SUAZO, BRIANNA
DOB: 11/04/2013
DOV: 08/12/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today with her mother, states that she threw up last night not in relation to after eating and she woke up this morning, has not thrown up, but did not go to school and needs a school note. She is also having incidental cough that has been going for approximately one week. Normal bowel and bladder function and has a drink this morning with no nausea or vomiting.
PAST MEDICAL HISTORY: Asthma.
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, 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. No rebound. No guarding. Bowel sounds active in all four quadrants.
SKIN: Without rash or lesions.
ASSESSMENT: Nausea and vomiting.
PLAN: Advised the patient to slowly integrate the BRAT diet and follow up as needed. Discharged in stable condition.
Rafael De La Flor-Weiss, M.D.

Lonnie Piatt, NP

