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The patient presents with history of sneezing, congestion, cough, sore throat, shortness of breath, and night sweats for the past three days.

PRESENT ILLNESS: Cough, sore throat, congestion, fever, chills, and lethargy for the past five days.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.

ALLERGIES: SULFA and POISON IVY.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory. Past medical history noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Bowel sounds normoactive. Skin: Without discoloration or rash. Extremities: Negative for tenderness or restricted range of motion. Neuropsychiatric: Evaluation is normal.

Strep test was performed with normal findings.

DIAGNOSIS: Upper respiratory infection with acute influenza type features.
PLAN: She was given Rocephin and dexamethasone injections and prescription for Medrol and Z-PAK. Follow up as needed.
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