CURRY, WINDER
DOB: 10/07/1978
DOV: 08/18/2025
HISTORY: This is a 46-year-old gentleman here with pain to his right shoulder and right ankle. He denies trauma. He states that he has gout and pain is similar. He indicated that over the weekend, he had some red meat, shrimp and alcohol with his meal and noticed symptoms started approximately 48 hours later. He described pain as sharp, rated pain as 7/10, non-radiating, confined to the areas of his ankle and shoulder.

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: The patient denies chills, myalgia, nausea, vomiting, or diarrhea.

The patient denies headache. Denies blurred vision or double vision.

The patient denies abdominal pain, chest pain, short of breath, paroxysmal nocturnal dyspnea.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, obese gentleman.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 203/120; the patient was immediately given clonidine 0.2 mg, advised to relax in the room.
Pulse 103.

Respirations 18.

Temperature 98.1.

RIGHT ANKLE: Edema and tenderness to palpation. Full range of motion with moderate discomfort, range of motion of all fields. Joint is stable. No bleeding or discharge. No laceration or abrasions around the joint.

SHOULDER: Hot to touch. Full range of motion with moderate discomfort. No scapular winging. He has tenderness to palpation diffusely in his shoulder.
HEENT: Normal.

NECK: Full range of motion. No rigidity. 
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ABDOMEN: Distended secondary to obesity.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion except for right shoulder and right ankle. He has right antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
ASSESSMENT/PLAN:
1. Acute gout attack.

2. Elevated blood pressure. Repeat of the patient’s blood pressure revealed no changes, it is 216/136. The patient was advised to go to the emergency room immediately to address his blood pressure. He indicated that he was here on 08/09/25, was prescribed medication including medication for his blood pressure which he states he has not picked up as yet. The patient and I again had a lengthy discussion about the importance of blood pressure control, the effects of poor blood pressure control. He states he understands, he is going to go home and relax and take his medication. He also indicated that he will go to pharmacy and pick his medication up. Mr. Curry is a challenging patient as a review of his chart revealed no labs in several months. He indicated that he will come back to have labs drawn. I am concerned about the patient’s renal status as every time we see him his blood pressure is elevated. We spoke of this fact and he states he understands, but he will return here either later in this month or early September to have his blood drawn. He states he is going to go and pick up his medication. Again, I encouraged him to go to the emergency room. He states he understands and may go.

3. The patient was sent home with the following medication: colchicine 0.6 mg two p.o. now, then one p.o. in one hour, a total of three pills, no refills.

4. The patient received clonidine in the ER 0.2 mg. Repeat blood pressure approximately 15-20 minutes after did not reveal any changes. For this reason, I would like the patient to go immediately to the emergency room, so his blood pressure can be regulated.

5. The patient received the following medications in the clinic: Toradol 60 mg IM and dexamethasone 10 mg IM. He was reevaluated after approximately 15-20 minutes, he states his pain is much better.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

