KAYS, MICHAEL

DOB: 04/03/1978
DOV: 02/19/2024
HISTORY: This is a 45-year-old gentleman here with left knee pain.

The patient stated that approximately four days ago, he suffered a fall and as a result, incurred a large laceration on the lateral surface of his knee. He stated he was seen at the local emergency room where he had several sutures, tetanus and sent home with muscle relaxer. He stated he continued to have pain. He described pain as 6/10. He states pain is worse at night and keeps him up at night. He states pain is confined to the lateral surface of his knee. It does not radiate.
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. The patient requested to have his labs drawn today for routine visits and he will come back for followup with the results.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 170/105. Repeat blood pressure is 154/102.
Pulse 91.

Respirations 18.

Temperature 98.3.
HEENT: Normal.

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.
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LEFT KNEE: The patient has approximately 17 cm laceration that has been sutured. There are about 14 sutures in place in good repair. However, on the proximal surface of the suture, approximately two sutures are out of place and the wound is open.
Reduced range of motion to his left knee secondary to pain. Neurovascularly intact.

There is localized erythema with small amount of purulent discharge. Tenderness to palpation. No edema.
ASSESSMENT/PLAN:
1. Wound care.

2. Status post fall with large left lower extremity laceration.

3. Localized cellulitis.

PROCEDURE: Wound was cleaned with Betadine. After wound was cleaned, the open area of the wound was closed with Steri-Strips.

Xeroform gauze was used over the wound. Xeroform gauze was secured with Ace wrap. A long leg knee immobilizer was replaced. The patient was advised to change wound dressing every two days. He was educated on how to do that.

The patient requests for something to have him sleep and something for pain. He was sent home with the following:

1. Atarax 50 mg one p.o. q.h.s. for 30 days #30.

2. Mobic 15 mg one p.o. daily for 30 days #30.

3. Septra DS 800/160 mg one p.o. b.i.d. for 10 days #20.
He was given the opportunity to ask questions and he states he has none.
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