DIEHL, LACEE
DOB: 09/19/1980
DOV: 06/01/2022
HISTORY: This is a 41-year-old young lady here with blood in her urine and suprapubic discomfort. The patient stated that this started two or three days ago and is worse today. She described discomfort as mild, rated 4-5/10, worse with motion and touch.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.
PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.
MEDICATIONS: Reviewed and compared to last visit, no changes.
ALLERGIES: Reviewed and compared to last visit, no changes.
SOCIAL HISTORY: Reviewed and compared to last visit, no changes.
FAMILY HISTORY: Reviewed and compared to last visit, no changes.
REVIEW OF SYSTEMS: The patient reports headache (she states the headache is not the worst of her life, gradual onset, has been going on for about two or three days, rated headache about 3/10).
Denies nausea, vomiting, or diarrhea.

Denies blurred vision or double vision.

The patient reports dark color urine and frequent urination.

She stated that she has had kidney infection in the past. and thinks she might be having an early kidney infection.
PHYSICAL EXAMINATION:
GENERAL: She is alert, oriented, in mild distress.

VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 121/74.

Pulse 87.

Respirations 18.

Temperature 98.6.

ABDOMEN: Soft. No rebound. No guarding. No organomegaly. She has tenderness in the suprapubic region. Normal bowel sounds. No peritoneal signs.
HEENT: Normal.
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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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/PLAN:
1. Cervicitis.
2. Hematuria.
3. Proteinuria.

4. Headache.

5. Dehydration.

Today, CT scan of her abdomen was done. CT scan was read by the radiologist with the following findings “cervix is prominent, there is small amount of free fluid in the pelvis.

Ultrasound was done of the patient’s abdomen and the circulatory system and all end-organs. The ultrasounds were unremarkable.

Urinalysis was done in the clinic today. Urinalysis revealed ketones, blood and protein.

Labs are drawn today. Labs include CBC, CMP, lipid profile, A1c, TSH, T3, T4 and vitamin D.

The patient received the following medication in the clinic today: Rocephin 500 mg IM. She was observed in the clinic for approximately 15 to 20 minutes. She reports no signs or symptoms of allergic reaction to the medications. She states she is feeling a little better and would like to go home. She was discharged with doxycycline 100 mg one p.o. b.i.d. Advised over-the-counter medication for pain, to come back to the clinic if worse or go to the nearest emergency room if we are closed.
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