JEROME, TERRANCE
DOB: 05/10/1978
DOV: 10/08/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today for a continued discomfort from his GERD. He was at the emergency room two days ago. They drew labs on him. His H&H was fine. He stated that he does have coffee-grounds in his stool and history of bleeding ulcer before. He has a gastroenterologist that he has been scoped this year earlier and has not scheduled a visit with him prior to coming into the clinic.

PAST MEDICAL HISTORY: Hypertension, hypothyroidism, GERD, and gout.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
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.
ABDOMEN: Soft and nontender. No guarding. No rebound. Bowel sounds active in all four quadrants. No bloating noted.
ASSESSMENT: GERD.

PLAN: We will provide the patient with education as far as proper food, diet and rest and to follow up with GI doctor at this time. Discharged in stable condition. Advised to follow up as needed. 
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