TORRES, ADRIAN
DOB: 07/15/1998
DOV: 12/22/2025
HISTORY OF PRESENT ILLNESS: The patient was walking yesterday at his job; he states that he does a lot of walking at work, and he felt pain in his left foot. No trauma noted. He did leave work early and he needs a note for that. He is not taking anything for the discomfort as of now. The patient is requesting an x-ray of his foot.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert, and oriented x 3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

SKIN: Without rash or lesions.
FOCUSED LEFT FOOT EXAM: Negative edema. Negative erythema. Full range of motion. No crepitus. Capillary refill is within normal limits. No tenderness to palpation on the fifth metatarsal joint space where he states that originally he had discomfort.
ASSESSMENT: Left foot pain.
PLAN: Advised the patient that in 7 to 10 days if the pain continues it could be a stress fracture and for him to return for an x-ray in 7 to 10 days; if the pain goes away, it is an overuse injury, which is highly suspected. We will put him on Celebrex right now for the discomfort, to follow up as needed. Discharged in stable condition.
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