JOHNSON, ADRIANA
DOB: 03/23/2009
DOV: 12/18/2024

HISTORY OF PRESENT ILLNESS: The patient is complaining of fever, unknown T-max, runny nose, cough for the last four days. No change in appetite or activity level. Mother has been treating temperature with Tylenol and Motrin. No shortness of breath. No difficulty swallowing noted.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of secondhand smoke exposure in the house.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is alert, awake and oriented x 3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple with no lymphadenopathy.
RESPIRATORY: Clear breath sounds.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.
LABS: Labs in office, flu positive.
ASSESSMENT: Flu and cough.
PLAN: Advised on self-care measures to treat the symptoms at home. The patient is discharged in stable condition.
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