SWAN, REBECKA
DOB: 05/18/2016
DOV: 11/11/2025
HISTORY OF PRESENT ILLNESS: The patient was playing today at school and she states that she hurt her left wrist. Mother comes in today requesting x-ray. She has got full range of motion. No pain.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of secondhand smoke exposure in the house.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rash or lesions.
FOCUSED LEFT WRIST EXAM: Full range of motion. Full strength. Deep tendon reflexes of the left upper extremity are within normal limits. Capillary refill is within normal limits. No tenderness to palpation, no crepitus noted. No deformities noted.
Left forearm and wrist x-ray shows no obvious fracture.

ASSESSMENT: Left arm contusion.
PLAN: I advised mother to follow up as needed. Discharged in stable condition.
Rafael De La Flor-Weiss, M.D.
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