CLINIC VISIT NOTE

RODRIGUEZ, SOPHIA

DOB: 12/26/2015

DOV: 01/11/2024

The patient presents with history of abdominal pain with vomiting x 3 since last night, past 14 hours. The pain is described as an 8/10, states more in abdomen.

PAST MEDICAL HISTORY: Uneventful.

SOCIAL HISTORY: Noncontributory.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: She states she has had frontal headache off and on since last night.

PHYSICAL EXAMINATION: General Appearance: The patient appears in mild distress. Head, eyes, ears, nose and throat: Within normal limits except questionable slight erythema of the pharynx. Initially, without complaint; asking again, stated she had mild discomfort after vomiting. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Diffuse tenderness without definite guarding or rebound, left than right lower quadrant. Extremities: All within normal limits. Skin: All within normal limits.  Neuropsychiatric: All within normal limits.

The patient had flu, strep and COVID testing, all of which were negative.

IMPRESSION: Abdominal pain, possible appendicitis, questionable pharyngitis.

PLAN: The patient was referred to emergency room now for further evaluation with CT recommended.
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