HARRIS, GEORGIA
DOB: 08/01/2010
DOV: 11/10/2022
HISTORY OF PRESENT ILLNESS: This 12-year-old female presents to the clinic complaining of fever, headache, stomach, and vomiting for the past three days. Mother states that she has had flu exposure.
ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: Denies.
PAST MEDICAL HISTORY: Denies.
PAST SURGICAL HISTORY: Denies.
SOCIAL HISTORY: Denies exposure to secondhand smoke.
REVIEW OF SYSTEMS: See HPI.

PHYSICAL EXAMINATION:

GENERAL: She is alert, appropriate for age, well nourished, and well groomed.
VITAL SIGNS: Blood pressure 122/60. Heart rate 111. Respiratory rate 16. Temperature 100.9. O2 saturation 98%. She weighs 207 pounds.
HEENT: Mucous membranes are moist. Pupils are PERL. No erythema to the posterior pharynx. No tonsillar enlargement. Bilateral tympanic membranes intact.
NECK: Negative JVD. Normal range of motion. 
LUNGS: Respirations are even, unlabored. Clear to auscultation bilaterally.

HEART: S1 and S2, tachycardia.

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/PLAN: Flu exposure. We did not have any flu swabs in the office at this time. We will go ahead and treat the patient for the flu exposure. We did do a strep swab which did come back negative. Mother will continue to treat fever with Motrin and Tylenol over-the-counter, but if she has any worsening of symptoms, she is more than welcome to bring her back to the clinic for further evaluation and possible further testing. She does agree with this plan of care. She was given an opportunity to ask question, she has none at this time.
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