POSTON, CONNER
DOB: 12/30/2015
DOV: 01/23/2023
HISTORY OF PRESENT ILLNESS: This is a 7-year-old male patient here today with complaints cough, fever, headache, and congestion. He had gone to school today and apparently through the day got progressively worse, he was sent home from school today. No other issues. No nausea, vomiting or diarrhea. He does not complain of any body aches. No sneezing. No allergy symptoms. He maintains his normal bowel and bladder routine as usual.
PAST MEDICAL HISTORY: Seasonal allergies and also there is a hereditary blood disorder.

PAST SURGICAL HISTORY: He has had a procedure to bilateral ears.
ALLERGIES: None.
CURRENT MEDICATIONS: Allergy medications.
SOCIAL HISTORY: Lives with mother and father.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert, oriented, well-nourished, well-developed and well-groomed. He does look tired.
HEENT: Eyes: Pupils are equal, round and reactive to light. Ears: Bilateral tympanic membrane erythema although mild. Oropharyngeal area: Mildly erythematous. Oral mucosa is moist.
NECK: Soft. No lymphadenopathy. No thyromegaly.
HEART: Positive S1 and positive S2. Normal rate and rhythm.
LUNGS: Clear to auscultation.
ABDOMEN: Soft and nontender.
Remainder of exam is unremarkable.
LABORATORY DATA: Labs today include a flu test and a strep test. The strep test was negative. However, the flu test was positive for both influenza A and influenza B.
ASSESSMENT/PLAN:

1. Influenza A and influenza B. The patient will be given Tamiflu 6 mg/1 mL, 10 mL b.i.d. for five days, 100 mL.
2. Cough. Bromfed DM 5 mL p.o. four times daily p.r.n. cough. The patient is to get plenty of fluids, plenty of rest, and monitor symptoms. Because of the influenza, he will be off from school for the next three days. I have reviewed all this with the mother. She will monitor his symptoms as well. If he is not getting good improvement, she will call us.
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