CLINIC VISIT NOTE

NOWLING, ELIZABETH
DOB: 12/06/2003
DOV: 06/30/2022

The patient presents with complaints of body ache, headache, nausea, vomiting, and congestion since last night.
PRESENT ILLNESS: She states she has been sick for two days with vomiting x 3, headache, flu, fever of 99.1. She describes muscle aches as intense.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.

ALLERGIES: PENICILLIN.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory except history of complaints of tense in the stomach per mother. Past history otherwise within normal limits.
PHYSICAL EXAMINATION: General Appearance: Mild acute distress. Vital Signs: Temperature 99.4. 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 organomegaly or tenderness. Skin: Without discoloration or rash. Extremities: Negative for tenderness or restricted range of motion. Neuropsych: Within normal limits.

The patient had COVID and flu tests done in the office. COVID test was positive.
PLAN: Because of muscular myalgia, the patient was given an injection of Toradol 30 mg IM and prescription for Paxlovid and Tylenol No.3 for pain with COVID precautions. Follow up as needed here or with PCP.
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