WHITMIRE, MIKENZY

DOB: 02/02/2007

DOV: 03/18/2024

CHIEF COMPLAINT: Cough, sore throat, fever, and chills – onset started today with fever per the patient.

HISTORY OF PRESENT ILLNESS: She did report recent exposure from family who was tested positive for flu three days ago and she now has chills, runny nose, congestion, sore throat, and a mild cough with no treatment at home at this time.

PAST MEDICAL HISTORY: She has no chronic disease.

PAST SURGICAL HISTORY: She had her tonsils and adenoids removed.

MEDICATIONS: She is currently taking birth control.

ALLERGIES: No known allergies.

SOCIAL HISTORY: No smoking.

REVIEW OF SYSTEMS: All other systems had no concerns.

PHYSICAL EXAMINATION:

GENERAL: She had no acute distress.
HEENT: Eyes within normal to inspection. PERRL. Airway was clear. She did have rhinorrhea as well as erythema noted in the pharyngeal region.

NECK: Full range of motion. Supple. No lymphadenopathy.

RESPIRATORY: She had no distress noted. Breath sounds were normal.
CARDIOVASCULAR: Regular rate and rhythm. S1 and S2 heard. No murmurs. No gallops.

ABDOMEN: Nondistended.

NEUROLOGIC: She is oriented x 4. Cranial nerves grossly intact II through X.

SKIN: Color was normal with no rashes, warm and dry.
LABS: In-office testing for flu was positive for A. Strep was negative. COVID test was also negative.

ASSESSMENT/PLAN: Upper respiratory viral infection and flu. Treatment with Tamiflu given prescription for 75 mg twice a day for the next five days as well as education provided on symptom treatment at home to include Tylenol and Motrin for fever.
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