CALDERON ALVAREZ, JOSE MARY
DOB: 02/19/1994
DOV: 07/10/2025
HISTORY: This is a 31-year-old female here with vomiting. The patient states this has been going on for approximately two days. She indicated that she does not recall what meal she had before. She states she ate at home and others ate similar meal with no improvement. She stated she came in because everything she tries to drink or eat does not stay down. She denies blood in her vomitus. Denies travel history. Denies night sweats or weight loss.
The patient reports lightheadedness and fatigue. She reports sore throat. She reports bilateral ear pain and painful swallowing. She reports increased temperatures. She stated she took Tylenol for fever, which helped. The patient reports nausea and headache.

PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: None.
MEDICATIONS: None.
ALLERGIES: None.
SOCIAL HISTORY: She endorses occasional alcohol. Denies tobacco or drug use.
FAMILY HISTORY: She states she has a family history of cancer, hypertension, and heart disease.
REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 96% at room air.

Blood pressure 113/69.
Pulse 67.

Respirations 18.

Temperature 97.9.
HEENT: Normal.

THROAT: Erythematous and edematous tonsils, uvula and pharynx. Uvula is midline and mobile.

NECK: Full range of motion. No rigidity. No meningeal signs.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
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ABDOMEN: Distended secondary to obesity. No rebound. No guarding. No tenderness to palpation. Normal bowel sounds.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT:

1. Bilateral otitis media.
2. Vomiting.
3. Bilateral ear pain.

4. Acute pharyngitis.
5. Loss of appetite.

6. Ovarian cyst.

PLAN: Today, we did an ultrasound of the patient’s abdomen to assess any pathology that may be responsible for her vomiting. The ultrasound revealed ovarian cyst on the left approximately 2 cm. The patient was made aware of this fact and was advised that if she has had symptoms in the genital area, she must go to see her OB/GYN.
In the clinic today, we did the following: CBC, CMP, lipid profile, A1c, TSH, T3, T4, and vitamin D.

Pregnancy test was negative.

Strep, flu and COVID were done. These tests were all negative.

The patient was given IV fluids as she indicated that she cannot keep anything done. She was given 1 L bolus; in her IV, she received:

1. Zofran 4 mg intravenously.

2. Benadryl 25 mg intravenously.

Urinalysis was unremarkable. HCG was negative. COVID, strep and flu were all negative.
The patient was sent home with the following medications:
1. Toradol 10 mg one p.o. b.i.d. for 5 days #10.

2. Amoxicillin 875 mg one p.o. b.i.d. for 10 days #20.

3. Zofran 4 mg one p.o. t.i.d. p.r.n. for nausea or vomiting; she was given 12 pills.
She was given the opportunity to ask questions, she states she has none.
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