CLINIC VISIT NOTE

*_________*
DOB: 06/12/2013
DOV: 04/21/2022

The patient is seen with complaints of stomachache, vomiting, and headache x 1 day.

PRESENT ILLNESS: The patient presented with history of vomiting x 1 with frontal headache today and sent home from school.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Aortic valve surgery.
CURRENT MEDICATIONS: None.
ALLERGIES: No known allergies.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Otherwise negative. Past medical history negative.

PHYSICAL EXAMINATION: General Appearance: Mild acute distress. Vital Signs: Slightly elevated temperature 99.7. Head, eyes, ears, nose and throat: TMs are clear. Pupils are equal and react to light and accommodation. Extraocular muscles are intact. Funduscopic benign. Nasal and oral mucosa negative for inflammation or exudates. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Extremities: Negative for tenderness or restricted range of motion. Skin: Negative for rashes or lesions. Neurological: No motor or sensory deficits. Cranial nerves II through X intact. Neuro at baseline.

The patient had strep screen which is negative.

FINAL DIAGNOSES: Vomiting and diarrhea with viral gastroenteritis, with enlarged tonsils, but without strep.
PLAN: The patient advised to follow up as needed with emergency precautions to go to the ER if necessary if the patient worsens with complaints of headaches without evidence of intracranial infection.
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