OLSON, BRYCE

DOB: 11/20/2000

DOV: 01/02/2023

HISTORY: This is a 22-year-old male presented with fatigue and vomiting. The patient stated symptoms started this morning approximately 03:00 hours. He states prior to that about six hours before he had a turkey, sandwich, and fishmeal and I think the symptoms may be started from that meal and that meal being bad. He described his pain as crampy. He states the pain is located diffusely in his abdomen. He states the pain is not made worse by movement or touch.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: None.

SOCIAL HISTORY: Denies tobacco, alcohol or drug use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: The patient reports diarrhea. He states there is no blood in the stool. He stated he vomited about four to five times since 3’o clock this morning. He states there is no blood in his vomitus. He reports fatigue. The patient reports body aches. The patient reports chills.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS: 

O2 saturation 100%at room air

Blood pressure 100/66

Pulse 116.

Respirations 18.

Temperature 97.5.

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 murmur. The patient is tachycardic.

ABDOMEN: Soft and nontender. Very active bowel sounds. No rigidity. No rebound. No guarding.

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. He 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.
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ASSESSMENT:
1. Dehydration.

2. Vomiting.

3. Abdominal pain.

4. Fatigue.

PLAN: Labs were offered, but the patient declined secondary to funding. In the clinic today the patient had IV normal saline bolus.

The patient received Phenergan 4 mg IV. This medication was pushed by me. The IV solution was also initiated and performed by me.

The patient was observed in the clinic for approximately 1.5 hours while he received the IV fluids. He was noticed of going to the bathroom and urinated in the middle of IV fluid resuscitation via IV. On reevaluation, the patient reported that he is feeling much better after he received the IV and the Zofran. He states he is ready to go home and is comfortably being discharged. He was sent home with the following medications:

Bentyl 20 mg one p.o t.i.d for seven days, #21, Zofran 4 mg ODT one film SL t.i.d p.r.n for nausea or vomiting #12. The patient was advised on diet and to give the stomach a rest for the next two days. He was advised to eat only BRAT diet. He was strongly encouraged to avoid sodas and juices as those substances can make his condition worse.

The patient is comfortable with my discharge plan and he was offered work excuse. He indicated he is not work or school. He states he is doing much better. He was strongly encouraged to come back to the clinic if he is worse or go the nearest emergency room if we were closed.

He was given the opportunity to ask questions, he states he has none. Parents were also given opportunity to ask questions, they stated they have none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

