CLINIC VISIT NOTE

DELEON, WENDY
DOB: 07/14/1994
DOV: 07/25/2025
The patient presents with history of upper abdominal pain with increasing severity for the past several days with slight nausea with increasing severity in the past two days. She states she is on her period for the past two days with passage of clots and cramping with history of menorrhagia, but not like this. She states she is using three to four pads per day.
PAST MEDICAL HISTORY: Gravida 1, para 1, abortion 0, and living children 1.
SOCIAL HISTORY: Does medical records.
FAMILY HISTORY: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: The patient is in moderate distress. 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: Diffuse tenderness 2+ without guarding and/or definite rebound, increased in left lower quadrant. Back: Also, with back tenderness L3-L5 of 1+. Rectal: Exam not performed. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

IMPRESSION: Acute abdominal pain, also peritonitis, acute abdomen.
PLAN: The patient referred to Woodlands Methodist Hospital where she had her baby before to go as soon as possible with transportation by husband to take her now for further evaluation.
John Halberdier, M.D.

