CLINIC VISIT NOTE

RESTUM, NICOLE
DOB: 11/20/2000
DOV: 05/13/2023
The patient presents with history of headache for two days, states it is getting worse when she moves.
PRESENT ILLNESS: Describes pounding headache with movement for two days, rated 9-10/10. Denies visual disturbance. She states that it is worse in the back of her head and her temples. She states she has had cough and sneezing for the past week with some pressure in her sinuses.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: 2+ occipital tenderness without rigidity. 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. Skin: Within normal limits. Neurological: Within normal limits.
IMPRESSION: Headache, unknown etiology, probably muscular, cannot rule out intracranial pathology and recent respiratory infection with evidence of sinusitis that can account for headaches.
PLAN: The patient was advised to go to the emergency room for further evaluation including CT and to follow up here or with PCP as needed.
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