CLINIC VISIT NOTE

LAMB, JUDY
DOB: 02/05/1958
DOV: 03/05/2024
The patient is seen for an injury to right ankle. She states she twisted it, turned under yesterday with swelling and painful weightbearing using crutches.

PAST MEDICAL HISTORY: Reviewed.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Reviewed and noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Extremities: 1+ swelling with tenderness to right lateral distal fibula and right malleolus and inframalleolar area without discoloration. Remainder of extremity examination within normal limits. Remaining examination including gait, neurovascular, tendon without other injury. Skin: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness.

X-ray was obtained of right ankle. No definite fracture identified. Some slight cortical abnormality without definite fracture.

FINAL DIAGNOSIS: Moderate strain/sprain right ankle.

PLAN: She was advised to continue crutches, to obtain boot cast for ambulation. Advised to follow up with PCP or here in two weeks if not better, to apply RICE treatment at present and to continue crutches with boot cast as above.
John Halberdier, M.D.

