RHODES, LISA
DOB: 12/21/1958
DOV: 06/06/2025
HISTORY: This is a 66-year-old young lady here with shoulder and knee pain. The patient stated she was in Mexico on vacation approximately two weeks ago when she slipped and fell onto her shoulder and knee and immediately started having pain, she stated, she was using over-the-counter medication hoping the pain would go away, but it does not. She states pain is approximately 7/10 both shoulders and knee, increased with motion and touch. She states that pain is located on the lateral surface of her left knee and the lateral surface of her left shoulder. She states pain increases with weight-bearing and 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 except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese young lady.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 117/76.

Pulse 101.

Respirations 18.

Temperature 97.9.
HEENT: Normal.

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

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
LEFT SHOULDER: Full range of motion. She has some discomfort with abduction. No deformity. Tenderness to palpation in the region of the AC joint. No scapular winging. Neurovascularly intact.
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LEFT KNEE: Tenderness on the lateral surface of her knee joint. Positive varus. Negative valgus. Negative McMurray. Negative Lachman.
SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

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

ASSESSMENT:
1. Rotator cuff injury on left.
2. Left knee contusion.
3. Lateral collateral ligament injury, left knee.
4. Left shoulder contusion.

5. Depression.

6. Hypertension.

7. Medication refill.
PLAN: We did x-ray of both shoulders and knee in the clinic. No bony abnormality. Some degenerative joint changes; arthritis is suspected.
I will go ahead and do MRI of the patient’s knee and shoulder considering discomfort with abduction of her shoulder and a positive varus stress test to assess for rotator cuff injury and lateral collateral ligament injury of the left knee. The patient is comfortable with my plan. She was given a consult for local radiology clinic for her studies to be done. She was sent home with the following medications:
1. Mobic 7.5 mg one p.o. q.a.m. for 21 days.
2. Her medication was refilled as follows: atenolol/chlorthalidone 50/25 mg one p.o. daily for 90 days.
3. Zoloft 50 mg one p.o. daily for 90 days #90.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

