CLINIC VISIT NOTE

FARRELL, TAYLOR
DOB: 07/16/2007
DOV: 11/14/2024
The patient presents with history of left chest pain off and on for the past two months increased today with pain left posterolateral chest not related to inspiration or movement.
PAST MEDICAL HISTORY: Uneventful.
SOCIAL HISTORY: Home school online course, works in Whataburger with some light lifting. Denies any associated strain or trauma there or pain with lifting at work.
FAMILY HISTORY: Mother had apparent mild MI reported related to stress last Christmas with negative catheterization. Grandfather with history of heart disease.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild anxiety. No distress. 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. Chest: Has point tenderness to the left upper posterior chest area of left lateral supraspinatus. Abdomen: Soft without organomegaly or tenderness. Back: Otherwise, within normal limits. Extremities: Within normal limits. Neuropsychiatric: Within normal limits. Skin: Within normal limits.

Chest x-ray obtained without abnormal finding. EKG was also done in view of family history of heart disease including mother with some anxiety related to her heart with intermittent chest pain described in present illness.

PLAN: The patient was given injections of Toradol 60 mg and dexamethasone 15 mg with prescription of Medrol Dosepak and Celebrex to take after completion of Dosepak. Advised to apply moist and given a note for work for light duty not to lift more than 15 pounds. Follow up with PCP if not clearing.
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