CLINIC VISIT NOTE

SAMORANO, DIEGO
DOB: 10/04/2007
DOV: 10/24/2022

The patient presents with history of slight cough, fever, and congestion for the past two days with temperature of 102.9 today, feeling worse, with upper abdominal discomfort.

PAST MEDICAL HISTORY: Negative.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress. Vital Signs: Temperature 102.9. Head, eyes, ears, nose and throat: Slight inflammation of pharynx. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: With epigastric tenderness, without guarding, rebound, or rigidity. Bowel sounds increased. Back: No CVA tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.
The patient had strep and flu tests performed. Positive for type A flu.

FINAL DIAGNOSIS: Type A flu.
PLAN: The patient is given prescription for Tamiflu, to follow up as needed, to take Tylenol or NSAIDs as needed and out of school for the next two to three days.
John Halberdier, M.D.

