CLINIC VISIT NOTE

WANT, KATHY

DOB: 09/08/1954

DOV: 04/07/2022

The patient is seen with complaints of pain left forearm with possible fracture. She states she was catching a box and she started having pain.

PRESENT ILLNESS: The patient with complaints of pain left forearm with history of hurt upon trying to catch a falling box today at home with mild pain.
PAST MEDICAL HISTORY: Hypertension, hyperlipidemia, and anxiety.

PAST SURGICAL HISTORY: Complete hysterectomy, tubal, appendectomy and cholecystectomy, and unknown surgery to the right forearm.

CURRENT MEDICATIONS: Lisinopril, metoprolol, and Valium p.r.n.

ALLERGIES: TRAMADOL, CODEINE, and LEVAQUIN.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory. Past medical history as above.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Without abnormality. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular sinus rhythm without gallops or murmur. Abdomen: Soft without organomegaly or tenderness. Hands: Normal inspection without tenderness. Wrists: Normal to inspection with full range of motion without tenderness. Forearm: Noted to be with tenderness to left distal ulna. Neurovascular functions including sensation, motor and sensory functions with no vascular compromise. Tendon is within normal limits. Skin: Without abnormality.
X-ray was obtained of the left  forearm without evidence or fracture.

IMPRESSION: Contusion/sprain to the left forearm.
PLAN: Splint was applied. The patient was advised to follow up in two weeks for removal of the splint and followup of the injury.
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