CASTILLO, STEVEN

DOB: 07/20/1961

DOV: 02/02/2023
HISTORY: The patient is a 61-year-old gentleman here with right-sided chest pain.

The patient stated that approximately six days ago he was walk and trip and fell on the material he was carrying in his hands, hit the right side of his chest. He states that pain at that time was approximately 8/10 day after it increased to about 9 and is continued until today. He stated pain today is approximately 7/1,0 non-radiating, is located to the right lateral surface of his chest. He states that the pain is non-radiating. The pain is worse with deep inspiration and is better at rest and not to take any deep breaths.

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

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

MEDICATIONS: 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 pain with deep breaths. Denies shortness of breath. Denies coughing up blood. Denies neck pain. Denies headache. Denies double vision or blurred vision. Denies abnormal pain.

PHYSICAL EXAMINATION:
GENERAL: He is alert and oriented, obese gentleman in mild distress.

VITAL SIGNS:

O2 saturation is 96% on room air.

Blood pressure is 143/87.
Pulse is 72.
Respirations 18.

Temperature is 97.3.

CHEST: Tenderness in his right lateral chest wall. No crepitus. No step off. No paradoxical motion. No use of accessory muscles. Poor inspiratory effort.
CARDIAC: Regular rate and rhythm with no murmurs.
ABDOMEN: Obese. No guarding. No visible peristalsis.

EXTREMITIES: Full range of motion with upper and lower extremities. No discomfort with range of motion. Bears weight well with no antalgic gait.
SKIN: No abrasions, lacerations, macules, or papules.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are grossly normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Chest wall contusion.

2. Rib contusion.

3. Fall.

PLAN: CT scan of the chest was done today, CT without contrast, study was read by radiologist who reports there is no acute abnormalities. However an incidental finding of moderate to diffuse fatty infiltrate of the liver (the patient has a history of alcohol abuse/use).

In the clinic today, he received an injection of Toradol 60 mg IM. He was observed for approximately 20 minutes after where he was reevaluated and reports no side effects from the medications. He states that his pain is much better. He was sent home with Mobic 7.5 g one p.o. daily for 30 days #30. He was given the opportunity to ask questions he states he has none.
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