CLINIC VISIT NOTE

HERNDON, JOHN
DOB: 03/27/1981
DOV: 03/14/2022

The patient presents to the office with complaints of cough, feeling weak, headache, and exposed to the flu last night.
PRESENT ILLNESS: Cough, fever, and flu-like symptoms for the past day.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.

ALLERGIES: No known allergies.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory. Past history noncontributory.
PHYSICAL EXAMINATION: Vital Signs: Within normal limits except 99.1 temperature. Head, eyes, ears, nose and throat: TMs are clear. Pupils are reactive to light and accommodation. Slight inflammation of pharynx. Neck: Supple without masses. Thyroid not enlarged. Chest: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Skin: Negative for cyanosis or erythema. Extremities: Negative for tenderness or restricted range of motion. Neuropsychiatric: Within normal limits. Oriented x 4. Cranial nerves II through X intact. No motor or sensory deficits noted. No mood or affective disorder evident.
The patient had strep screen done and flu test.
IMPRESSION: Flu test is negative.
PLAN: Because of sibling with flu type A, the patient with possible type A flu, will be treated with Tamiflu and Zithromax with followup as needed.
John Halberdier, M.D.

