CLINIC VISIT NOTE

OSORIO, VANESSA

DOB: 09/12/2016

DOV: 10/26/2022

The patient presents with history of cough, congestion and sore throat for the past two days.

PAST MEDICAL HISTORY: Uneventful.

SOCIAL HISTORY: Noncontributory.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Temperature 103.4. Mother states she gave Tylenol before office visit. Head, eyes, ears, nose and throat: Erythema of the pharynx. TMs clear. 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.

Flu and strep screens were performed, both of which were negative.

IMPRESSION: Upper respiratory infection with positive type A flu; exposed to sister and with mild conjunctivitis per mother.

PLAN: The patient is given prescriptions for Tamiflu with erythromycin ophthalmic ointment with temperature precautions. Follow up as needed.
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