GUEVARA, ALONDRA

DOB: 03/20/1999

DOV: 03/18/2024

HISTORY: This is a 24-year-old female here with throat pain. The patient states this has been going on for approximately two days and it has gotten worse today. She states she came in because she is now having chills, myalgia, nausea, but did not vomit. She denies cough. She states she has congestion, runny nose and headache.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: C-section.

SOCIAL HISTORY: Denies tobacco, alcohol or drug use.

Last period was 02/20/2024. The patient states she is positive that she is not pregnant.

FAMILY HISTORY: Negative.

REVIEW OF SYSTEMS: The patient reports fatigue, decreased energy, decreased appetite she states because her food does not taste right.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 121/73.

Pulse 118, repeat 105.
Respirations 18.

Temperature 99.6, repeat 98.3.

HEENT: Nose is congested. Clear discharge. Throat: Erythematous tonsils, uvula and pharynx. Uvula is midline and mobile. No exudates present.
NECK: Full range of motion. No rigidity. No palpable nodes. No tender nodes.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. Soft. Normal bowel sounds.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Influenza B.

2. Myalgia.

3. Fever.

4. Dehydration.

5. Nausea.

6. Rhinitis.

7. Acute pharyngitis.

PLAN: The following tests were done in the clinic today. Strep, flu, COVID and these tests were all negative except for flu B, which is positive.

In the clinic, the patient received Advil 800 mg p.o. She was observed for approximately 15 minutes. Her vital signs were repeated and listed above. It did improve.

The patient was sent home with the following medications:

1. Tamiflu 75 mg one p.o. b.i.d. for five days, #10.

2. Zofran 4 mg one p.o. t.i.d. p.r.n. for nausea or vomiting, #12.
3. Ibuprofen 800 mg one p.o. t.i.d. for 10 days, #30.

The patient was encouraged to increase fluids. She was given a note to be away from work for the next five days. She works at a day care. Her husband was given a copy of the note for his employer to inform them that he was here to bring his wife to the doctor.

The patient was sent home with strict isolation instructions.

She was given the opportunity to ask questions, she states she has none.
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