CLINIC VISIT NOTE

MEDINA, PEDRO
DOB: 11/08/2015
DOV: 10/10/2022

The patient is seen with history of fever, body aches, and left frontal headache since last night with slight cough and congestion.

PAST MEDICAL HISTORY: Essentially negative.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Otherwise noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Slight erythema of the pharynx. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.

The patient had strep and flu tests performed in the office, both of which were negative.

IMPRESSION: Non-A/B influenza with pharyngitis.
PLAN: Mother is advised to observe. If he continues with headaches or worsening of headaches, would need to go to the Texas Emergency Hospital for further evaluation including possible CAT scan. Note: After being given ibuprofen two teaspoons, temperature resolved and the patient appeared to be in no distress, playing with his family members.
John Halberdier, M.D.

