CLINIC VISIT NOTE

DAVIS, JOE
DOB: 02/04/2011
DOV: 06/16/2022

The patient presents with history of pain left foot. He states he fell at school with swelling and not able to ambulate *__________* foot.

PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known allergies.
IMMUNIZATIONS: Up-to-date.

PHYSICAL EXAMINATION: Vital Signs: Within normal limits. Extremities: Foot without abnormality. Ankle with tenderness and soft tissue swelling to left lateral inframalleolar area. Leg without abnormality. Knee without abnormality. Hip and thigh without abnormality. Gait: Within normal limits. Neurovascular and tendon without injury. Skin: within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Without masses or rigidity. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallop. Abdomen: Without abnormality.

X-rays were taken of left ankle without evidence of fracture or abnormality.

IMPRESSION: Sprain, left ankle.
PLAN: The patient was advised to *__________* neoprene ankle splint, to apply *__________* to injury, to use crutches *__________* with progressive ambulation, with followup in one or two weeks if not clearing.
John Halberdier, M.D.

