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

The patient presents to the office with fever, cough, and body hurting for two days plus he also has complaints of left frontal headache and myalgia.

PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Lethargic prior to ibuprofen with clearing of distress and playing with siblings and smiling within the visit. Vital Signs: Temperature 102.8 in the office; given ibuprofen two teaspoons with reduction of temperature. Head, eyes, ears, nose and throat: 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.

Flu and strep tests were performed and negative.
IMPRESSION: Influenza type non-A/B with pharyngitis.

PLAN: Mother was advised to observe with headache precautions. Advised to go to the emergency room if not clearing or worsens. No medications were given other than ibuprofen as advised. Follow up as needed.
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