CLINIC VISIT NOTE

SCOOT, KIMBERLY
DOB: 08/15/1964
DOV: 12/14/2024
The patient presents with history of cough and congestion for the past two weeks, not better, has been seen here two times, taking medications, now with complaints of severe lower abdominal pain, increased with cough for the past two days on the left side.
PAST MEDICAL HISTORY: Otherwise, noncontributory except for hyperlipidemia and on Adderall for attention deficit disorder.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: She has some constipation, using laxatives last night without benefit.
PHYSICAL EXAMINATION: General Appearance: The patient is in moderate distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Few faint rhonchi. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft with marked tenderness to the left lower suprapubic area with 2+ guarding without definite femoral hernia or masses identified. Back: Within normal limits. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

IMPRESSION: Upper respiratory infection with bronchitis, now with moderate to severe left lower quadrant abdominal pain.
PLAN: Because of severe abdominal pain, the patient was advised to go to local emergency room as soon as possible for further evaluation and CT without medications given here and was brought to the clinic by her daughter to take her directly to the emergency room. The patient is to be followed up after evaluation in the emergency room as needed.
FINAL DIAGNOSES: Severe abdominal pain, left side, to rule out intraabdominal pathology, history of upper respiratory infection with persistent bronchitis with limited response to outpatient medications with previous negative chest x-ray.
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