CLINIC VISIT NOTE

RAMIREZ, MARIO
DOB: 09/12/1963
DOV: 09/12/2025
The patient presents with history of continued pain in the left lateral foot, seen last week, placed on Augmentin for possible cellulitis, with history of gout, but unconfirmed.

PAST MEDICAL HISTORY: Noncontributory.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Gout with frequent flare-ups; last attack, seen here a few months ago.
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. Back: No CVA tenderness. Extremities: 1 to 2+ edema to the left dorsolateral foot with slight erythema and hyperpigmentation with increased tenderness to left distal fourth and fifth metatarsals without skin excoriations or evidence of fungal infection. No active cellulitis. No inguinal adenopathy. Remainder of physical exam including: Neurovascular and Tendons. Within normal limits. Skin: Within normal limits.

IMPRESSION: Probable gout to left foot, possible cellulitis unresponsive to Augmentin, more likely gout, possible arthralgia.
PLAN: The patient’s labs were obtained with uric acid, RA factor and sed rate. The patient was given Rocephin 1000 mg, dexamethasone 20 mg with tramadol 60 mg with prescriptions for Medrol and Keflex. Advised to follow up in three days if not clearing, in the next week for review of labs and followup.
John Halberdier, M.D.

