TAYLOR, JETSON
DOB: 07/10/1986
DOV: 03/28/2022
HISTORY: This is a 35-year-old gentleman here with left index finger pain. The patient stated at work he crushed his finger approximately on March 4, 2022, and suffered an open fracture of his distal phalanges left index finger. The patient stated on the day of injury he was seen at a local emergency room, had x-ray, was splinted. He stated he received tetanus vaccination and is here today for followup.
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: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:
GENERAL: He is alert, oriented, in mild distress.

VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 130/81.
Pulse 85.

Respirations 18.

Temperature 98.4.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress.
CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
EXTREMITIES: Full range of motion of lower and upper extremities except for index finger on his left hand. He bears weight well with no antalgic gait. Index Finger: Splint is in good repair. Site sutures are in good repair. There is no discharge. No bleeding. No edema or erythema. Tender to palpation. He has reduced range of motion of his distal interphalangeal joints. Capillary refill less than two seconds. Sensation normal.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT/PLAN:
1. Open fracture of left index finger (the patient was already seen and evaluated in the emergency room and has had wound care and sutures, is currently splinted).
2. Wound care.
PROCEDURE: Old dressing was removed. Site was irrigated with normal saline and hydrogen peroxide. Site was then pat dry using 4 x 4, Xeroform gauze was used to protect the site area that was lacerated and sutured. The gauze was then secured with a 2 x 2 gauze, then further wrapped in Coban. The splint was not replaced. The patient stated he felt better with his splint off and would rather not go back on.

A consult was completed for the specialty hand specialist (Dr. Jason Ashford). The patient was advised to call and set up an appointment with this facility. He states he understands and will comply.
The patient advised to continue his current pain medication, to avoid getting site wet and restrictions were given to the patient to not to use his left hand for the next four weeks.
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