SAAVEDRA, JOSE LUIS
DOB: 02/22/2013
DOV: 02/18/2025
HISTORY OF PRESENT ILLNESS: The patient states that last night he felt like his stomach was upset and he was going to throw up. He states he did have a fever of 100 and he did take a Tylenol. Since then, he has slept very restful evening and woke up this morning feeling much better, but his mother wants to have him evaluated from a doctor so that he can rest the day from school. He has not vomited since last night. He did eat breakfast this morning with no concerns.
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.
LABS: Testing in office for the flu is negative.

ASSESSMENT: Nausea and vomiting.
PLAN: Advised the patient on the BRAT diet and advised to slowly integrate food. Discharged in stable condition. Advised to follow up as needed.
Rafael De La Flor-Weiss, M.D.

Lonnie Piatt, NP

