ASHER, ADAM

DOB: 09/21/1979

DOV: 04/19/2025

HISTORY: This is a 46-year-old gentleman here with neck and scalp pain and headache. The patient indicated that this occurred approximately hour ago when he was assaulted. The patient indicated that he was driving a golf cart when someone else hit him in the back of his head and neck. The patient is approximately 8/10 is worse with lateral motion of his neck, flexion or extension of his neck. He said pain does not radiate. He denies numbness or weakness in his upper extremities. He denies blurred vision or double vision.

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 vomiting. He denies loss of consciousness. He stated that he became slightly dazed after he was assaulted.

The patient indicated his strength in his upper extremities are normal.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 99% at room air.

Blood pressure is 151/102 (elevated blood pressure can be seen with a trauma to the head or neck as well as pain).

Pulse is 90.

Respirations are 18.

Temperature is 98.3.

HEENT: Normal.

NECK: Reduced range of motion. The patient has significant discomfort with lateral rotation, flexion, and extension.

There is tenderness to the sternocleidomastoid muscle on both sides.

There is tenderness to the bony structures of the cervical spine.

There is a large area of redness and swelling in his lower scalp region that is his occipital scalp region.
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There is tenderness to palpation of the bony structures of the cervical spine.

There is no step off. There is no crepitus.

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: Distended secondary to mild obesity. No guarding. No visible peristalsis.

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

EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. He bears weight well but walks slowly because of his neck pain.

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. Cervical spine contusion.
2. Neck muscles spasm.
3. Neck pain.
4. Scout contusion.
PLAN: X-ray was done in the clinic today. X-ray revealed normal alignment of the bony structures. No acute fractures seen. No subluxation is seen.

The patient was discharged with the following medications: Sulindac 200 mg one p.o. b.i.d. for 10 days, Robaxin 500 mg one p.o. q.h.s. for 14 days, #14 were strongly discouraged from taking alcohol these medications. He was given the opportunity to ask questions and he states he has none.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

