ATOIGUE, CHRISTINE
DOB: 05/20/1967
DOV: 10/16/2025
HISTORY: This is a 58-year-old female here with fatigue. The patient stated these symptoms have been going on for approximately one week. She came in today because it is worse. She endorses recent travel to Japan and stated that someone on the plane was coughing next to her.
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: The patient reports chills. She reports headache (the patient states she has a history of migraine and this appeared similar. It is not a worse of her life. This gradual onset of headache is about 5/10 located on the right parietal region). 
The patient reports cramps and muscle aches.
She denies elevated temperature.

She denies nausea, vomiting, or diarrhea.

She denies skin rashes.

She denies neck pain or stiff neck.

PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, and obese young lady, in mild distress.
VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure 143/91.

Pulse 80.

Respirations 18.

Temperature 97.6.
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs. 

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis. She has normal bowel sounds.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Migraine.

2. Fatigue.

3. Urinary tract infection.

4. Myalgia.

5. Hematuria.

PLAN: In the clinic today, we did the following: Strep, flu and COVID. These tests were negative.

A fingerstick for glucose was checked. Her glucose is 79.

Urinalysis was drawn. She has leukocytes were positive. Nitrite negative. Glucose, ketones and proteins were negative. There is trace blood.
In the clinic today, the patient was reassured. We had a lengthy discussion about UTI and the importance of increasing fluids and taking medication exactly as prescribed. She was sent home with the following medications:

1. Macrobid 100 mg one p.o. b.i.d. for seven days #14.

2. Zofran 4 mg ODT one SL t.i.d. p.r.n. for nausea or vomiting.

3. Maxalt 10 mg one p.o. at onset, repeat one every two hours if no improvement, but do not take more than three pills in 24 hours.
She was strongly encouraged to increase fluids, to come back to the clinic if worse or go to the nearest emergency room if we are closed.

She was given the opportunity to ask question and she states she has none.
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