DAWKINS, EMMA
DOB: 07/20/2010
DOV: 02/17/2025
HISTORY: This is a 14-year-old child accompanied by mother here with vomiting and nausea. Mother states she had to go and take kid out of school after the school nurse called her because child was vomiting. The patient states she did not notice any blood in her vomitus. She stated that yesterday she had some spicy Cheetos along with leftover valentine candy and some chicken from Popeye’s. She states symptoms started approximately 6 to 8 hours after. She denies any significant abdominal pain. She denies cough, chest pain, or shortness of breath. She denies travel history, weight loss, or night sweats.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except those mentioned above. Also include the patient reports cough, but she states dry nonproductive.
PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented. The patient is on phone texting and appears no distress.
VITAL SIGNS:

O2 saturation 99% at room air.
Blood pressure 118/70.

Pulse 101. Repeat pulse 96.
Respirations 18.

Temperature 97.5.
HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Poor inspiratory and expiratory effort. She has diffuse inspiratory and expiratory wheezes. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm. No murmurs. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No tenderness to palpation. No rebound. No visible peristalsis. She has normal bowel sounds.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT:
1. Nausea and vomiting.
2. Mild dehydration.

3. Reactive airway disease.

4. Cough.

PLAN: In the clinic today, we did flu test. Flu test was negative. The urinalysis along with HCG. These were both unremarkable.
The patient was treated with the following:
1. Xopenex 1.25 mg nebulizer with nebulizer machine x 1.

2. Zofran 4 mg ODT one SL.
She was observed in the clinic for approximately 20 minutes then revaluated she referred that she is feeling much better. The patient was asked if she was hungry she states yes she has asked mother to cook her some chicken. Mom states she has you have to rest her stomach. She was advised BRAT diet, bananas, rice, applesauce and toast to increase fluids to avoid sodas and other sugary beverages to come back to the clinic if worse go to the nearest emergency room if we are closed.
She was given the opportunity to ask questions, she states she has none.
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