OZORNIL, LIZBETH
DOB: 10/02/2002
DOV: 10/29/2024

HISTORY OF PRESENT ILLNESS: The patient states that she woke up this morning, felt nauseous and threw up, so she went back to bed and did not go to work. She woke up. She states that she feels fine now, but because she did not go to work, she needs a work note for earlier this morning the nausea and vomiting x 1. No recent travel and no changes in bowel or bladder patterns. The patient did eat much and feels fine. No abdominal pain at this time.

PAST MEDICAL HISTORY: Noncontributory.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: PENICILLIN.
SOCIAL HISTORY: No ETOH or tobacco use reported.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
HEENT: Within normal limits.

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

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.

ASSESSMENT: Nausea and vomiting.

PLAN: Advised the patient to start the BRAT diet, to slowly integrate solid foods as well as given a prescription of Zofran and advised to follow up as needed. The patient was discharged in stable condition.
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