REYES, MATTHEW

DOB: 01/28/2015

DOV: 01/29/2024

HISTORY OF PRESENT ILLNESS: This is a 9-year-old male patient here today with cough. He has also had fever and nasal congestion. No nausea, vomiting, or diarrhea. No chills.

Symptoms have been going on now for two days. He is not taking any medications for relief. Symptoms are better with rest and worse on activity.

PAST MEDICAL HISTORY: Negative.

PAST SURGICAL HISTORY: Right elbow four years ago, recovered well.

ALLERGIES: No known drug allergies.

CURRENT MEDICATIONS: None.

SOCIAL HISTORY: Lives with mother. No association with secondhand smoke. Also, has a sibling.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert, oriented, well nourished, well developed and well groomed. He interacts well with me through the exam today.

HEENT: Eyes: Pupils are equal, round and reactive to light. Ears: Mild tympanic membrane erythema bilaterally. Oropharyngeal area: Once again, very mild erythema, nothing ominous. Oral mucosa is moist.

NECK: Soft. No lymphadenopathy.

HEART: Positive S1. Positive S2. Regular rate and rhythm.

LUNGS: Clear to auscultation.

ABDOMEN: Soft and nontender.

LABS: Today, include a flu test and a COVID. The COVID test was positive. Flu test was negative.

ASSESSMENT/PLAN:

1. COVID-19 infection. The patient will be given prednisone 5 mg/5 mL, 10 mL p.o. for two days, followed by 5 mL p.o. for two days, #30 mL in total.

2. Cough. Alahist DM 5 mL four times daily p.r.n.
3. He is to monitor his symptoms, get plenty of fluids, plenty of rest and return to the clinic or call me if not improving. He will need to be off school for the next week at least as well. I have also advised them to contact the school for their personal policy on COVID-19 infections.

Rafael De La Flor-Weiss, M.D.

Scott Mulder, FNP

