CLINIC VISIT NOTE

NOWLING, EMILY
DOB: 03/08/2006
DOV: 03/02/2022

The patient presents with possible UTI with burning and frequency for the past three days.
PRESENT ILLNESS: Frequency and dysuria for three days after history of a urinary tract infection x1 several months ago with clearing.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.

ALLERGIES: No allergies.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Negative.
REVIEW OF SYSTEMS: Negative other than problems with urination.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Within normal limits. Lungs: No apparent distress. Cardiovascular: No apparent distress. Abdomen: Soft with 1+ suprapubic tenderness without guarding or rebound. Back: Negative for CVA tenderness. Skin: Without abnormalities. Extremities: Negative without rash or erythema. Neuropsychiatric: Appears within normal limits. Oriented x 4. Cranial nerves II through X intact. No motor or sensory deficits noted. Mood and affect within normal limits.

LABS & X-RAYS: The patient had a urinalysis showing presence of 1+ leukocytes with moderate blood and 101 mcg/dL protein.

IMPRESSION: Acute urinary tract infection.

PLAN: The patient was given prescription for Pyridium and Bactrim with followup as needed.
John Halberdier, M.D.

