CLINIC VISIT NOTE

RODRIGUEZ, LILAH

DOB: 08/03/2021

DOV: 12/26/2023

The patient presents with history of fever, vomiting, diarrhea for the past three days; frequent diarrhea described since last night, but okay now. Decreased appetite; taking fluids per mother.

PAST MEDICAL HISTORY: Uneventful.

SOCIAL HISTORY: Negative.

FAMILY HISTORY: Negative.

REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION: General Appearance: The patient is slightly lethargic, in no distress, eating candy. Head, eyes, ears, nose and throat: Maybe, slight erythema in 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: All within normal limits. Skin: All within normal limits. Neuropsychiatric: All within normal limits.

The patient had flu and strep screening performed which were negative.

DIAGNOSES: Gastroenteritis, possible flu syndrome.

PLAN: Advised to increase fluids. Given prescription for Zofran to take in limited dose as well as Tamiflu to aid in recovery if needed. Advised to follow up as needed. Mother instructed to take to the ER for IV fluids if unable to increase fluid intake without vomiting and without evidence of recurrence of diarrhea. Advised to follow up with pediatrician as necessary.
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