HURTADO, ANABEL

DOB: 08/07/1970

DOV: 09/20/2025

HISTORY: This is a 55-year-old female here for physical examination.

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 reports heel pain (she indicated that she has a history of heel spur and was given some medication and some shoe inserts which she said is not helping and is requesting alternate therapy.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 140/86.

Pulse is 75.

Respirations are 18.

Temperature is 98.1.

HEENT: Normal.

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

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No guarding. Normal bowel sounds. No rebound. No organomegaly. 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. No discomfort with range of motion. She bears weight well with right antalgic gait.

RIGHT FOOT: She has tenderness in the plantar surface of her calcaneous. No erythema. No edema. No abrasions. No laceration. No puncture wound in the general area.

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. Annual physical examination.
2. Heel spur.
3. Heel pain.
PLAN: Trigger point injection; the procedure was explained to patient we talk about the complications from this procedure. I explained the procedure to the patient. We talked about complications such as infection, poor results edema, and temporary relief of pain.

Site was identify by patient and marked with the skin marker.

Site was then cleaned with Betadine then over wiped with alcohol.

Lidocaine and Solu-Medrol of 5 mL/80 mg combined was mixed with single syringe and injected into the area of pain identify by patient and I.

After injection site was massaged vigorously.

The patient reports improvement in her pain.

Site was then secured with Band-Aid.

The patient tolerated the procedure well.

She was seen walking with sneakers with no antalgic gait.

The patient was strongly encouraged to come back to the clinic if she noticed redness, swelling or increased pain at the site.

Ultrasound was done as part of patient’s physical examination. Ultrasound study was remarkable. Labs were drawn. Labs include CBC, CMP, lipid profile, A1c, TSH, T3, T4, and vitamin D. As part of patient’s health maintenance, she was given a mammogram and advised to scheduled study.

On presentation, her blood pressure was 140/86 repeat blood pressure is 120/76. I will monitor her blood pressure.

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

