JACKSON, KAYLEE
DOB: 01/08/2007
DOV: 07/22/2025
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic today as a followup from urinary tract infection last week that showed no positive signs in the UA of a urinary tract infection as well as the culture that was sent off, no signs of any growth, but she was prescribed antibiotics. She comes to the clinic today complaining of her symptoms getting worse. Her symptoms consist of no discharge, no frequency, no urgency, only pain with urination. No fever, body aches or chills. No foul odor noted. No pain with intercourse and only drinks water.
PAST MEDICAL HISTORY: Depression.
PAST SURGICAL HISTORY: Noncontributory.
DRUG ALLERGIES: None.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple with no lymphadenopathy.

RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.
SKIN: Without rash or lesions.
GENITALIA: Exam is deferred at this time per the patient’s request.
LABS: Testing in office, we will run an STD panel as well as a UA and cultures at this time.

ASSESSMENT: Dysuria.
PLAN: Concurrently with the labs that have been sent off, we will place a referral for OB. Depending on the results of the labs, if we found a cause for this dysuria, we may cancel the OB referral if needed. If we do not find a cause for the dysuria with the labs, she will continue with the OB referral for definitive care. The patient is discharged in stable condition. All questions are answered at this time.
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