CLINIC VISIT NOTE

GOMEZ, ASHLEY
DOB: 04/25/2002
DOV: 10/31/2025
The patient presents with frontal headache rated as 2/10 today. She states yesterday she had bitemporal headache and it was moderately severe with slight nausea, with belching, without vomiting, not sure if she has been running fever, questionable slight sore throat, and slight discomfort swallowing without pain.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Going to cosmetic school and has a regular job working long hours.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Questionable slight erythema of the pharynx. Neck: 1+ anterior cervical adenopathy, slight tenderness. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: Within normal limits. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

The patient had COVID, flu, and strep testing which were all negative.

FINAL DIAGNOSES: Non-strep pharyngitis suggested, tension frontal type headache without evidence of intracranial pathology.
PLAN: The patient was treated with Toradol injection with clearing of headache. The patient is advised to continue with NSAIDs and Tylenol and with increased dose of vitamin C, to follow up with PCP and here if necessary.
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