POLK, BRIAN

DOB: 10/26/1984

DOV: 01/02/2025

HISTORY: This is a 40-year-old gentleman here with left knee pain. The patient denies trauma. He stated that he has a history of gout and pain is similar and describes pain as sharp, stabbing, and nonradiating is confined to his left knee. The patient indicated that over the last few days during the festive season he indulged in alcohol, red meats, seafoods, and noticed symptoms after. Describe pain as sharp rated pain 7/10 worse with range of motion.

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: All systems were reviewed and were negative.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 128/83.

Pulse is 93.

Respirations are 18.

Temperature is 98.8.

LEFT KNEE: Warmth to touch localized edema. No redness/erythema. He has full range of motion with mild discomfort. Negative valgus. Negative varus. Negative Lachman. Negative McMurray.
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.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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ASSESSMENT:
1. Acute gout.
2. Knee pain
PLAN: The patient and I had lengthy discussion but they contributing factors to his condition and the need for him to avoid these contributing factors he says he understand well.
In the clinic today, the patient received the following: Dexamethasone 10 mg IM. He was observed for approximately 20 minutes and then evaluated. He indicated that he is feeling much better. He is comfortably being discharged. He was sent home with prednisone 20 mg a day #1 5, day #2 4, day #3 3, day #4 2, and day #5 1 and number 15. He was given one refill in the event he has another episode, indomethacin 50 mg one p.o. b.i.d. for 10 days, #20. He was given the opportunity to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.
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