Clinic Visit Note
Patient’s Name: Alejandro Ivarra
DOB: 09/14/1974
Date: 10/08/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of upper abdominal burning sensation.

SUBJECTIVE: The patient came today with his friend for interpretation and friend stated that the patient developed fullness in the upper part of the abdomen this morning and after that he felt poor appetite and heartburn. The patient never had this problem in the past, but the patient stated that he had coffee drinking more than usual in the last few days and also he had spicy food. The patient described no nausea or vomiting and there was no blood per rectum and the patient denied black stools.

REVIEW OF SYSTEMS: The patient denied dizziness, headache, sore throat, fever, chills, chest pain, nausea, vomiting, excessive weight loss or weight gain.

FAMILY HISTORY: Not contributory.
SOCIAL HISTORY: The patient lives with his friend and smoking habits are none. No history of alcohol use. The patient does fulltime job.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple.

LUNGS: Clear bilaterally without any wheezing.
HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Examination reveals mild epigastric tenderness without any abdominal distention and there is no organomegaly. Bowel sounds are active.
I had a long discussion with the patient through interpreter and all his questions are answered to his satisfaction and he verbalized full understanding.
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