CLINIC VISIT NOTE

VILLALTA, STEPHANIE
DOB: 01/04/2011
DOV: 08/08/2024
The patient presents with history of flu-like symptoms for two days.
SOCIAL HISTORY: The patient is doing well in school. In prior school, she states that she was taken down a lot causing some stress and she has been here. She is still having stress, placed in more advanced classes, making good grades, but having difficulty keeping it up.
REVIEW OF SYSTEMS: Recurrent sternal chest pain for the past several months intermittently with a prior negative workup including EKG. She was living in Channelview, now lives here for the past several months. She is still having episodes of chest pain. She states that she was referred to UTMB for EKG. She had blood work with showing of a slight anemia. Advised to take over-the-counter vitamins with iron. On one occasion, she had pain at school with an apparent syncope spell, ambulance called to get her to the emergency room where she had chart evaluation, left AMA after about 30 minutes according to the patient’s mother.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Chest with 1+ upper sternal and parasternal tenderness to palpation. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
The patient had strep testing and COVID testing performed in the office with EKG which all were normal.

IMPRESSION: Musculoskeletal chest pain, some anxiety with stress reaction, and questionable non-A/B influenza.

PLAN: The patient advised to follow up with het PCP/pediatrician on their insurance and in the near future. Mother was asked to help her get some assistance at school and support there with her class work and other things, to follow up with pediatrician as above.
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