GONZALEZ, SUSAN

DOB: 04/08/1964

DOV: 07/18/2024

HISTORY: This is a 60-year-old female here with pain to her thumb she said this has been going on for approximately 7 days. The patient indicated that she was out decline and hyper extended thumb. She has been in pain since she came in today because of increased pain, swelling, and redness.

PAST MEDICAL HISTORY: Obesity.

PAST SURGICAL HISTORY: None.

MEDICATIONS: Progesterone.

ALLERGIES: No known allergies.

SOCIAL HISTORY: Denies tobacco, alcohol, or drug use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: She denies chills. She denies nausea, vomiting, or diarrhea. Denies myalgia. Denies increase temperature.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 130/90.

Pulse is 78.

Respirations are 18.

Temperature is 97.9.

LEFT THUMB: There is localized edema in the region of her DIPJ. Erythema is present. The site is hot to touch. She has reduced range of motion. Capillary refill less than 2 seconds. Sensation is normal.
HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.

ABDOMEN: Nondistended. No visible peristalsis.

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

EXTREMITIES: Full range of motion of the upper and lower extremities except her thumb. Bear weight well with no antalgic gait..

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Left thumb sprain.
2. Contusion.
3. Cellulitis.
PLAN: X-ray was done of her thumb and x-ray reveals as read by the radiologist. There is degenerative changes with IPJ left thumb. There are no acute or healing fractures.

PROCEDURE: Splinting patient thumb was splint. She use aluminum splint secure with Coban. She was educated on the importance of removing the splint at least once a day and to exercise her digits in the normal range of motion.

In the clinic, she received the following medication: Toradol 60 mg IM. She was observed for an additional 20 minutes then reevaluated. She indicated pain is little better. She displayed no signs or symptoms of reaction to the medication. She was sent home with the following medications: Mobic 7.5 mg one p.o. daily for 21 days, #21 and Septra DS 800/160 mg one p.o. b.i.d. for 10 days, #20.  She was given the opportunity to ask questions and she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

