ZAPATA, PORFIRIO
DOB: 10/20/2014
DOV: 12/13/2023
HISTORY OF PRESENT ILLNESS: This is a 9-year-old young man. Mother brings him in due to having flu-like symptoms. He has got cough. He has been running fever up to 100.8. He also has associated body aches and decreased appetite. No change in his bathroom habits; normal urination and bowel movements. No other issues verbalized. Symptoms are better with rest and worse on activities.
PAST MEDICAL HISTORY: Asthma.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: Negative.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Negative for drugs, alcohol, smoking, secondhand smoke; all negative.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. He does look tired.
VITAL SIGNS: Blood pressure 122/79. Pulse 101. Respirations 16. Temperature 98.3. Oxygenation 100% on room air.

HEENT: Eyes: A bit watery. Pupils are equal, round and react to light. Ears: Mild tympanic membrane erythema bilaterally. Oropharyngeal area: Erythematous. Oral mucosa moist.
NECK: Soft. No lymphadenopathy.

LUNGS: Clear.
HEART: Mildly tachycardic. Positive S1 and positive S2. No murmurs.
ABDOMEN: Soft.

LABORATORY DATA: Labs today include a strep test which was negative and a flu test which came back positive for influenza type A.
ASSESSMENT/PLAN:
1. Influenza type A. The patient will get Tamiflu per weight protocol twice a day for five days.

2. Cough. Bromfed DM 7.5 mL four times daily p.r.n. cough #120 mL.
3. This patient is to get plenty of fluids, plenty of rest, mother is going to help monitoring his symptoms and they will return to clinic or call if not improving.
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