CLINIC VISIT NOTE

FUNEZ, CAMILA
DOB: 10/10/2014
DOV: 10/18/2022

The patient is seen with complaints of fever and headache, sent home from school, with temperature of 102.9 taken in the clinic and 100.6 at school. She states she has frontal headache, but denies other symptoms.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without adenopathy. 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 flu, strep, and COVID testing, all of which were negative.
IMPRESSION: Fever of unknown origin, probably viral, without evidence of meningitis.

PLAN: The patient was given ibuprofen in the office with prescription of acetaminophen, with strict instructions to take child to emergency room if headache continues or worsens or temperature does not resolve versus consulting pediatrician for further evaluation and treatment.
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