RIVAS, JOANA
DOB: 01/23/2014

DOV: 03/19/2024

CHIEF COMPLAINT: Cough, flu-like symptoms, and fever.

HISTORY OF PRESENT ILLNESS: The patient states she has had a cough and fever of unknown T-max since this a.m. No shortness of breath or difficulty breathing noted. Mother states the child has not been feeling well, feeling tired and sleeping this morning. She did have a small appetite for breakfast as well as lunch.

PAST MEDICAL HISTORY: No chronic diseases.

PAST SURGICAL HISTORY: None.

MEDICATIONS: No current medications.

ALLERGIES: No known drug allergies.

SOCIAL HISTORY: No known contact with smoke, dust, or pet dander.

REVIEW OF SYSTEMS: All clear minus stated from the history of present illness.

PHYSICAL EXAMINATION:

GENERAL: She is in no acute distress.

HEENT: Both TMs had mild erythema. Rhinorrhea noted. Eyes: Within normal limits to inspection as well as nose and pharynx.

NECK: Supple. No lymphadenopathy.

RESPIRATORY: No respiratory distress. No wheezing. No rales noted.
CARDIOVASCULAR: Regular rate and rhythm. No murmurs. No gallops.

ABDOMEN: Nontender.

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

ASSESSMENT/PLAN: In office tested positive for flu. We will prescribe Tamiflu to the patient at 60 mg twice a day for the next five days as the child weighs 30 kg. Education was provided on diagnosis of upper respiratory infection and flu of symptom treatment at home to include fever and chills to be treated with over-the-counter medications such as Tylenol or Motrin.
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