CLINIC VISIT NOTE

JONES, MELENDA
DOB: 10/20/1982
DOV: 01/16/2025
The patient presents with history of injury to right shoulder today at work three hours ago; works at TDC, injured with an altercation with inmate.
PAST MEDICAL HISTORY: Uneventful.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Remainder of physical exam within normal limits except musculoskeletal exam reveals diffuse tenderness to the right shoulder with painful range of motion and also tenderness to the right suprascapular area, also with painful range of motion, also right hand with tenderness medial aspect with range of motion without evidence of fracture or dislocation. Neurovascular & Tendon: Examination showed suggestion of tendon injury to the right shoulder and right wrist associated with sprain.
PLAN: The patient did not want x-rays. So, the patient was given dexamethasone 10 mg IM with a prescription for a Medrol Dosepak. Released to go back to work as desired light duty with limited use of right arm with sling with recheck next week.

FINAL DIAGNOSIS: Tendon injury to the right shoulder and right wrist.
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