GUILLOT, GARY
DOB: 01/24/1985
DOV: 10/25/2025
HISTORY: This is a 40-year-old gentleman here with right ankle, left knee and right great toe pain. The patient stated this has been going on for approximately one week, but could not come in because he was traveling to California. He states he has a history of gout and pain is similar. He stated while in outer California visit he may have had a beer or two, but denies red meat, denies shrimp, lobsters, clams or crawfish. He denies 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: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 131/88.

Pulse is 87.

Respirations are 18.

Temperature is 97.6.

LEFT KNEE: No erythema. No edema. He has tenderness to palpation on the lateral joint lines. Joint is not hot to touch. He has full range of motion with mild discomfort. Neurovascularly intact. Knee is stable.

RIGHT ANKLE: Edema. Mild erythema. Joint is warm to touch. Full range of motion with moderate discomfort in all fields. Dorsalis pedis pulse is present. Regular rate and rhythm. Sensation is normal.

GREAT TOE: Tenderness to palpation. Mildly erythematous and edematous. Full range of motion with moderate discomfort.
HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.
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RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles.
ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.

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:
1. Acute gouty attack.
2. Arthralgia.
PLAN: In the clinic today, the patient received the following:
1. Dexamethasone 10 mg IM.
2. Toradol 60 mg IM.
He was observed in the clinic for approximately 25 minutes, reevaluated, he stated he has no reaction to the medication and has begun to feel a little better. He was sent home with:

1. Prednisone 10 mg one p.o. daily for 21 days.
2. Indocin 25 mg one p.o. b.i.d. for 14 days #28.
He was given the opportunity to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

