MEJIA, JOSE
DOB: 09/23/1973
DOV: 09/03/2022
HISTORY: This is a 48-year-old gentleman here for a routine visit.

The patient was last seen in this clinic in 2018 for seasonal allergies and pharyngitis, states he has had no need to seek medical or other care since then, but today came in because he states he has multiple pains; pain in his knees, pain on the plantar surface of his foot and stated that he works on his feet a lot and has been having some difficulties secondary to pain. Described pain as sharp and rated pain 8/10 and increased with weight-bearing. He states pain is in his both knees, but worse on his left. He indicated that in the past he has had surgeries on the plantar surface of his left foot and sometimes will experience some pain when he stands for prolonged period.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.
MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, obese gentleman who walks with a limp secondary to pain.
VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 121/78.
Pulse 69.

Respirations 18.

Temperature 97.9.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No tenderness to palpation. No rebound. No organomegaly. Normal bowel sounds. No rigidity.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Left Knee: A small effusion and diffuse tenderness to palpation. Full range of motion with moderate discomfort. Negative valgus. Negative varus. Negative Lachman. Negative McMurray. Feet: A surgical scar is well healed on his left foot. Neurovascularly intact.
NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. DJD, left knee.

2. Obesity.
The patient was screened today for diabetes and thyroid. Labs are drawn for these screening. Labs include CBC, CMP, lipid profile, TSH, T3 and T4.

PROCEDURE: Trigger Point Injection: The patient was given trigger point injection in his left knee. Process was explained to the patient. This education includes complications, success and failure. The patient states he understands and consented verbally for procedure.

The patient and I identified the sites of maximum pain. These sites were marked with skin marker. Lidocaine 3 mL and 2 mL of Depo-Medrol were combined. This was injected at two sites in the patient’s knee.

After injection, site was massaged thoroughly. Then, the patient’s joint was moved in normal range of motion. The patient reports improvement in pain and is able to move his leg with less discomfort. He tolerated the procedure well and there were no complications. The patient was sent home with the following medication: Mobic 15 mg, he will take one p.o. daily for 90 days, #90. He was educated about his conditions and the need for him to return to the clinic in approximately seven days or so for evaluation of lab results.

He was given the opportunity to ask questions, he states he has none.
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