REGAN-DILLARD, THAELIN
DOB: 06/01/2016
DOV: 04/30/2024

HISTORY OF PRESENT ILLNESS: This is a healthy appearing 7-year-old male in no acute distress, presents with mother who complains of a fever of 101.7 yesterday. The child was given Tylenol and the fever did recede. The patient woke up this morning and the mother wanted him to be evaluated for what caused the fever as well as a school note because he needed to stay home for 24 hours since he had fever and she was told that anytime he has fever, it will be contagious, that he needed to stay home from school.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
SOCIAL HISTORY: No reports of exposure to smoke or secondhand smoke.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: Well-appearing, no acute distress 7-year-old male.
HEENT: Eyes: Pupils are equal, round, and reactive to light. Ears: Clear. Mild bulging of the TMs bilaterally with erythema. Nose: Clear rhinorrhea. No turbinate edema. Throat: Mild erythema and edema with exudate noted bilaterally on the tonsils. Airway is patent.

NECK: Supple. No thyroid enlargement.
RESPIRATORY: Breath sounds equal and normal throughout all four quadrants. No rales, rhonchi or wheezing appreciated.
CARDIOVASCULAR: Regular rate and rhythm. S1 and S2 appreciated with no murmurs or gallops.

ABDOMEN: Soft and nontender.

SKIN: Normal color with no rashes or lesions.
ASSESSMENT: Strep pharyngitis and upper respiratory infection.
PLAN: Diagnoses with the treatment of Bromfed and amoxicillin. Self-care measures for symptom treatments provided to mother for care at home. School note provided, so child can rest. Advised to follow up if symptoms worsen or do not improve. Discharged the patient in the care of the mother with all questions answered and no distress noted.
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