CLINIC VISIT NOTE

EMYLIN, GUARDADO

DOB: 06/17/2017

DOV: 06/08/2024

The patient presents with a complaint of upper abdominal pain this morning, states that it has increased. Denies other symptoms.

PAST MEDICAL HISTORY: Uneventful.

SOCIAL HISTORY: Noncontributory.

FAMILY HISTORY: Noncontributory.

REVIEW OF SYSTEMS: Noncontributory.

PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Slight erythema of the pharynx. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: 1+ upper abdominal tenderness without guarding or rebound. Extremities: Within normal limits. Skin: Within normal limits. Neuropsychiatric: Within normal limits.

The patient had strep screen and urinalysis and urine culture with findings of pyuria in urine and ketonuria. I attempted to give the patient GI cocktail, but refused with emesis. Mother states she does not take medications very well at all. She states she was better after vomiting. Some history of heavy dinner yesterday and something she ate is upsetting her stomach.
FINAL DIAGNOSES: Abdominal pain with pyuria, possible urinary tract infection.

PLAN: Because of abnormal urine with culture pending, the patient was started on amoxicillin to take and Zofran if needed and to follow with pediatrician here if necessary.
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