CLINIC VISIT NOTE

________, TORRES

DOB: 09/24/2006

DOV: 03/11/2022

The patient presents to the office with complaints of cough, nausea, no energy last night with fever.

PRESENT ILLNESS: Complains of fever, cough, not eating and lethargy with slight nausea for the past three days.

PAST MEDICAL HISTORY: The patient has history of arthritis, ADD off meds now with history of insomnia and depression.

PAST SURGICAL HISTORY: Tonsils and adenoidectomy, right ear tubes x 2.

ALLERGIES: No known allergies.

CURRENT MEDICATIONS: Zoloft for depression and unknown sleeping pill.

IMMUNIZATIONS: Current.

SOCIAL HISTORY: Noncontributory.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory. Past medical history reviewed.
PHYSICAL EXAMINATION: General Appearance: In moderate distress, drowsy and somnolent. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: TMs clear. Pupils are equal, round and reactive to light and accommodation. Extraocular muscles intact. Conjunctivae negative for inflammation. Nasal and oral mucosa negative for inflammation. Neck: Supple without masses. Thyroid not enlarged. Respiratory: Lungs clear to auscultation and percussion. No rales or rhonchi. Cardiac: Regular sinus rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Negative for cyanosis or tenderness or restricted range of motion. Skin: Negative for rashes or discoloration. Neurological: Cranial nerves II through XII intact. No motor or sensory deficits noted. Neuro at baseline.

The patient had flu and COVID tests in office which were both negative.

IMPRESSION: Parainfluenza virus.
PLAN: The patient was given prescription for Z-PAK. Advised to follow up with pediatrician or here if it does not clear.
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