ANDERSON, BOBBI
DOB: 01/10/1959
DOV: 01/15/2025
HISTORY OF PRESENT ILLNESS: The patient was at the house and she slipped and fell and she did reach out with her left hand to catch herself and she is complaining of pain in that left hand right now. She has taken one Tylenol for discomfort. No loss of consciousness noted during fall.
PAST MEDICAL HISTORY: Dyslipidemia.
PAST SURGICAL HISTORY: Gastric sleeve and tummy tuck.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple with no lymph node enlargement.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

EXTREMITIES: Focused Hand Exam: Capillary refill is within normal limits. Limited range of motion due to pain. Mild edema. Mild erythema.

SKIN: Without rash or lesions.
X-ray in the office of left hand confirmed fourth digit fracture.
ASSESSMENT: Left hand fracture.
PLAN: Splint in office and advised to follow up with ortho and advised pain management with Tylenol and Motrin. The patient is discharged in stable condition.
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