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INITIAL EVALUATION

Patient’s Name: ________
Date: 05/17/2023
Age: 50
Sex: Male
Date of Birth: 12/30/1972
Date of Accident: 

VITAL SIGNS: Height 5’10”. Weight 220 pounds. Blood pressure 119/78. Pulse 86. Respirations 18. Temperature 97.6.

REASON FOR VISIT: Pain, tenderness, limited ROM over the neck, middle back, lower back, and right knee.

INJURY CAUSE: Auto accident.
HISTORY OF PRESENT ILLNESS: The patient was driving. He was using the seat belt. Description of the Accident: The patient is a 50-year-old male who according to the patient, he was involved in a motor vehicle accident. While the patient’s vehicle was in motion, the other car struck not seeing the car and hit on the driver’s side. See the police report for full details. The patient sustained multiple injuries over the neck, middle back, lower back, and right knee. The patient denied loss of consciousness. The patient denied going to the hospital. No Fire & Rescue arrived. No air bag was deployed. The patient was ambulatory after the accident.

PAST MEDICAL HISTORY
Toxic Habits: Smoking, alcohol and coffee.
Medications: No medications.

Allergies: No allergies.

Surgeries: No surgeries.

Diseases/Illnesses: No disease. No hypertension. No diabetes. No heart disease.
FAMILY HISTORY

Mother: Alive.

Father: Deceased.

PHYSICAL EXAMINATION

Head: No visible hematoma. No laceration. No bruise. He complains of headache at times and no dizziness.

EENT: PERRLA.

Thorax: The thoracic expansion is good.
Lungs: Clear. No wheezing. No rales.

Heart: Sinus rhythm normal. No murmur. No gallop.
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Rib Cage: Within normal limits.

Abdomen: Soft. No tenderness. No mass. No guarding. No rebound.

Upper Extremities: There are not any lesions.
Lower Extremities: Right knee adduction and abduction, internal and external rotation, flexion and extension: He has pain, tenderness, limited ROM, spasm of the muscles and discomfort. 
Neurologic: Symmetric and normal. Romberg is negative. Babinski is negative. Cranial Pair is normal. Cognitive function is normal. Gait is normal.

Pain scale 9-10.

CERVICAL SPINE
Pain severe.

Tenderness severe.

Spasm severe.

Soto-Hall maneuver negative.

Adson maneuver negative.

Trigger Point: Sternocleidomastoideus, trapezius, and subscapularis muscles.

DORSAL SPINE
Pain severe.

Tenderness severe.

Spasm severe.

Trigger Point: T2-T8.

LUMBAR SPINE
Pain severe.

Tenderness severe.

Spasm severe.

Lasègue maneuver negative.

Bragard maneuver negative.

MUSCLE POWER GRADE

Knee extensor 4.

Knee flexor 4.

Deltoid and biceps 4.

Extensor radialis 4.

DIAGNOSES:

1. Cervical spine sprain/strain.

2. Thoracic spine sprain/strain.

3. Lumbar spine sprain/strain.

4. Right knee sprain/strain injury.
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PROCEDURES:

1. X-rays were ordered for cervical spine, thoracic spine, lumbar spine, and right knee. Also, we recommend lumbar spine MRI without contrast.

2. Therapy: Five times per week for three weeks.

3. Therapies: Hot and cold packs, intersegmental traction, vital signs, paraffin bath, electrical stimulation, therapeutic ultrasound, therapeutic exercise, neuromuscular reeducation, gait training, passive stretching, kinetic therapy, and ROM.

TREATMENT: We ordered nonsteroidal antiinflammatory drug as ibuprofen 800 mg and Flexeril as a muscle relaxer 10 mg one tablet at bedtime.

RECOMMENDATIONS: Increase fluid intake and increase vitamin C. Education: The patient was instructed and counseled. The patient was recommended to return to the clinic in three weeks. Note: Discussion with the patient, the goal, and the improvement, the time taken with the patient was 45 minutes.
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