PRICE, LISA
DOB: 08/28/1960
DOV: 12/22/2023
HISTORY: This is a 63-year-old female here with back pain and numbness in her lower extremities. The patient states she has a long history of back pain with radicular symptoms, but has been getting worse in the last three or four weeks. She states she was seen at a local emergency room. She is here for followup. She states she was advised by the provider to try to come so she can be evaluated for followup and possible trigger point injection. She described pain as sharp, rated pain at 6/10, worse with motion. 
PAST MEDICAL HISTORY: Hypertension, tobacco use disorder, and status post BKA on the left secondary to peripheral vascular disease.

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

MEDICATIONS:

1. Tiza.

2. Hydrocodone.

3. Aleve.

4. Ibuprofen.

ALLERGIES: LEVAQUIN.

SOCIAL HISTORY: She endorses tobacco use. Denies alcohol or drug use. She states she has been on tobacco use for longtime and tried patch, but it did not work.

FAMILY HISTORY: Hypertension, diabetes, and asthma.

REVIEW OF SYSTEMS: The patient denies bladder or bowel dysfunction. She denies trauma. 
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in no acute distress.
VITAL SIGNS:

O2 saturation 95% at room air.

Blood pressure 126/73.

Pulse 72.

Respirations 18.

Temperature 97.4.

BACK: No deformity. No step off. No crepitus. No tenderness in the bony structure. She has some tenderness on the lateral surface of her lower back in the region of the lumbosacral spine. Muscle spasm is present.
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The patient has below the knee amputation on the left.

RIGHT LEG: Full range of motion. Mild discomfort with range of motion. No muscle atrophy. Neurovascularly intact. 
HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress. 

CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or peripheral cyanosis.

ABDOMEN: Nondistended. No guarding. No visible peristalsis. 
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: She is alert and oriented. Mood and affect are normal.

ASSESSMENT:
1. Lumbar radiculopathy.

2. Peripheral vascular disease.

3. Tobacco use disorder.

PLAN: In the clinic today, we did the following procedure trigger point injection.

Procedure was explained to the patient. We talked about the complications, side effects, and results. She states understand and give verbal consent for me to proceed.

Site was identified and marked with skin marker.

Site was then prepped with Betadine and over wiped with alcohol swab.

Lidocaine and Depo-Medrol was dropped. Medication injected at the site of identify of maximal pain. The patient tolerated the procedure well.

After injection site was massaged vigorously.

She reports some improvement.

Band-Aid was placed on site.

The patient was observed for approximately half an hour or so and she reports no complications. She requests medication for muscle relaxant. She was given Robaxin 500 mg to take one at bedtime for 14 days.

I will go ahead and do MRI for this patient to assess radiculopathy. She was given request and advised to go to the facility to arrange for time and date for procedure. She states she understands and will comply.

She was strongly encouraged to come back to the clinic if she gets worse or go to the nearest emergency room if we are closed.

She was given the opportunity to ask question and she states she has none.
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