CLINIC VISIT NOTE

TREVINO, JACQUELINE
DOB: 01/11/2009
DOV: 05/05/2022

The patient presents with pain to right distal index finger, onset today while riding. Denies history of trauma. She states she noted like a vascular mark on the skin initially which obscured now.
PAST MEDICAL HISTORY: Essentially negative.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs: Within normal limits. Skin: With questionable tenderness with marked tenderness to right distal second ventral finger without evidence of fluctuance, inflammation or purulence. Extremities: Otherwise, within normal limits without tenderness or restricted range of motion. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without tenderness or organomegaly. Neuropsychiatric: Within normal limits.

X-ray of right hand was obtained, showed no abnormality except questionable minute disruption of distal top right second fingertip, not thought to be acute.

CLINICAL IMPRESSION: Pain right second distal phalanx without history of trauma.

PLAN: Mother and the patient advised to observe the lesion for worsening or change in appearance, to follow up in two to three days as necessary, to consider getting an ultrasound if necessary or additional imaging studies, none indicated at present.
John Halberdier, M.D.

