CLINIC VISIT NOTE

PESINA, ELIDA
DOB: 08/03/1989
DOV: 03/14/2022

The patient presents with history of diarrhea, low blood pressure, feeling weak, no appetite, and pains in the stomach.
PRESENT ILLNESS: Vomiting x 3 with abdominal pain after eating, diarrhea five times a day for the past three days, sick for the past four days. She states son presently at Texas Children’s Hospital with recent diagnosis of acute lymphocytic anemia with questionable exposure to brown sugar.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.
ALLERGIES: No known allergies.
IMMUNIZATIONS: Up-to-date.

REVIEW OF SYSTEMS: Negative. Past medical history noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: TMs are clear. Pupils are equal, round and reactive to light and accomodation. Extraocular muscles intact. No motor or sensory deficit noted. Neck: Supple without masses. Thyroid not enlarged. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft with tenderness noted diffusely with increased bowel sounds. Back: Normal inspection. Skin: Negative for rash or discoloration. Extremities: Negative for tenderness or restricted range of motion. Neuropsych: Oriented x 4. Cranial nerves II through X intact. No motor or sensory deficits noted. Mood and affect within normal limits.

The patient had urinalysis which was with normal findings.
CLINICAL IMPRESSION: Gastroenteritis.
PLAN: Given prescription for Zoloft to take for nausea with continuing increased fluids. Follow up if does not clear for cultures, further examination of feces and additional treatment.
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