PARRA, ANDONY
DOB: 05/29/2005
DOV: 10/14/2022
HISTORY OF PRESENT ILLNESS: This 17-year-old male presents to the clinic complaining of runny nose, intermittent fever, coughing and sore throat, started two days ago. He did do home COVID test which was negative.
ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: Denies.
PAST MEDICAL HISTORY: Denies.
PAST SURGICAL HISTORY: Denies.
SOCIAL HISTORY: Denies drugs, ETOH, or smoke.

REVIEW OF SYSTEMS: See HPI.

PHYSICAL EXAMINATION:

GENERAL: He is alert, appropriate for age, well nourished, and well groomed.

VITAL SIGNS: Blood pressure 126/66. Heart rate 90. Respiratory rate 16. Temperature 98.4. O2 saturation 98%. He weighs 153 pounds.

HEENT: Bilateral tympanic membranes intact. He does have erythema to the posterior pharynx. Bilateral tonsillar enlargement 2+.
NECK: Negative JVD. Normal range of motion. 
LUNGS: Respirations are even, unlabored. Clear to auscultation bilaterally.

HEART: S1 and S2.

ABDOMEN: Soft and nontender. Bowel sounds x 4.

EXTREMITIES: Normal range of motion. No edema.
NEUROLOGIC: A&O x 4. Gait is steady.

SKIN: Warm and dry. No rash. No lesions.

ASSESSMENT:
1. Flu A.

2. Viral syndrome.

3. Febrile illness.

PLAN: The patient had a flu and strep swab done in the office. The patient did test positive for flu A. Strep was negative. I will treat him with Tamiflu twice a day for five days. He will take over-the-counter medication for symptom relief. Father does agree with this plan of care. He was given an opportunity to ask questions, he has none at this time.
Rafael De La Flor-Weiss, M.D.

Tiffany Galloway, N.P.
