CLINIC VISIT NOTE

DELGADO, JEOVANNI
DOB: 07/10/2005
DOV: 01/31/2023
The patient is seen with history of frequent vomiting since this morning, without diarrhea, some abdominal pain relieved by vomiting.

PAST MEDICAL HISTORY: Diabetes and hyperlipidemia per chart, with cholesterol and diabetes medicine per chart. The patient has had multiple episodes of presentation with apparent gastroenteritis and past history of diabetes mellitus and hyperlipidemia, see chart and taking metformin, Diovan for blood pressure and pravastatin per the clinic note in the past. Past history is as above with obesity, diabetes, has been worked up in the past with questionable current care with hyper-insulin level obtained four years ago with insulin resistance per prior note, uncertain of current care. She has been on Diovan 80 mg in the past, pravastatin 10 mg and metformin 500 mg with continued weight gain, uncertain of above diabetic care, here with mother.
REVIEW OF SYSTEMS: Otherwise noncontributory.
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 rate and rhythm without murmurs or gallops. Abdomen: Diffuse tenderness without rebound, rigidity, or guarding. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.
UA and flu testing was performed. UA was negative for presence of glucose or ketonuria, protein was present and trace blood.
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