BAKER, GINA
DOB: 01/26/1966
DOV: 05/01/2023
HISTORY OF PRESENT ILLNESS: This is a 57-year-old female patient here complaining of mid back pain and back spasms. This actually started a day or two prior. She does not have any known cause of the back spasm. She was doing laundry yesterday and making dinner and that is when the pain in the mid back and spasm started to happen. There has not been any fall or injury.
PAST MEDICAL HISTORY: Diabetes, hypertension, hyperlipid, hypothyroid, and gastroesophageal reflux disease.
PAST SURGICAL HISTORY: Hysterectomy.
CURRENT MEDICATIONS: All reviewed in the chart.

ALLERGIES: No known drug allergies.
SOCIAL HISTORY: She does smoke one pack of cigarettes on a daily basis.
PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert and oriented, well nourished, well developed, and well groomed. She is not in any distress.
VITAL SIGNS: Blood pressure 132/80. Pulse 90. Respirations 16. Temperature 97.2. Oxygenation 96%. Current weight 165 pounds.

HEENT: Eyes: Pupils are equal, round and react to light. Ears: All within normal limits.

NECK: Soft. No thyromegaly. No masses. No lymphadenopathy.
LUNGS: Clear to auscultation.
HEART: Regular rate and rhythm. Positive S1 and positive S2. No murmurs.
ABDOMEN: Soft and nontender.

BACK: Examination of the back, it is symmetric, left versus right side. She does have some point tenderness; actually, it is more of a knotted muscle on the left side of the spine midway up. She states that it radiates down toward her left glute as well.
The patient is not taking any medications for relief.
ASSESSMENT/PLAN: Back spasm and mid back pain. The patient will receive Toradol 60 mg injection followed by naproxen 500 mg b.i.d., Flexeril 10 mg twice a day and Medrol Dosepak. She is going to monitor her symptoms and return to clinic if needed.
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