GONZALEZ, ERIS
DOB: 10/15/1971
DOV: 03/01/2025
HISTORY: This is a 53-year-old female here with pain on the right anterior surface of her chest, the right posterior surface of her chest, the right lateral surface of her neck, and pain along her right arm and forearm. The patient stated that this has been going on for approximately seven days or so and has gotten worse today. She states she came in because the pain across her chest concerns her. She described that pain as crampy, worse with lateral motion. She states that she uses her right arm a lot at work doing lateral overhead motion and noticed pain increased with these activities.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

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

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

ALLERGIES: 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: The patient denies shortness of breath.

She denies diaphoresis.

She denies paroxysmal nocturnal dyspnea.
She denies exertional dyspnea.

The patient denies nausea, vomiting or diarrhea.

The patient stated pain is reduced or is lessened with rest.
The patient’s heart score was evaluated; even in the absence of troponin, the patient’s heart score is low, less than 4.

Wells criteria was used in evaluating this patient for PE, her Wells score is low.
PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 100% at room air.
Blood pressure 139/87.

Pulse 60.

Respirations 18.

Temperature 98.0.
HEENT: Normal.
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NECK: Full range of motion. No rigidity. No vascular prominence.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress. No paradoxical motion.

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

CHEST: There is tenderness in the anterior surface of her right chest. Tenderness in the posterior right chest. Tenderness in the region of the sternocleidomastoid muscle on the right and a little tendon on the left.
ABDOMEN: Nondistended. No guarding. No visible peristalsis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. She has moderate discomfort with most range of motion of her right upper extremity. There is no deformity. Pulses present, regular rate and rhythm. Sensation is normal.
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. Musculoskeletal pain.
2. Trapezius muscle strain.

3. Chest wall pain.

PLAN: Today, we did an ultrasound to assess the patient’s cardiac and circulatory status to ensure these were not responsible for her pains. Her echo is normal with an EF of 55%. Her vasculature demonstrates no stenosis in her cervical vascular system. No stenosis or embolus in the lower extremities. Her abdominal aorta is without aneurysm. Kidneys, liver and pelvic structures are normal.

The patient was sent home with the following medication: Robaxin 750 mg one p.o. q.h.s. #30. She was strongly encouraged to go to the emergency room to have a more comprehensive evaluation if she continues to have this pain as this could be representing a more serious issue. She states she understands and will. However, she stated that she thinks the pain is from her job because she only hurts when she does the normal routine stuff lifting overhead motion. She was still encouraged to go to the emergency room for better evaluation. She was given the opportunity to ask questions, she states she has none.
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