CASTILLO, STEVEN

DOB: 07/20/1961

DOV: 09/21/2024

HISTORY: This is a 63-year-old gentleman here with elbow pain. The patient said this has been going on for approximately two weeks. He said he was recently seen and had some fluid removed but lesion is still there and has gotten bigger. He said he is having some pain with range of motion was stated his elbow is not frozen.

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: The patient denies chills or myalgia. Denies increase temperature. He says he has good range of motion in his joint with no limitation.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 116/68.

Pulse is 69.

Respirations are 18.

Temperature is 98.1.

RIGHT ELBOW: He has a golf ball size fluctuant mass in the olecranon region. No tenderness to palpation. Site is not hot to touch. There is no localized redness/erythema. No discharge. No bleeding.
HEENT: Normal.
RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress.

ASSESSMENT:
1. Olecranon bursitis right.
2. Elbow pain.
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PROCEDURE: Trigger point injection procedure was explained to the patient we talked about complications he says he understand and gave verbal consent for me to proceed. The site was prepped using Betadine and hydrogen peroxide with a 27-gauge needle in cited areas of maximal pain was identified 27 gauge needle and syringe consist of 80 mg of Solu-Medrol and 3 mL of lidocaine was injected at the point of maximum pain after injection an 18-gauge needle was used and the fluid was extracted and the fluid that was extracted appears serous sanguineous approximately 10 mL of fluid removed. Sample was sent to the lab for analysis. The patient reports improvement.

The site of injection was covered with Band-Aid then secured tightly with Coban.

The patient tolerated the procedure well there were no complications. Blood loss approximately 2 or 3 mL.

The patient was given the opportunity to ask questions and he states he has none.
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