Clinic Visit Note
Patient’s Name: Mariam Pucci
DOB: 05/20/1946
Date: 01/20/2025
CHIEF COMPLAINT: The patient came today with a chief complaint of severe neck pain, low back pain, right hand pain, and headache.
SUBJECTIVE: The patient stated that she was the driver of a vehicle with seatbelt on and she was driving in her lane when another vehicle hit her causing severe pain in the head, neck, low back, and right hand. This happened on 01/17/2025. The patient was in severe pain due to the accident and she was then checked by the police and her car was severely damaged.
Now, the patient has persistent pain in the head. Pain level is 6 or 7 and it is slightly relieved after resting. There was no bleeding from the head.

The patient is complaining of severe neck pain and range of movement is limited. The neck pain level is 8 or 9 upon exertion and it is 5 or 6 upon resting. There is no radiation of pain to the upper extremities.

The patient has severe low back pain and the pain level is 6 or 7 upon exertion and it is 4 or 5 upon resting. She could not do her daily chores due to the pain.

The patient is also complaining of right hand pain and the pain level is more than 6 and she has difficulty handling any objects with her right hand and she is primarily using left hand. The patient never had such injuries in the past.
REVIEW OF SYSTEMS: The patient denied double vision, sore throat, ear pain, cough, fever, chills, chest pain, shortness of breath, nausea, vomiting, urinary incontinence, calf swelling, tremor, or focal weakness of the upper or lower extremities.

PAST MEDICAL HISTORY: Significant for hypertension. She is on amlodipine 5 mg tablets to take once a day if systolic blood pressure more than 140. Also, the patient is on losartan 100 mg one tablet a day plus metoprolol 25 mg once a day along with low-salt diet.

PAST SURGICAL HISTORY: None recently.

ALLERGIES: None.

SOCIAL HISTORY: The patient lives by herself and the families are nearby.
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The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. The patient works in the office.

OBJECTIVE:
HEENT: Examination reveals headache without any open wounds.

NECK: Supple.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal first and second heart sounds without any murmur.

ABDOMEN: Soft without any tenderness.

EXTREMITIES: No calf swelling or tenderness. Right hand examination reveals significant tenderness of the thumb and the whole hand and has difficulty making a fist.
MUSCULOSKELETAL: Examination reveals tenderness of the cervical spine soft tissue and range of movement in all the directions are painful.

Lumbar spine examination reveals tenderness of the soft tissues of the lumbar spine. Lumbar forward flexion is painful at 45 degrees. Weightbearing is most painful especially upon walking.

NEUROLOGIC: Examination is intact and the patient ambulates with a slow gait.

I had a long discussion with the patient regarding treatment plan and all her questions were answered to her satisfaction. She verbalized full understanding. 
______________________________
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