CLINIC VISIT NOTE

THIGPEN, TUCKER
DOB: 05/17/2019
DOV: 03/14/2022

The patient is seen with complaints of fever, congestion, cough with mother, father and siblings have flu. The patient is ill for the past two days.

PRESENT ILLNESS: The patient presents with sick x2 days, exposed to type A flu with congestion and cough and some diarrhea.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.
ALLERGIES: AUGMENTIN.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Negative. Past medical history uneventful.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Pulse 114. Afebrile. Head, eyes, ears, nose and throat: TMs are clear. Pupils are equal, round and react to light and accommodation. Extraocular muscles are intact. Funduscopic benign. Nasal and oral mucosa negative for inflammation or exudates. Neck: Supple without masses. Lungs: Clear to auscultation and percussion except scattered rhonchi. Heart: Regular rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Negative for tenderness or restricted range of motion. Skin: Negative for rash or lesions. Neurological: No motor or sensory deficits noted. Cranial nerves II through X are intact. Neuro at baseline.

The patient had a flu test performed which was positive for type A influenza.

PLAN: The patient is given a prescription for Tamiflu, ibuprofen and also given prescriptions for ibuprofen and Tylenol per request of mother for home use now and the future. The patient to be released to be followed up as needed with flu precautions.
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