient seen with history of body aches, fever, chills for the past three days, states they had COVID a few weeks ago. Vital signs were normal.
PRESENT ILLNESS: Per my evaluation, cough and slight nausea for the past three days with flu symptoms of aching and lethargy; otherwise, no other symptoms.
PAST MEDICAL HISTORY: Uneventful. Essentially negative for other major problems.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: No current medications.
REVIEW OF SYSTEMS: Constitutional, eyes, CVS, lymph, GI, GU, musculoskeletal, joint, skin, neuro, psychiatric evaluations without abnormal findings.

PHYSICAL EXAMINATION: General Appearance: Mild acute distress. EENT: Eyes normal to inspection. ENT normal to inspection. Lips and conjunctivae negative. Pupils are equal and react to light and accommodation. Ears clear to examination. Slight nasal rhinorrhea. Pharynx minimal inflammation. Airway negative. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Few slight rhonchi. CVS: Regular rhythm without murmurs or gallop. PMI nondisplaced. Abdomen: Soft without organomegaly or tenderness. Skin: Good skin turgor without evidence of rashes or other abnormality. Extremities: Negative for cyanosis, edema or clubbing. Peripheral pulses present. Neuropsychiatric: Oriented x 4. Cranial nerves II through X intact. No motor or sensory deficits noted. Mood within normal limits.

LABS: Lab evaluation including flu testing and COVID showed presence of type A flu which the parent also has.
FINAL DIAGNOSIS: Type A flu.

PLAN: The patient is given prescription for Z-PAK with flu precautions, not felt to be a candidate for Tamiflu. Follow up as needed.
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