CLINIC VISIT NOTE

KENT, KLOE
DOB: 01/02/2013
DOV: 04/05/2025
The patient presents with history of being seen yesterday with flu-like symptoms, history of sore throat for two days, lethargy, headache, cough and congestion with temperature reported 102 and diarrhea x 2. Today, he feels worse, more lethargic, more coughing, congestion, and afebrile.
PAST MEDICAL HISTORY: Has a rash on arms and back for over a year and a half and nonpruritic, without medical evaluation or treatment.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Otherwise noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress. Head, eyes, ears, nose and throat: Slight erythema of the pharynx. 1+ adenopathy. Lungs: Few scattered rhonchi without wheezing. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: Within normal limits. Extremities: Within normal limits. Neurological: Within normal limits.
The patient had repeat flu test and screening for COVID, strep and flu, all of which were negative.
PLAN: Concerned about possibility of mono yesterday, but without evidence on repeat test today, not felt likely. Symptoms are more compatible with parainfluenza type virus, to continue with observation, and medications given before, with rest and recommended megadoses of vitamin C, to be followed up by PCP on Monday for further evaluation and as needed for return to school. Recommended additional followup with blood testing later on if symptoms persist.
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