CLINIC VISIT NOTE

PADILLA, CYNTIA
DOB: 07/13/1992
DOV: 09/30/2023
The patient presents with decreased appetite for two to three months. She is wanting to take medication given in the past for weight gain.

PAST MEDICAL HISTORY: History of decreased appetite and history of cerebral palsy.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Bowel movements within normal limits.

PHYSICAL EXAMINATION: General Appearance: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: Within normal limits. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
IMPRESSION: Cerebral palsy by history and decreased appetite by history without weight loss, documented on chart.
PLAN: Advised referral to Texas Children’s Hospital. *__________* refilled which she has taken before. She stated to take 10 mL a day for a month. She stated that increased appetite before. Follow up in one month with PCP. She states she does not like her PCP and would not see her. Agreed to follow up here if can under insurance; otherwise, she will have to find another PCP.
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