CLINIC VISIT NOTE

MULLINS, DAVID
DOB: 11/16/2006
DOV: 05/30/2024
The patient presents with history of fever of 102 with flu-like symptoms, cough, sore throat and congestion for the past several days with questionable exudate on left tonsil.

PAST MEDICAL HISTORY: Uneventful.
SOCIAL & FAMILY HISTORY: Homeschooling.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Erythema of the pharynx without exudate identified. Neck: Slight anterior cervical tenderness. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
The patient had flu, strep and _______ COVID tests and all of them were negative.
IMPRESSION: Non-A/B influenza with viral pharyngitis.

PLAN: He was given Z-PAK to take per mother’s request if needed. Follow up as needed and with PCP for routine care.
John Halberdier, M.D.

