Clinic Visit Note
Patient’s Name: Jagdish Shah
DOB: 02/25/1960
Date: 10/19/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of severe pain in the neck, back pain, upper abdominal pain, lethargy and fatigue.
SUBJECTIVE: The patient stated that he was involving automobile accident three days ago. The patient was driver of a passenger vehicle with seatbelt on and the patient’s vehicle was hit by another vehicle resulting in significant multiple injuries. However, the patient did not pass out and the patient was seen in emergency room and has multiple x-rays, which did not show any fracture; however, the patient was diagnosed with whiplash injury and was prescribed pain medication. Now, the patient stated that pain is slightly better and his neck pain level is 8 or 9 upon exertion and it is 6 or 7 upon resting. There is tight feeling in the arms.
Upper back pain has started few hours after the accident and it is progressively getting worse, but for past three to four hours pain level is 7 or 8 upon exertion and it is relieved and is reduced to 4 or 5 upon resting.
The patient also complained of low back pain and the pain level is 7 or 8 upon exertion and it is less upon resting; however, the patient has back pain especially in the nighttime and has difficulty sleeping. In the emergency room the patient was given antiinflammatory medication and following day the patient has mild abdominal pain and stopped taking the medication. The patient did not have any blood in the stools.
The patient could not go to work due to pain and he is resting at home.

REVIEW OF SYSTEMS: The patient denied dizziness, double vision, sore throat, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, urinary or bowel incontinence, leg swelling or calf swelling, or tremors.
PAST MEDICAL HISTORY: Significant for hypertension and he is on amlodipine 5 mg once a day along with low-salt diet.

The patient has a history of hypercholesterolemia and he is on atorvastatin 10 mg once a day along with low-fat diet.

ALLERGIES: None.
SOCIAL HISTORY: The patient lives with his wife and she is also involved in automobile accident. The patient has limited help at home and his activities at home have been painful. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient works fulltime job.
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OBJECTIVE:
HEENT: Examination is unremarkable.

HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
Abdominal examination reveals minimal epigastric tenderness and there is no organomegaly. Bowel sounds are active.
EXTREMITIES: No calf tenderness or edema.
NEUROLOGICAL: Examination is intact; however, gait is slow due to multiple injuries.
Musculoskeletal examination reveals significant tenderness of the soft tissues of the cervical spine and range of movement is limited.
Upper back examination reveals tenderness of the soft tissues of the thoracic spine and lumbar spine examination reveals tenderness of the soft tissues of the lumbar spine and lumbar forward flexion is painful at 45 degrees. Lateral flexions are also painful. Weightbearing is most painful.
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