CLINIC VISIT NOTE

VONJUAN, DAVID
DOB: 12/02/2003
DOV: 04/23/2022

The patient presents to office with complaints of pain to left upper thigh, increased with walking and lifting his leg for the past two days.

PRESENT ILLNESS: The patient states he has had pain in his left groin for two days without known injury. He states he runs around in the house and does different things. He does not recall it causing pain.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.

ALLERGIES: According to mother, has two allergy medications, but not sure what they are.
IMMUNIZATIONS: Up-to-date.

SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory. Past medical history uneventful.
PHYSICAL EXAMINATION: General Appearance: No 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. No evidence of left inguinal hernia. Extremities: No abnormalities of foot. No abnormalities of ankle. No abnormalities in his knee. No abnormalities of leg. Thigh: Noted to be tenderness in the left upper anteromedial thigh with palpable tendon with 2+ tenderness increased with flexion. Gait within normal limits. No neurovascular abnormalities including motor or sensory deficits or vascular compromise. Skin: Warm without lesions.
IMPRESSION: Tendinitis of left thigh.

PLAN: Given shot of dexamethasone and prescription for Medrol. Advised to restrict activities and limit ambulation, to follow up in two weeks if not resolved, with tendon injury precautions.
John Halberdier, M.D.

