Clinic Visit Note
Patient’s Name: Samia Kaddoura
DOB: 10/18/1997
Date: 03/29/2022
CHIEF COMPLAINT: The patient came today as a followup after emergency room visit for a motor vehicle accident. She complained of headache, sternal severe pain, and left foot injury.
SUBJECTIVE: The patient stated that she was driving her vehicle on a low speed with seatbelt on. She was hit by another vehicle resulting in significant impact. Airbag deployed and the patient noticed significant pain in the chest with difficulty breathing. Also, she had headache and left foot pain. Paramedics were called in and the patient was then sent to the emergency room. The patient also has abrasions of the left arm. In the ER, the patient had extensive workup done. Her blood pressure was elevated and her O2 saturation was 100% on room air. The patient had CBC and blood chemistry along with troponin because of the chest pain. Pregnancy test was negative. Her troponin was unremarkable. The patient then had x-ray of the foot that did not show any fracture. She also had an x-ray of the right hand that did not show any fracture. Then the patient had a CT scan of the chest which showed incomplete fracture involving the sternum without displacement. There were no other injuries noted. The patient was then prescribed hydrocodone 5/325 mg to be taken one tablet every six hours as needed and it was 10 tablets. Now, the patient stated that pain in the head is constant and the pain level is 3 or 4 and it is worse upon exertion. The patient did not feel any nausea or vomiting. There was no direct impact to head. 
The patient stated that sternum pain is on and off and she has to breathe slow. Any activities more than usual cause tremendous pain in the sternum for which she has to sit down.
The patient also had injury to the right foot and it is pain upon exertion. The pain level is 3 or 4. Lately, the patient has been mostly resting.

PAST MEDICAL HISTORY: Otherwise unremarkable.
ALLERGIES: None.

IMMUNIZATIONS: The patient is up-to-date on her vaccinations.

SOCIAL HISTORY: The patient is single, lives with her parents. She never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient used to go to gym prior to the accident.
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REVIEW OF SYSTEMS: The patient denied double vision, ear pain, oral injury, neck pain, lymph node enlargement, thyroid enlargement, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, skin rashes, or open wounds. The patient also did not have any seizures.
OBJECTIVE:
HEENT: Examination reveals muscular headache without any hematoma. Oropharyngeal examination is unremarkable. 

NECK: Supple without any thyroid enlargement or lymph node enlargement.

CHEST: Symmetrical. There is significant tenderness of the sternum at the lower border and deep breath is painful. 
LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any cardiac murmur.

ABDOMEN: Soft without any tenderness. Bowel sounds are active. Ribcage is unremarkable. 
EXTREMITIES: No calf tenderness, edema, or tremors. Right foot examination reveals tenderness of the forefoot. It is worse upon exertion. There are no open wounds. 
MUSCULOSKELETAL: Examination reveals significant tenderness of the sternum distal end, otherwise unremarkable.
NEUROLOGIC: Examination is intact and the patient is able to ambulate with a slow gait.
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