CLINIC VISIT NOTE

ROSALES, ALEXIA
DOB: 09/20/2014
DOV: 05/24/2022

The patient presents with fever this morning with a temperature of 103.2 obtained in office.

PRESENT ILLNESS: Fever x 1 day with other symptoms.

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: Negative. Past medical history negative.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: TMs are clear without inflammation. Pupils are equal, round and reactive 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. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly. Extremities: Without tenderness or restricted range of motion. Skin: Without rash or lesions. Neuro: Without abnormality.

The patient had strep and flu tests obtained in the office which were all negative.
The patient was given Tylenol two teaspoons with temperature of 101 prior to discharge.

FINAL DIAGNOSIS: Fever with probable viremia.

PLAN: Mother is Instructed to observe the patient, to follow up back in one or two days if continues with fever without other symptoms as needed.

John Halberdier, M.D.

