VALENCIA, ANDY

DOB: 09/06/1989

DOV: 11/14/2022

HISTORY: This is a 33-year-old gentleman with itchy rash all over.

The patient stated this has been going on for a long time. He stated that he has a history of eczema and symptoms are similar. He stated that he has had to leave his job because of diffuse itching and frequent outbreaks.

PAST MEDICAL HISTORY: Eczema.

PAST SURGICAL HISTORY: None.

MEDICATIONS: (He states he has used multiple medications in the past with no improvement in his rash. He indicated that at nights he cannot sleep because of itching and has used Atarax before as well as trazodone, sertraline, and others he cannot recall.) The patient is requesting something to help him to sleep. He states once he sleeps the itching does not affect and he states Ambien worked in the past for him.

SOCIAL HISTORY: Denies alcohol, drugs, or tobacco use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: The patient reports bilateral knee pain, left greater than right. Denies trauma. He states pain is worse when he flexes his knee. He states pain is nonradiating, located in the region of his posterior patella.

He denies nausea, vomiting, or diarrhea. He denies new soap, new lotion, new pets, or new detergent.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 100% at room air.

Blood pressure is 126/75.

Pulse is 98.

Respirations are 18.

Temperature is 98.0.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
EXTREMITIES: Left Knee: No edema, no erythema, no effusion. Full range of motion with moderate discomfort. Tenderness to palpation on the medial surface of his patellar tendon. Negative ballottement. Negative valgus. Negative varus. Negative Lachman. Negative McMurray.

SKIN: Diffuse hyperpigmented macules with scaly surfaces, excoriation from itching. The skin appears thin, onion skin type appearance. No bleeding, no discharge, no fluctuance.
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NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Severe eczema.
2. Insomnia.
3. Pruritus.
4. Knee pain.

PROCEDURE: (Trigger point for his left knee).

The patient was explained the procedure and he states he understands and gave verbal consent for me to proceed. 5 mL of lidocaine along with 40 mg of Solu-Medrol was obtained and mixed thoroughly.

The patient and I identified site of maximum pain, he pointed the site of maximum pain. I then marked that site. Site was then cleaned with Betadine and hydrogen peroxide.

Single injection of the mixture medication was injected under his patellar tendon.

He tolerated procedure well.

There were no complications.

After injection, the site of the injection was massaged. The patient knee was moved in full range of motion.

The patient reports improvement in his pain.

There were no complications.

He tolerated the procedure well.

The patient was sent home with the following prescription: Ambien 10 mg, he will take one p.o. q.h.s. for 30 days #30. Strongly advised not to drink or drive with this medication, he states he understands and will comply. He was given the opportunity to ask questions and he states he has none. He was advised to come back to the clinic in 10 days for a reevaluation.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

