IRAHETA, BRANDON
DOB: 08/07/2003
DOV: 03/04/2024

HISTORY: This is a 20-year-old male here for followup.

The patient stated he was seen earlier for an injury to his right shoulder after falling. He states x-ray reveals no fracture. He states he was having some pain with range of motion, but is now doing better. He is here for followup for return to duty.
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 no acute distress.

VITAL SIGNS:

O2 saturation 98% at room air.
Blood pressure 115/75.
Pulse 73.
Respirations 18.
Temperature 97.6.

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

EXTREMITIES: Right Shoulder: Full range of motion with no discomfort. He has some mild tenderness in the region of the AC joint. No step off. No crepitus. No clavicular winging.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

NEUROLOGIC: He is alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Shoulder pain.
2. Followup.
3. Work excuse.
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PLAN: The patient was given work excuse to return to work tomorrow 03/05/2024. He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

