MCCARVER, DAKOTA
DOB: 10/08/2007
DOV: 10/25/2023
HISTORY OF PRESENT ILLNESS: This is a 16-year-old male patient here today complaining of left ankle pain. The pain has been ongoing since yesterday afternoon. He was running after school and he misplaced his foot and fell down and now he has subsequent pain. He describes it as pain upon movement. He can bear weight. He maintains full range of motion. There is no ecchymosis or bruising. There is some mild edema.
No other issues.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Negative for drugs, alcohol, smoking or secondhand smoke.  
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. He is not in any distress. I had visually seen him walk through the hallway into the exam room. He has very mild limp to the point where it is almost not noticeable. 
VITAL SIGNS: Blood pressure 132/56. Pulse 64. Respirations 16. Temperature 98.3. Oxygenation 100%. Current weight 207 pounds.

HEENT: Largely unremarkable.

NECK: Soft. 

LUNGS: Clear. Normal respiratory effort is observed.
HEART: Regular rate and rhythm. Positive S1 and positive S2. No murmurs.
ABDOMEN: Obese, soft and nontender.

Examination of that left lower extremity left ankle it is mildly edematous. No real tenderness elicited upon palpation. He does maintain full range of motion. On exam, he is able to walk, but he does limp mildly.

ASSESSMENT/PLAN: 

1. Left ankle sprain. The patient will be placed on Ace bandage. I will also prescribe a foot immobilizer to help him walk at school. Also, he will be given Motrin 600 mg three times a day p.r.n. pain. Encouraged to ice it down. 
2. He is going to monitor his symptoms or return to clinic if not improved.
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