ARLEDGE, ELYJAH
DOB: 03/18/2018
DOV: 01/30/2025
HISTORY OF PRESENT ILLNESS: A 6-year-old young man comes in with body aches, cough, fever, not feeling well, exposed to the flu both at home and school. He lives at home with mother and father. There is no exposure to smoking.

PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
MEDICATIONS: None.
ALLERGIES: None.
IMMUNIZATIONS: Up-to-date.
COVID IMMUNIZATION: None.
FAMILY HISTORY: Noncontributory.
PHYSICAL EXAMINATION:

GENERAL: He is alert. He is awake. He is in no distress.

VITAL SIGNS: Weight 81 pounds. O2 sat 98%. Temperature 98.3. Respirations 20. Pulse 101.

HEENT: TMs are slightly red. Posterior pharynx is slightly red.

NECK: Minimal lymphadenopathy.
LUNGS: Clear.

HEART: Positive S1 and positive S2.

NEUROLOGICAL: Nonfocal.
ASSESSMENT/PLAN:
1. Panmucositis noted.

2. Positive flu B.

3. Nonseptic.

4. Tamiflu 60 mg b.i.d. per weight.

5. Tylenol and Motrin for comfort care.

6. If develops nausea, vomiting, fever, chills or changes in his condition, he will return right away.
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