KENT, KYLIE
DOB: 04/05/2014
DOV: 09/03/2025
HISTORY OF PRESENT ILLNESS: The patient has been doing back foot in her house playing and she has hurt her right foot. Mother is concerned and wants to get an x-ray. The patient has been ambulatory.

PAST MEDICAL HISTORY: Noncontributory.

PAST SURGICAL HISTORY: Noncontributory.

ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of secondhand smoke exposure in the house. 
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.

NECK: Supple with no lymphadenopathy. 
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.

FOCUSED RIGHT FOOT EXAM: Tenderness to palpation over the first distal phalange. Full range of motion. Capillary refills within normal limits. Pedal pulses are normal. Negative crepitus. Negative edema. Negative erythema.
LABS: Testing in the office, right foot x-ray shows no obvious fracture.
ASSESSMENT: Right foot strain.

PLAN: Advised the patient to utilize Motrin and Tylenol for discomfort. Follow up as needed.
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