HUERTA, CRISTOBAL

DOB: 05/23/1959

DOV: 04/17/2025

HISTORY: This is a 65-year-old gentleman here with pain to his right great toe. The patient stated pain has been going on for over a week or so. He stated pain started after he had steak, alcohol and seafood diet. He stated that a very long time maybe two years or so ago he had a history of gout on the same toe and states symptoms are similar. He described pain as stabbing, sharp, 8/10, worse with motion and weightbearing. He states pain does not radiate and confines to his great toe.

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: The patient denies chills or myalgia. Denies increased temperature. He denies nausea, vomiting, or diarrhea. He denies neck pain, blurred vision, or double vision. He denies skin rashes.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress. The patient has right antalgic gait.

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 144/90.

Pulse is 71.

Respirations are 18.

Temperature is 98.6.

RIGHT GREAT TOE: Erythematous, hot to touch, localized edema. He has full range of motion; however, he has moderate discomfort with flexion. Sensation is normal Capillary refill less than two seconds.
HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress.
CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis.
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EXTREMITIES: Except his right great toe, full range of motion. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute gout attack.
2. Pain in his right great toe.
PLAN: In the clinic today, the patient received the following: Dexamethasone 10 mg IM and Toradol 60 mg IM. He was observed in the clinic for approximately 20 minutes or so and then reevaluated. He reports improvement in his pain. He was sent home with the following medications:
1. Colchicine 0.6 mg tablet, take two p.o. now, then repeat one p.o. in an hour if no changes, but do not take more than three pills in 24 hours. He was sent home with a total of #12 pills.

2. Allopurinol 300 mg, he will take one p.o. daily for 30 days.

3. Prednisone 10 mg; day one 5 p.o., day two 4 p.o., day three 3 p.o., day four 2 p.o., and day five 1 p.o. for a total of #15.
He was given the opportunity to ask questions and he states he has none. Strongly encouraged to come back to the clinic if worse or go to the nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

