JACKSON, ANTIONETTE
DOB: 08/02/1970
DOV: 07/21/2025
HISTORY: This is a 54-year-old female here for a followup.

The patient has a history of finger fracture and she is here for followup with no new complaints. The patient stated since her last visit, she has had no need to seek medical, psychological, surgical or emergency care, and today states she has no complaints.

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.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 95% at room air.

Blood pressure 124/88.

Pulse 80.

Respirations 18.

Temperature 98.0.

LEFT INDEX FINGER: Splint is in good repair. Splint was removed. The patient was examined. There is no edema, no erythema, no breaking of skin, no vesicles, no bullae. She has full range of motion with slight grating on range of motion. She has tenderness to palpation on the DIPJ.
ASSESSMENT:
1. Fractured index finger, on the left.
2. Finger pain.
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PLAN: No x-rays will be done today. The patient was advised to come back in four weeks from the day of injury. So, I will see her in another two weeks. At that point, I will repeat her x-ray. Today, we removed the splint and changed it. She tolerated the procedure well.

She was given the opportunity to ask questions and she states she has none. She indicated that she does not need medication for pain at the moment.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

