PARKER, CAMERON
DOB: 03/15/2005
DOV: 01/08/2024
HISTORY OF PRESENT ILLNESS: This is an 18-year-old male patient here complains of flu-like symptoms. His girlfriend did test positive for influenza A three days ago. He has spent extensive time with her. This morning, he woke up with body aches, fever of 99.7 at our office today and of course fever at his home as well and vomiting and also has chills.

No diarrhea.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.
ALLERGIES: None.
SOCIAL HISTORY: Negative for drugs, alcohol or smoking.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. He is not in any distress.
VITAL SIGNS: Blood pressure 144/82. Pulse 98. Respirations 18. Temperature 99.7. Oxygenation 98%. Current weight 243 pounds.

HEENT: Eyes: Pupils are equal, round and react to light. Ears: Mild tympanic membrane erythema bilaterally. Oropharyngeal area: Very mild erythema. Oral mucosa moist.

NECK: Soft. No thyromegaly, masses, or lymphadenopathy.

LUNGS: Clear to auscultation.
HEART: Positive S1 and positive S2. Regular rate and rhythm, however, borderline at 98.
ABDOMEN: Mildly obese.

LABORATORY DATA: Labs today include a flu test and a COVID test, they were both negative.
ASSESSMENT/PLAN:
1. Flu symptoms, exposure to influenza type A and cough. The patient will receive two medications; Tamiflu 75 mg p.o. b.i.d. x 5 days #10 and then Alahist DM 5 mL q.4h. p.r.n. cough #180 mL.
2. He is going to get plenty of fluids, plenty of rest, monitor symptoms, and return to clinic if needed.
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