REYES, ALYSSA
DOB: 03/27/2006
DOV: 04/08/2024
HISTORY: This is an 18-year-old child here with throat pain. The patient is accompanied by mother who states that the symptoms have been going on now for approximately three or four days. She states that she came in because of pain not responding to over-the-counter medication and child is having fever, which goes away when she takes Tylenol or Motrin, but comes right back.

PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: The patient had a tonsillectomy in 2022.

MEDICATIONS: None.
ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol or drug use.

FAMILY HISTORY: Thyroid disease, hypertension, diabetes and cancer.
REVIEW OF SYSTEMS: The patient reports cough. She states that cough is dry. Denies chest pain. Denies nausea, vomiting or diarrhea.

The patient reports decreased appetite. She states she is tolerating fluids well. Denies pain with urination or frequent urination.

The patient reports body aches and runny nose.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 113/75.
Pulse is 92.

Respirations 18.

Temperature is 98.2.

HEENT: Throat: Erythematous with no exudates. Uvula is bifid, is midline and mobile. No exudates or erythema. Tonsils are not present secondary to tonsillectomy. Nose: Congested with clear discharge. Erythematous and edematous turbinates. The patient’s nares are congested.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. Mild inspiratory and expiratory wheezes.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Non-distended. No visible peristalsis. No guarding.
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 x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Acute rhinitis.

2. Acute bronchitis.

3. Acute flu B infection.

4. Acute myalgia.

The following tests were done in the clinic: Strep, flu A and B, COVID. Strep, COVID and flu A were negative. Flu B is positive.
The patient was given breathing treatment in the clinic today which consists of albuterol and Atrovent. She was reevaluated after and reports improvement in her cough and her chest discomfort.

The patient was sent home with the following medications:

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

2. Bromfed DM 2/10/30/5 mL, 5 mL t.i.d. for 10 days #150 mL.

3. Triamcinolone 0.1% lotion applied to the affected areas b.i.d. for 14 days (the patient states she has a history of eczema and sometimes will have flare and requested triamcinolone for her eczema).
She was given the opportunity to ask questions, she states she has none.
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