FRANQUEZ, BERNARD
DOB: 05/01/1983
DOV: 01/11/2024
HISTORY: This is a 40-year-old male here with right knee pain. The patient states he has a history of gout and pain is similar. He described pain as stabbing, located in his knee and non-radiating. He states pain is worse with extension and flexion.
The patient stated that he did some gym work recently and prior to doing his gym work; he has some protein shake and noticed that several hours after he started having knee pain which he described as normal gout pain.

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.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

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

O2 saturation 97% at room air.

Blood pressure 127/83.

Pulse 87.

Respirations 18.

Temperature 97.9.
HEENT: Normal.

NECK: Full range of motion. No rigidity. 

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

CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.
EXTREMITIES: Right knee, full range of motion with moderate discomfort on extension. There is no erythema in the knee joint. There is no effusion. Negative ballottement sign. Negative valgus. Negative varus. Negative Lachman. 
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SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute gout attack.

2. Right knee pain.

PLAN: The patient was given an injection of dexamethasone 10 mg IM and injection of Toradol 60 mg IM. He was observed in the clinic for an additional 15/20 minutes then reevaluated. He states he has been feeling a little better. He states he has no reaction to the medication he received.

The patient was strongly encouraged to follow up with his primary care doctor. We had discussion similar sort of discussion we had before when he came in with acute gout flare. We advised him to eat meals with a very low in purine to avoid shrimp, crabs, and shellfish.

The patient advised to increase fluids. He was sent home with the following:

1. Prednisone 20 mg day one 5 mg p.o., day two 4 mg p.o., day three 3 mg p.o. day four 2 mg p.o. and day five 1 mg p.o.

2. Indomethacin 50 mg one p.o. b.i.d. for 21 days #42.

He was strongly encouraged to come back to the clinic if worse or go to the nearest emergency room if we are closed.

He was given the opportunity to ask question and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

