DYKE, MISTY
DOB: 11/01/1977
DOV: 09/16/2024

HISTORY OF PRESENT ILLNESS: The patient presents with left hip pain that has been constant for many years, it has not increased or decreased. She does state that four months ago she had a Toradol shot in the emergency room and it helped dull the pain for a while and she would like one of those. She had no ill side effects. No history of kidney disease at this time and also no known trauma to the hip. No physical therapy in the history.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of alcohol or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, in no acute distress, with normal ambulatory gait.
EENT: Within normal limits.
NECK: Supple with no thyroid enlargement.
RESPIRATORY: Clear breath sounds.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rash or lesions.
EXTREMITIES: Nontender. Full range of motion. Focused exam on the left hip: Positive point tenderness to the lateral bursal sac. No crepitus. Full range of motion. No edema or erythema noted.
ASSESSMENT: Left hip bursitis.
PLAN: We will give Toradol and advise to use over-the-counter nonsteroidal anti-inflammatory creams to help with discomfort and to follow up with ortho if it continues to worsen. The patient is discharged in stable condition.
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