CLINIC VISIT NOTE

SAAVEDRA, JESUS
DOB: 11/01/2010
DOV: 04/23/2022

The patient presents with pain in the right foot following a fall yesterday.

PRESENT ILLNESS: The patient presents with present illness of tripping and falling on right foot with marked swelling and pain with tenderness to dorsal distal foot with painful weightbearing in wheelchair.
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.

ALLERGIES: No known allergies.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory. Past medical history noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Noncontributory. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness. Skin: Without rashes or discoloration. Neurological: No motor or sensory deficits. Cranial nerves II through X present. Neuro at baseline. Extremities: Noted to be swelling, right distal dorsal foot with marked tenderness with painful range of motion of toes.
X-ray obtained of the right foot showed no evidence of fractures.

IMPRESSION: Contusion/sprain, right foot.
PLAN: The patient advised to take Advil, apply ice and moist heat, and elevation with limited ambulation. He has crutches at home that he will be able to use. Advised to follow up in five days if not getting better and in two weeks if necessary to be sure of complete improvement.
John Halberdier, M.D.

