CLINIC VISIT NOTE

TAYLOR, RAINA
DOB: 01/06/1996
DOV: 05/10/2022

The patient presents with episode of acute onset of nausea and vomiting yesterday with transient loss of vision for several seconds, initiation of vomiting in the clinic without reoccurrence, still vomiting today x 3.
PAST MEDICAL HISTORY: Other than present illness, has a history of C. difficile intestinal infection last year with nausea, vomiting, diarrhea and bright red blood in stool, in the hospital for two days. Also, history of “tumor” on her liver on an MRI of her back last summer from a back injury from the MVA.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Essentially negative.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without tenderness or guarding. Back: Normal to inspection without CVA tenderness. Skin: Without rash or discoloration. Extremities: Negative for tenderness or restricted range of motion. Neuropsychiatric: Evaluation within normal limits.
Additional history obtained from the patient as best with father living with her as well as a small child, has her own business.
IMPRESSION: Liver tumor by history and anxiety disorder.
PLAN: The patient is given Zofran 4 mg IM and a prescription for Zofran. Follow up with PCP as needed. *__________* progress to full liquid diet as tolerated.
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