CLINIC VISIT NOTE

HERNANDEZ, GALILEA
DOB: 10/20/2017
DOV: 12/02/2023
The patient presents with history of fever of 103 for the past two days with lethargy.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: The patient is in mild distress and lethargic. Head, eyes, ears, nose and throat: Erythema of the pharynx. Neck: Supple without masses. 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. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
Testing was performed with finding of type B flu.
FINAL DIAGNOSES: Viral upper respiratory infection with type B flu and non-strep pharyngitis and hyperpyrexia.

PLAN: Because of elevated fever and lethargy, an x-ray was obtained which showed no infiltrates. The patient’s alertness increased with reducing temperature to 100 degrees. The patient is given prescription for Tamiflu with further temperature precautions and instructions to mother. Follow up with pediatrician and here as needed.
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