FINN, PAUL

DOB: 11/26/2012

DOV: 11/18/2022

CHIEF COMPLAINT:

1. Fever.

2. Cough.

3. Congestion.

4. Headache x 3 days.

HISTORY OF PRESENT ILLNESS: This is a 9-year-old, very alert, awake, young man with no medical problems except for seasonal allergies, comes in with the above-mentioned symptoms x 3 days.

PAST MEDICAL HISTORY: As above.

PAST SURGICAL HISTORY: Tonsils.

ALLERGIES: None.

MEDICATIONS: Tylenol.

SOCIAL HISTORY: No exposure to smoking.

IMMUNIZATION: Up-to-date.

PHYSICAL EXAMINATION:

GENERAL: He is alert. He is awake. He is not septic.

VITAL SIGNS: Temperature 98.3. Respirations 16. Pulse 77. Blood pressure 102/58.

HEENT: TMs slightly red. Posterior pharynx is red and inflamed.

NECK: Shows no JVD.

HEART: Positive S1 and positive S2.

LUNGS: Clear.

ABDOMEN: Soft.

ASSESSMENT/PLAN:

1. Strep pharyngitis is positive.

2. URI.

3. Mild cough.

4. Flu A negative.

5. Flu B negative.

6. We will treat the patient with Amoxil per weight.

7. If not better in three days, come back.

Rafael De La Flor-Weiss, M.D.

