BARRIENTOS, SERGIO
DOB: 10/16/1962
DOV: 06/24/2023
HISTORY: This is a 60-year-old gentleman here for routine followup.

The patient has history of diabetes, hypertension, GERD and chronic left shoulder pain secondary to DJD, here for followup for these conditions and medication refill. He indicated that since his last visit, he has had no need to seek medical, psychological, surgical, or emergency care; however, he states that he continues to have pain in his left shoulder. He states that pain is sharp, rated pain 7/10, increases with external rotation and abduction. He states that pain is non-radiating and is located in the region of his AC joint.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no significant changes.
PAST SURGICAL HISTORY: Reviewed and compared to last visit, no significant changes.
MEDICATIONS: Reviewed and compared to last visit, no significant changes.
ALLERGIES: Reviewed and compared to last visit, no significant changes.
SOCIAL HISTORY: Reviewed and compared to last visit, no significant changes.
FAMILY HISTORY: Reviewed and compared to last visit, no significant changes.
REVIEW OF SYSTEMS: All systems were reviewed and were negative.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation 97% at room air.
Blood pressure 132/87.
Pulse 58.
Respirations 18.
Temperature 98.1.

HEENT: Normal.
LEFT SHOULDER: Reduced range of motion. There is tenderness to palpation in the AC joint region. There is no edema. No erythema. Site is not hot to touch.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.
ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding.
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EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:

1. GERD.

2. Hypertension.

3. Diabetes.

4. Shoulder pain secondary to DJD.

PLAN: The patient to be given a trigger point injection to the shoulder. Procedure was explained to the patient. We talked about the complications, risks and benefits, he acknowledged risk-benefit ratio and gave verbal consent for me to proceed.

The patient was and I identified sites of maximum pain. These sites were marked with a skin marker.

The site was then cleaned with Betadine first and wiped off with alcohol. At the sites identified, Solu-Medrol 80 mg and lidocaine 5 mL this combination was injected into the sites of maximum pain.

The patient tolerated procedure well.

He was observed in the clinic for additional 15-20 minutes after which he was discharged and he displayed no signs or symptoms of allergies or any reaction to the medication.

Labs were drawn today. Labs include CBC, CMP, cholesterol total, hemoglobin A1c and PSA

The patient was strongly discouraged from going to another clinic and get this injection again, he was advised that he must wait at least three months before he repeat this procedure. He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

