PINEDA, JACKSON
DOB: 02/14/1985
DOV: 11/10/2025
HISTORY: This is a 40-year-old gentleman here with bilateral foot pain. The patient stated that this started yesterday. He states that he has a history of gout. Symptoms are similar. He indicated that over the weekend, he had several meals along with alcohol and noticed pain approximately a day or so later. He described pain as sharp. He rated pain as 8/10. Pain is located in bilateral great toes, non-radiating. He stated that he was in so much pain this morning that he had to call it to work.
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: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure 154/88.

Pulse 84.

Respirations 18.

Temperature 98.1.

FOOT: Localized edema. No erythema. No abrasions, lacerations, macules or papules. Full range of motion with moderate discomfort. Neurovascularly intact.
HEENT: Normal.

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

RESPIRATORY: No respiratory distress. No paradoxical motion.

CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.
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ASSESSMENT:
1. Acute gout attack.

2. Foot pain.

3. Foot edema.

PLAN: In the clinic today, the patient received the following medication: 

1. Toradol 60 mg IM.

2. Dexamethasone 10 mg IM.

He was observed in the clinic for approximately 15-20 minutes after then reevaluated post improvement. He states he is comfortable with being discharged. He was sent home with:
1. Allopurinol 300 mg to take one p.o. daily for 90 days.

2. Colchicine 0.6 mg he will take two p.o. now and then in one hour he will take one more p.o. He was strongly encouraged not to take more than three pills 1.8 mg in 24 hours. The patient states he understands.
Advised over-the-counter ibuprofen if this regimen does not work.

He was given the opportunity to ask question and he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

