CLINIC VISIT NOTE

HOPKINS, KENSTYNN
DOB: 12/29/2016
DOV: 05/24/2023
The patient presents with history of nausea, vomiting, cannot keep food down, stomach pain, started this morning.
PRESENT ILLNESS: Vomiting and upper abdominal pain for the past several hours, started on arrival to school, sent home.
PAST MEDICAL HISTORY: Constipation, treated with MiraLax, not active problem now, off MiraLax for two weeks with normal bowel movements and loose stool today.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: 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: 1+ upper epigastric tenderness without guarding or rebound. Bowel sounds normoactive. Back: No CVA tenderness. Extremities: Within normal limits. Skin: Within normal limits. Neurological: Within normal limits.
The patient had strep test which was negative.
IMPRESSION: Vomiting followed by gastrointestinal-wise with upper abdominal pain related to above without evidence of acute abdomen.

PLAN: The patient was given prescription for Zofran with abdominal pain precautions, go to the ER if pain increases or worsens. Follow up as needed here or with pediatrician.
John Halberdier, M.D.

