CLINIC VISIT NOTE

WANG, KATHY
DOB: 09/08/1954
DOV: 04/13/2022

The patient is seen in the clinic for a followup of injury to the left wrist two weeks ago without abnormality on x-ray following contusion injury with tenderness to left distal radius, wearing a splint this past week.
PRESENT ILLNESS: Splint was removed in the office with no pain or tenderness to the area of previous injury, able to rotate and flex wrist and slight discomfort with flexion felt to be secondary to immobilization.
PAST MEDICAL HISTORY: As before, hypertensive disease, hyperlipidemia, and anxiety disorder.
PAST SURGICAL HISTORY: Complete hysterectomy, appendectomy, cholecystectomy, tubal, injury to neck and right forearm.
CURRENT MEDICATIONS: See chart.

PHYSICAL EXAMINATION: General Appearance: No distress. No problems with abnormalities of forearm or shoulder or wrist determined. Neurovascular examination negative for motor or sensory injury. No vascular compromise. Tendon function within normal limits. Skin: Without lesions. Head, eyes, ears, nose and throat: Without positive findings. Neck & Back: Normal to inspection without tenderness. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness.
IMPRESSION: Contusion left wrist, cleared.
PLAN: The patient released without followup with continued office visits for routine medical care with refill of medications.
John Halberdier, M.D.

