CLINIC VISIT NOTE

APIAG, PETER JOSEPH
DOB: 12/01/2008
DOV: 07/27/2024
The patient presents with history of occipital headache, rated 6/10, with chills, sweats, and vomiting three times a day and diarrhea one to two times for the past two days, been sick.
PAST MEDICAL HISTORY: His regular physical exams at Calvary Clinic, last four or five months ago.
REVIEW OF SYSTEMS: He has history of recurrent nosebleeds for years without apparent workup per the patient.

PHYSICAL EXAMINATION: General Appearance: The patient in mild distress. Head, eyes, ears, nose and throat: Trace _______ present on _______ without active bleeding identified intranasally on the septum. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Tenderness without rigidity or rebound in the left lower quadrant. Back: Within normal limits. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
The patient had a flu, COVID, and strep testing as well as UA which were negative.
FINAL DIAGNOSES: Flu syndrome, epistaxis without evaluation, occipital headache and gastroenteritis.

PLAN: The patient was given Toradol 60 mg and Zofran 4 mg intramuscularly in the office with 50% improvement. He was given prescription for Zofran, take over-the-counter Tylenol and NSAIDs with fever and myalgia. Advised to go to the emergency room if worsens or not doing better. Follow up with PCP.
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