JENSEN, ANGELA
DOB: 03/21/1964
DOV: 11/15/2025
HISTORY: This is a 61-year-old male here with diarrhea. The patient said this has been going on for approximately five days. Came in today because it is worse, she said she cannot hold anything down. Every time she eats and drinks, she goes right to the bathroom. She said the stool is watery and foul smelling.
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 SYSTEM: The patient denies travel history. She says that she was exposed to one of her grandchild who has somewhat similar symptoms, but not as severe as hers.
She reports pain in her left flank and pain in the suprapubic region.

The patient reports painful urination and urgency.

The patient reports vomiting. She says she had two or three episodes today non-bloody.

She stated she cannot eat anything and does not keep any thing down and does not have an appetite right now.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 149/83.

Pulse is 108.

Respirations are 18.

Temperature is 98.0. The patient has dry mucus membranes.
HEENT: Normal.

NECK: Full range of motion. No rigidity and 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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ABDOMEN: Tenderness in the left upper quadrant region and tenderness in the left flank. There is guarding. Very active bowel sounds. No rebound. No peritoneal signs. No organomegaly.

CARDIAC: Regular rate and rhythm with no murmurs. The patient is tachycardiac.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae. Skin is dry.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. She bears weight well with no antalgic gait.

NEURO: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Infectious diarrhea.
2. Dehydration.
3. Nausea and vomiting.
4. Flank pain.
PLAN: In the clinic, we did following ultrasound of abdomen and pelvis. Ultrasound does not reveal any gross abnormality. Labs withdrawn. Labs include: CBC, CMP and urinalysis. Urinalysis revealed negative nitrate, negative leukocyte, negative blood and ketones are negative.
The patient was given the following medications in the clinic today:

1. Fluids IV 2 liters.
2. Bentyl 20 mg IM.
3. Zofran 4 mg ODT sublingual.
4. Rocephin 1 g IV. For the following intervention, the patient is reevaluated. She says she feels “lot better”. She went to the bathroom to urinate. She says she has not urinated in quite some time. She was given the opportunity to ask question and she states she has none. She was sent home with the following medication: 
Phenergan 25 mg one p.o. t.i.d. p.r.n. for nausea or vomiting.
Bentyl 20 mg one p.o. t.i.d. for seven days #21.
Flagyl 500 mg one p.o. b.i.d. for seven days #14.
Cipro 500 mg one p.o. b.i.d. for seven days #14. Strongly encouraged to increase fluids to come back to clinic if worse or go to nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

