CLINIC VISIT NOTE

BURTON, KEVIN
DOB: 05/15/1959
DOV: 07/05/2024
The patient here with complaints of pain to his left shoulder for the past month. He is retired, helps son with hay and other things, but denies heavy lifting or stress on shoulder.
PAST MEDICAL HISTORY: See chart.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Extremities: Noted to be point tenderness left anterior shoulder with painful range of motion with slight restriction of abduction. No tenderness to AC joint. Remainder of physical exam including general appearance within normal limits. Neurological: Within normal limits. 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.
IMPRESSION: Probable tendinitis to left shoulder.
PLAN: Given injection of dexamethasone with prescription for Medrol Dosepak and followed by meloxicam daily. Recommended followup for complete physical with labs and ultrasounds in the future. The patient is to follow up in two weeks; if not doing better, to consider MRI of shoulder before referral. X-rays obtained in the office showed no definite abnormality, did show some osteophytes left AC junction, but without tenderness or dislocation.
John Halberdier, M.D.

