HERNANDEZ, VALENTIN
DOB: 05/24/2015
DOV: 04/02/2024

HISTORY OF PRESENT ILLNESS: The patient presents with mother with a complaint of fatigue, vomiting, cough, and flu-like symptoms for one day. No treatment options at home. Denies shortness of breath or difficulty swallowing. Unknown fever T-max. 
PAST MEDICAL HISTORY: Obesity.
PAST SURGICAL HISTORY: None.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION:

GENERAL: The patient is in no acute distress. He is alert.

HEENT: Mild erythema in the pharynx noted as well as bilateral ear canals. Rhinorrhea, clear discharge noted. Eyes are PERRLA.
NECK: Full range of motion. Supple.

RESPIRATORY: No distress noted. Breath sounds noted in all lung fields without rales, wheezing or rhonchi.
CARDIOVASCULAR: Regular rate and rhythm. Heart sounds normal.
ABDOMEN: Nontender. 

NEURO: Oriented x 4. Cranial nerves II through X grossly intact.
SKIN: Warm, dry, and intact.

Here in the clinic, the patient was swabbed for the flu which came up positive for the diagnosis.

IMPRESSION/PLAN: Positive flu diagnosis. We are going to treat with Tamiflu 75 mg p.o. b.i.d. for five days. The nausea diagnosis – we will treat with Zofran 4 mg and dissolving under tongue q.8h. for the next three days. Mother also requested a prescription of Motrin due to his insurance coverage. We will provide 200 mg Motrin p.o. q.8h. for the next eight days. Also, the patient was educated on diet and rest as well as given a school note for the next two days; and notified if symptoms change, worsen, or the patient becomes short of breath, difficulty breathing, to report to the nearest ER. The patient was discharged with mother with no questions.
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