CLINIC VISIT NOTE

CATES, OLIVIA
DOB: 09/06/2005
DOV: 08/10/2024
The patient presents with history of possible COVID. She states she has been exposed to it three days ago with complaints of loss of smell, slight cough, sore throat, and frontal headache. She describes also slight discomfort upper chest with indigestion and slight pain lower abdomen without change in stools. She describes also food lodging in her upper throat, relieved with belching, lasting for the past four weeks and describes indigestion as above for two weeks.

PAST MEDICAL HISTORY: Recurrent strep threats, followed at Texas Children’s in the past with Botox injections for that.
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. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: Within normal limits. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
The patient had COVID, strep and flu testing all of which were negative.

FINAL IMPRESSION: Dysphagia, pharyngitis and viral syndrome, not COVID.

PLAN: The patient was advised to take over-the-counter Gaviscon and Mylicon with precautions eating. Advised to be seen by gastroenterologist as soon as possible per insurance, go to ER if necessary, and to follow up here p.r.n. She states she does not have a PCP at this time, advised her to get one for future care.
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