PINTOR, FORTUNATO
DOB: 10/14/1957
DOV: 03/02/2026
HISTORY OF PRESENT ILLNESS: The patient presents to the clinic stating at the last two weeks his left knee pain has significantly got worse. No known trauma. It has been going on over one and half years. He has been to his PCP who has done an MRI; unknown results at this time. The patient has been taking ibuprofen with some minor relief. No fever, body aches, or chills noted.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Left knee.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: Occasional ETOH use. No tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert, and oriented x3. No acute distress noted.
EENT: Within normal limits.
NECK: Supple.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.
FOCUSED LEFT KNEE EXAM: Negative crepitus. Negative edema. Negative erythema. Negative Baker’s cyst. All ligaments grossly intact.

ASSESSMENT: Left knee pain.
PLAN: Advised the patient to follow up with PCP, we will also prescribe 10 mg dexamethasone injection in clinic for the inflammation as well as Celebrex, that he has been informed the changeover from taking ibuprofen to the Celebrex. The patient is discharged in stable condition. Advised to follow up as needed.
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