DELEON, WILLIAM
DOB: 12/16/2005
DOV: 08/21/2024

HISTORY OF PRESENT ILLNESS: The patient presents with his mother. He states he has had headache for the last three days. He has taken Advil with minimal results. No history of headaches. No vision changes noted. He has not traveled recently. No fever, body aches, or chills associated with this. Last optometry visit was within a year _______ without any concerns and without any known trauma to the head recently.

PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.

SOCIAL HISTORY: No reports of secondhand smoke exposure in the house.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: No acute distress noted. He is alert and oriented x 3.
EENT: Within normal limits. Airway is patent.

NECK: Supple with no thyroid enlargement.
RESPIRATORY: Normal breath sounds.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.

NEUROLOGICAL: Focused Neurological Exam: No other findings. Eye gaze is normal. Pupils are equal, round, and reactive to light. No tenderness to the frontal sinuses. He can move head with full range of motion of the neck without increase in pain. He can bend the waist without increase in pain.
ASSESSMENT: Headache.

PLAN: Advised mother to follow up with primary care provider for CT of his head or referral to a neurologist. In the clinic, we will provide acute level care for the pain with an injection of Toradol and Zofran. The patient is discharged in stable condition.
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