BROWN, TAMIKA
DOB: 01/28/1973
DOV: 06/16/2025
HISTORY: This is a 52-year-old female here with throat pain and knee pain. The patient states the throat pain has recently started approximately two or three days ago. She came in because she states she is having increased pain with swallowing. She also reports chills and body aches. The patient works as a sheriff’s deputy and she states she frequently visits the jails and has to escort sick prisoners.

The patient reports right knee pain. She indicated that knee pain is chronic. She has history of DJD and may have a torn meniscus which is going to be repaired sometime in July. She states she is in lots of pain because she is on her feet a lot and will not be able to see her doctor or her ortho specialist for another three or four weeks. She denies recent trauma.

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, in mild distress.
VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 124/83.

Pulse 73.

Respirations 18.

Temperature 97.8.

THROAT: Erythematous and edematous uvula, tonsils and pharynx. Exudate is present on the right tonsil. Uvula is midline and mobile.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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EXTREMITIES: Right Knee: Tenderness is present in the medial joint lines. No effusion. The knee is not hot to touch. No erythema. She has full range of motion with moderate discomfort.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Degenerative joint disease, right knee.

2. Pain, right knee.

3. Exudative pharyngitis.

4. Odynophagia.

PROCEDURE: Trigger point injection.
Procedure was explained to the patient. We discussed complications which include infection, continuous pain, return of pain, and bleeding. The patient states she understands and gave verbal consent for me to proceed. The patient and I identified the area of maximum pain. This area was marked with a skin marker.

The knee was prepped with Betadine and over wiped with alcohol.

The site was sprayed with Hurricaine spray.

With 80 mg of Solu-Medrol and 5 cc of lidocaine, medication was mixed and with a 27-gauge needle injected at the site of maximum pain.

The patient tolerated the procedure well.

There were no complications.
Site was cleaned again with Betadine and alcohol, massaged and covered with Band-Aid. The patient tolerated the procedure well.
She was sent home with the following medications:

1. Motrin 800 mg one p.o. t.i.d. p.r.n. for pain.

2. Amoxicillin 875 mg one p.o. b.i.d. for 10 days #20.
3. Diflucan 150 mg; this is for prophylaxis for yeast infection. She states she gets yeast infection whenever she takes antibiotic.
4. XYZ Mouthwash, she will gargle with 20 mL every morning for four days, she was given a total of 80 mL. I strongly encouraged to increase fluids. The patient was given a work excuse to remain at home tomorrow and to return to work on Wednesday.
She was given the opportunities to ask questions and she states she has none.
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