HERNANDEZ, MELINA
DOB: 12/02/2000
DOV: 08/13/2025
HISTORY: This is a 24-year-old female here with abdominal pain. The patient stated this has been going on for approximately two weeks or more. She described pain as sharp. She stated pain sometimes moves to her back especially after a fatty meal.
PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: Tubal ligation.

SOCIAL HISTORY: Denies tobacco, alcohol or drug use.

FAMILY HISTORY: Diabetes and asthma.

REVIEW OF SYSTEMS: The patient denies increased temperature. Denies myalgia. Denies chills. Denies diaphoresis.
She reports pressure-like headache that is located behind her eyes that is worse with leaning forward.
The patient stated this is not the worst headache of her life, she rated it at 4/10, worse with leaning forward and whenever she misses her morning coffee.
The patient reports right arm discomfort.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 96% at room air.

Blood pressure is 113/74.

Pulse is 70.

Respirations are 18.

Temperature is 98.0.

HEENT: Normal.

NOSE: Congested with green discharge.

FACE: Tenderness to palpation in maxillary sinus on the right. No edema. No erythema.

NECK: Full range of motion. No rigidity and no meningeal signs.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

ABDOMEN: Soft. Tenderness to palpation on the right upper quadrant. Positive Murphy sign. No rebound. No guarding. No tenderness in the bilateral flanks.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

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

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

ASSESSMENT:
1. Acute rhinitis.
2. Acute sinusitis.
3. Sinus headache.
4. Gallstone.
PLAN: The patient and I had a discussion on our findings and my plans for referral to a surgeon for her gallstone. She is in agreement with my plans. She was given strict return precautions to come back to the clinic especially if her abdominal pain increases and she is experiencing nausea, increased temperature, chills and myalgia.
In the clinic today, we did the following fingerstick; her glucose was 81.

She received an injection of Benadryl 50 mg IM. She was observed in the clinic for approximately 20 minutes after Benadryl, we reevaluated her, she reports improvement in her headache.

The patient was sent home with the following medications:

1. Amoxicillin 875 mg one p.o. b.i.d. for 10 days #20.
2. Tylenol No.3 one p.o. t.i.d. p.r.n. for pain #12.
She was given a consult to general surgeon for her gallstone discovered on ultrasound. Labs were drawn. Labs include CBC, CMP, lipid profile, A1c and TSH.
She was given the opportunity to ask questions and she states she has none.
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