BLANTON, CARRIE
DOB: 11/02/1995
DOV: 09/29/2025
HISTORY OF PRESENT ILLNESS: The patient presents today to the clinic complaining of right knee pain and swelling. She states that she just woke up at 9:00 that was like that. She is a well-known patient to the clinic with tardive dyskinesia, multiple bruises, contusions on her body from hitting the walls and the bed. Her sister is here for historian, states that she has been sitting on her knees on the chair also. No fever, body aches or chills noted.
PAST MEDICAL HISTORY: Tardive dyskinesia, depression, and anxiety.
PAST SURGICAL HISTORY: Right hip replacement.
ALLERGIES: Possibly to ibuprofen, unsure.
SOCIAL HISTORY: No ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x3, no acute distress noted. Multiple spasmodic muscle movements of the trunk and arms 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 rash or lesions.
FOCUSED RIGHT KNEE EXAM: Shows negative tenderness to palpation. Negative crepitus. Decreased range of motion. Positive effusion or fluid on the knee.

LABS: Testing in office, UA showed no signs of urinary tract infection; as she is a poor historian, we want to verify that.
ASSESSMENT: Right knee pain and contusion.
PLAN: Unable to drain the fluid as the patient has tardive dyskinesia. We will treat this conservatively with Celebrex and Keflex to prevent infection. The patient is discharged in stable condition. Advised to follow up as needed. Discharged in stable condition.
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