SORIANO, ADALYN
DOB: 05/11/2015
DOV: 10/07/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today. She was seen by her pediatrician yesterday and diagnosed with a flu. She was given cough medicine, antiviral and ear drops for her symptom management. Her father is with her. He states he was not at the last appointment and he is unsure what is going on, but states that his daughter is still sick and this is now day #2.
The daughter states none of her symptoms have changed; did not worsen or get better.

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 awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.

NECK: Supple with no lymphadenopathy.

RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.

ASSESSMENT: Flu, upper respiratory infection, cough, and postnasal drip.

PLAN: Advised father to continue the current medications. Explained flu symptomatology as well as timeline and self-care management at home with symptoms. The patient is discharged in stable condition. Advised to follow up as needed. 
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