MORELAND, BRIELLE
DOB: 03/20/2006
DOV: 03/12/2025
HISTORY: This is an 18-years-old female here with left knee pain. The patient said she tripped and fell today and suffered laceration on the anterior surface of the knee. Describe pain is sharp rated pain 6/10 increased with touch and range of motion. Chest pain does not radiate.
PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: Tubes in ears as a baby.
MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol or drug use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: The patient tetanus is up-to-date. She denies head injury. Denies neck pain. Denies blurred vision or double vision. Denies vomiting or nausea.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese young lady.

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 118/75.

Pulse is 72.

Respirations are 18.

Temperature is 98.3.

LEFT KNEE: She has a 4 cm jagged deep laceration with active bleeding. (Direct pressure was applied to bleeding and bleeding stopped).

She has full range of motion of knee. Negative valgus. Negative varus. Negative Lachman. Negative McMurray. She is neurovascularly intact.

HEENT: Normal.

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.

CARDIAC: No peripheral edema or cyanosis.
NEURO: Alert and oriented x3. Cranial nerves II though X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Knee laceration acute.
2. Acute contusion left knee.
3. Acute left knee pain.
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PROCEDURE SUTURES: The patient denied a discussion about what the procedure entails. We talk about the side effects of medication and other complications. She said she understanding a verbal consent for me to proceed.

Site was clean with hydrogen peroxide and Betadine. Site was then anesthetized with lidocaine with epinephrine approximately 5 mL.

Anesthesia was achieved. The site was then irrigated with normal saline approximately 100 mL.

The site was explored for foreign body none was found.

Site within sutured with 3.0 absorbable sutures.

Total of nine sutures were done.

Suture was simply interrupted.

The patient tolerated procedure well.

There were no complications.

Bleeding was minimal approximately 2 or 3 mL blood loss.

At completion of sutures, site was bathed in triple antibiotics. Covered with Xeroform gauze and secured with Ace wrap.

The patient was educated on wound care. She was advised to come back to the clinic if she has any swelling or redness increased pain especially if she has decreased range of motion or painful range of motion. She states she understands and will comply.

The patient was sent home with the following medication:
1. Mobic 7.5 mg one p.o. daily for 14 days.
2. Septra DS 800/160 mg one p.o. b.i.d. for 10 days #20. She was given the opportunity to ask questions and she states she has none. She was given restrictions from sports. The patient is in college and she will play softball. She was advised no sports for the next seven days.
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