CLINIC VISIT NOTE

SARMIENTO-CASTRO, JOHAN
DOB: 08/13/2015
DOV: 02/28/2022

The patient is seen today with a history of cough and congestion over the past four days with intermittent vomiting.
PRESENT ILLNESS: As above. Temperature 100.1 with cough, headache, and flu-like symptoms with vomiting two to three times since last night, not today, onset past few days.

PAST MEDICAL HISTORY: Negative except history of asthma, controlled with inhaler.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: Inhaler with medical history of asthma.

ALLERGIES: CINNAMON.
IMMUNIZATIONS: Up-to-date.

REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress, slight lethargy. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Pupils are equal, round, and reactive to light and accommodation. Nasal and oral mucosa negative for inflammation. Neck: Supple without masses. Respiratory: Lungs clear to auscultation and percussion without rales or wheezing. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Extremities: Negative for tenderness or restricted range of motion. Skin: Negative for rashes or lesions. Neurological: Motor and sensory are intact. Cranial nerves II through X without abnormality. Neuro: Baseline.

Flu test obtained and showed HIB A flu with the presence of flu for a few days. The patient was not given Tamiflu, but was given Z-PAK for secondary infection. Follow up as needed.
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