CLINIC VISIT NOTE

CASTILLO, AAMIYAH
DOB: 07/01/2006
DOV: 01/11/2023
The patient presents with a complaint of upper abdominal pain for the past two days, states better today, describes pain as constant without nausea, vomiting or diarrhea. She states that she has abdominal pains off and on for the past several months without treatment or evaluation.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL/FAMILY HISTORY: Stress related to home care *__________* siblings, not doing well at school.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without guarding, with 1+ upper abdominal tenderness and slight lower abdominal tenderness, again without guarding or rebound. Back: No CVA tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.
UA obtained showed presence of pyuria, hematuria and ketonuria compatible with urinary tract infection.
DIAGNOSES: The patient is given the diagnoses of possible urinary tract infection, abdominal pain, suspect gastritis.
PLAN: The patient is put on pantoprazole 20 mg to take daily and Bactrim Double Strength twice a day for seven days. Follow up with primary care doctor for further evaluation of abdominal pain and apparent urinary tract infection.
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