MEDINA, STEPHANIE
DOB: 09/13/2007
DOV: 02/21/2024
HISTORY OF PRESENT ILLNESS: This is a 16-year-old female patient here with complaints of headache and nausea. She vomited once today. No other symptoms verbalized. She does not display any flu-like symptoms. No ear pain. No throat pain. No respiratory issues. No cough. She maintains normal voiding and bowel movements.
Once again, no other issues.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Tonsillectomy.
CURRENT MEDICATIONS: Negative.
ALLERGIES: No known drug allergies.
IMMUNIZATION STATUS: She did receive both doses of COVID.

SOCIAL HISTORY: Negative for drugs, alcohol or smoking.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. She is not in any distress.
VITAL SIGNS: Blood pressure 122/72. Pulse 83. Respirations 18. Temperature 98.7. Oxygenation at 99%. Weight 132 pounds.

HEENT: Eyes: Pupils are equal and round. Ears: Normal tympanic membrane presentation. There is no erythema. Oropharyngeal area: Mildly erythematous. Mild strawberry tongue noted although she does not complain of any pain. Oral mucosa is moist.

NECK: Soft. No lymphadenopathy.
LUNGS: Clear to auscultation.
HEART: Positive S1 and positive S2. Regular rate and rhythm. No murmurs.
ABDOMEN: Soft and nontender.

Remainder of exam is unremarkable.

LABORATORY DATA: Labs today include a strep test and a flu test, both negative.
ASSESSMENT/PLAN:
1. Nausea, vomit, and stomach virus. The patient will be given Zofran 4 mg one p.o. b.i.d. p.r.n. for nausea.
2. She is to get plenty of fluids, plenty of rest, follow the BRAT (bananas, rice, applesauce, and toast) diet and return to clinic or call if not improving.
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