PERRY, TE’YONAH
DOB: 06/25/2006
DOV: 04/21/2025
HISTORY: This is an 18-year-old child brought by mother with headache. Mother stated that child has been having headache on and off for two weeks. She stated in the past she would be having headache for about two to three times weekly. She would use Excedrin Migraine, which helped her, but at this time it did not. She denies trauma. She stated headache is pulsating, located diffusely in the scalp and stated headache is a little different from what she has with her migraine.
PAST MEDICAL HISTORY: Migraine.
PAST SURGICAL HISTORY: None.
MEDICATIONS: Sertraline and Januvia.
ALLERGIES: None.
SOCIAL HISTORY: Denies tobacco, alcohol or drug use.
FAMILY HISTORY: Hypertension, diabetes, seizure, and myocardial infarction and other heart problems.
REVIEW OF SYSTEMS: The patient reports occasional abdominal pain. She states she has mild suprapubic abdominal pain today. The patient reports occasional leg edema and pain.

She reports right eye discomfort.
The patient reports lightheadedness and fatigue.

PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 100/76.

Pulse 75.
Respirations 18.

Temperature 98.2.

EYES: PERL. EOM full range of motion. No restrictions. No subconjunctival hemorrhage.
NOSE: Patent. No discharge. No congestion.

THROAT: No erythema. No exudate. Uvula midline and mobile.

NECK: Full range of motion. No rigidity. No meningeal signs.
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RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Soft. Nontender. No organomegaly. No rebound. No guarding. She has piercing present in her umbilicus.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:

1. Headache.
2. Dehydration.

3. Fatigue.
4. Lightheadedness.
5. Depression.
PLAN: The following tests were done in the clinic today. Ultrasounds to assess the patient’s abdominal pain, to assess the patient’s leg edema. These studies were unremarkable.

Urinalysis was done. Urinalysis reveals negative leukocyte esterase. Negative nitrite. Trace blood. ______ was normal. Bilirubin was normal. Glucose was normal. Because of blood in urine, ultrasound was done to look at the patient’s kidneys, which is unremarkable.

HCG test was done in the clinic. HCG was negative.

The patient was given school excuse to return to school tomorrow 04/22/2025. Labs were drawn and labs include CBC, CMP, lipid profile, A1c, TSH, T3, T4, and vitamin D. The patient was sent with Maxalt 5 mg, she was advised to take one p.o. at the onset of her headache, repeat one q.2h., but do not take more than three in 24 hours. The patient states she understands and will comply. She was given the opportunities to ask questions, she states she has none.
ADDENDUM: A CT scan of the brain with and without contrast was ordered to further evaluate the patient’s headache.
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