BETANCORTH, DEYNE
DOB: 05/31/1982
DOV: 04/22/2025
HISTORY OF PRESENT ILLNESS: The patient states he was in a car accident one day ago, was seen by ambulance and released on the site. He has since continued to have worsening all over body pain and discomfort limits ability or normal movements. He has not taken anything for the discomfort at this time.
PAST MEDICAL HISTORY: Noncontributory.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x3, no acute distress noted.
EENT: Eyes: Pupils equal, round and reactive to light. Ears: Bilateral appropriate light reflex. No cannular erythema. Nose: Patent. No rhinorrhea. Throat: Clear with no edema, erythema or tonsillar exudate. Airway is patent.
NECK: Supple with no lymphadenopathy.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.
SKIN: Without rashes or lesions.
Generalized discomfort to touch on bilateral shoulders, neck, mid back, low back, bilateral hips. Decreased range of motion. No edema or erythema noted.
ASSESSMENT: Bilateral shoulder contusion, low back pain, and bilateral hip contusion.
PLAN: Advised the patient that we will get an MRI to clear him for appropriate physical therapy of his lower back and mid back. If he is cleared for physical therapy, we will start him on physical therapy. In the meantime, we will help control manage pain with Celebrex and cyclobenzaprine. Advised the patient to follow up as needed. Discharged in stable condition.
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