MARTINEZ, GAEL
DOB: 02/10/2015
DOV: 11/03/2022
HISTORY OF PRESENT ILLNESS: This is a 7-year-old male patient. Mother brings him in today for running fever, also cough, runny nose, and few body aches. No real complaint of fever although mother tells me that she has not checked it.

There is no nausea or vomiting. Few times, had bouts of diarrhea yesterday and today, nothing with any definite frequency.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Lives with mother, father, and siblings.
REVIEW OF SYSTEMS: Review of systems was done and completely negative with the exception of what is mentioned above.
Symptoms are better with rest and worse on activity.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. His eyes are watery. He does look tired.

HEENT: Eyes: Pupils are equal, round and react to light. Ears: Bilateral mild tympanic membrane erythema. Oropharyngeal area: Very mild erythema as well. No strawberry tongue. Oral mucosa moist.

NECK: Soft. No thyromegaly. No masses. No lymphadenopathy.
LUNGS: Clear to auscultation. Normal respiratory effort is displayed.
HEART: Positive S1 and positive S2. There is no murmur. Regular rate and rhythm.
ABDOMEN: Soft and nontender.

Labs today include a flu test. The flu test was positive for influenza B.

ASSESSMENT/PLAN:
1. Influenza B. The patient will receive Tamiflu per weight protocol b.i.d. for five days.
2. Cough. Bromfed DM 5 mL p.o. four times daily p.r.n. cough, 120 mL.

3. He is to get plenty of fluids and plenty of rest. Over-the-counter antipyretics are recommended. Mother will monitor. He can return to school again on Monday. If any issues arise, mother can always call us.
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