CLINIC VISIT NOTE

PARSONS, MICAA
DOB: 01/13/2002
DOV: 08/31/2022

The patient presents with a complaint of right hand pain starting today, awoke with it.
PRESENT ILLNESS: Right hand pain involving the palm, rated 7-8/10, increased this morning, better now. 
PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.
CURRENT MEDICATIONS: None.

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

SOCIAL HISTORY: Negative. Works in a paint shop, applying paint vinyl using different air devices in the course of the day.
FAMILY HISTORY: Negative.
REVIEW OF SYSTEMS: Negative. Past medical history negative.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Vital Signs:  Within normal limits. Extremities: Right Hand: Slight swelling 1+ proximal thenar aspect of hand. Wrist with full range of motion without pain or discomfort. Forearm within normal limits. Shoulder within normal limits. Neurovascular within normal limits. Skin: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Within normal limits. Lungs: Clear to auscultation and percussion. Heart: Regular rhythm without murmurs or gallop. Abdomen: Soft without organomegaly or tenderness.
LABS AND X-RAY: The patient had x-ray taken of right hand without abnormality.
FINAL DIAGNOSIS: Sprain and tendinitis, right hand.

PLAN: The patient was offered dexamethasone injection, but refused. He was given a prescription of Medrol Dosepak and prescription for spica splint to wear with limited use of the right hand. Follow up in 10 days and as needed.
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