CLINIC VISIT NOTE

SPARKS, ALFORD
DOB: 12/11/1949
DOV: 03/30/2024
The patient presents with history of an injury to the left hand and forearm for the past three days, moderately severe, increased with work and does moderate lifting.
PAST MEDICAL HISTORY: See old records.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Extremities: Noted to be 1+ tenderness to left ventral forearm and ventral wrist with painful range of motion with slight swelling evident. Remainder of extremities within normal limits. Neurovascular and tendon exam is normal. Skin: Normal other than present illness. 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.
IMPRESSION: Tendinitis to left forearm.

PLAN: The patient was advised to do light duty and moist heat. He states he did not a note for work. He was given injection for dexamethasone 15 mg and prescription for Medrol Dosepak. Follow up in one to two weeks and for routine care with recommendation to get a wrist immobilizer.
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