RAMIREZ, JULIETTA
DOB: 09/04/2019
DOV: 04/26/2024
HISTORY OF PRESENT ILLNESS: This is a 4-year-old young lady. She is here with her mother complaining of altered urination. She has some pain upon urination and increase in urinary frequency. She states that this has been going on for approximately one week.
No other issues. No fevers. No nausea, vomiting, or diarrhea. She plays well.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Lives with mother, father, and sibling. 
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, interacts well with me through the exam. She is not experiencing any distress.

VITAL SIGNS: Pulse 88. Respirations 20. Temperature 97.1. Oxygenating well at 100%. Current weight 62 pounds.

HEENT: Largely unremarkable.

NECK: Soft. There is no thyromegaly, masses, or lymphadenopathy.

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

LABORATORY DATA: Labs today include a urinalysis, it did show leukocytes.
ASSESSMENT/PLAN:
1. Urinary tract infection, dysuria, and increase in urinary frequency. The patient will be given Keflex 250 mg/5 mL, one teaspoon three times a day for the next 10 days #150 mL.
2. She is to get plenty of fluids, plenty of rest, monitor symptoms and return to clinic if needed.
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