VILLALTA, JONATHAN
DOB: 12/17/2007
DOV: 10/02/2024

HISTORY OF PRESENT ILLNESS: The patient presents with fever, unknown T-max. He did vomit one time last night and stated he did not feel good and woke up this morning and did not go to school, but he is feeling much, much better. No nausea. No vomiting. No fevers or chills at this time.

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: The patient is awake, alert, and oriented x 3, no acute distress.

EENT: Within normal limits.

NECK: Supple with no lymphadenopathy.

RESPIRATORY: Clear breath sounds. 
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.

LABS: Labs in the office, flu and COVID, both were negative.
ASSESSMENT: Nausea and vomiting.

PLAN: We will provide Zofran. Advised on BRAT diet, to slowly increase intake. The patient was discharged and advised to follow up as needed.

Rafael De La Flor-Weiss, M.D.

Lonnie Piatt, NP

