CLINIC VISIT NOTE

ALLDREDGE, CHELBI
DOB: 01/10/1999
DOV: 08/23/2024
The patient presents with fever of 101 two days ago, sick for the past three days with slight sore throat and nausea.
PAST MEDICAL HISTORY: Recent lab three weeks ago, told was normal.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Significant and has been exposed to mono. She states outbreak of COVID at school from water fountain being used by other student with COVID, other kids with COVID, with mono per pediatrician.
REVIEW OF SYSTEMS: She states having right upper quadrant pain intermittent for the past three days, describes as a dull ache.
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. No evidence of enlarged spleen or left subcostal tenderness. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.
The patient had mono, COVID and strep testing done which were all negative.
IMPRESSION: Fever, abdominal pain in left upper quadrant, pharyngitis, and mono exposure.

PLAN: Advised consideration of labs, the patient wants to wait. Recommended coming back for ultrasound and labs if continued to have symptoms. Given prescription for Z-PAK and Zofran. Follow up next week as discussed and with PCP as needed.
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