BARRIENTOS, SERGIO
DOB: 10/16/1962
DOV: 07/22/2023
HISTORY: This is 60-year-old gentleman here with left shoulder pain. The patient states that this has been going on for a while. He states that he works in construction and uses his shoulder for possible way of motion. He stated he came in because now he is having difficulty abducting his shoulder. He described pain as sharp, rated pain 7/10 worse with motion and touch. He states that pain is located in the region of the AC joint.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.
PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.
ALLERGIES: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.
FAMILY HISTORY: Reviewed and compared to last visit, no changes.
REVIEW OF SYSTEMS: All systems reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:
GENERAL: He is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation is 97% on room air.

Blood pressure is 105/66.
Pulse is 76.
Respirations 18.
Temperature 95.3.
LEFT SHOULDER: Reduced abduction, tenderness in the region of the AC joint and the lateral surface of his shoulder. Strength 5/5. No scapula winging.
HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: No use of accessory muscles. No respiratory distress. No paradoxical motion.

CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Nondistended. No visible peristalsis. No guarding.

SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.
EXTREMITIES: Full range of motion of upper and lower extremities (except left shoulder) with no discomfort. 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.
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ASSESSMENT:
1. Left shoulder pain. I suspect rotator cuff injury.

2. Hypertension.

3. Hypercholesterolemia.

4. Diabetes type II.

PROCEDURE: Trigger point injection. Procedure was explained to the patient. He states that he understands he has had it before and gave me verbal consent to proceed.

The patient and I identified three sites, he indicated by pointing and these sites were marked with skin marker.

A concentration of Solu-Medrol and lidocaine were prepared, the sites were prepped with Betadine and over wiped with alcohol.

The sites there were marked and identified by the patient were injected equally with Solu-Medrol and lidocaine after the site was massaged and the patient was able to move is to abduct his shoulder with less discomfort.

The patient tolerated the procedure well.

There were no complications.

Site with covered with using Band-Aids.

The patient’s medications were refilled as follows.

1. Vitamin D 50 mg 50,000 units one p.o. weekly for 90 days #30.

2. Metformin 850 mg one p.o. b.i.d. for 90 days #180.

3. Lisinopril 20 mg one p.o. daily for 90 days #90.

4. Simvastatin 20 mg one p.o. daily for 90 days #90.

5. Mobic 7.5 mg one p.o. daily for 30 days #30. He was given the opportunity to ask questions he states he has none.

Fingerstick was done in the clinic today. Fingerstick review sugar 202. The patient was offered labs in detail such as CBC, CMP, lipid profile, A1c, vitamin D, TSH, T3 and T4, he declined. He states that he will return for these medications. He stated that he was not prepared to have to using this fast for those studies today.

He was given requisition for MRI of his left shoulder. The patient was given the opportunity to ask questions he states he has none.
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