CASAS, MARIA
DOB: 11/24/1966
DOV: 04/24/2025
HISTORY: This is a 58-year-old female here for followup. The patient was involved in a motor vehicle accident on 03/14/2025, for which she suffered multiple contusions, post traumatic headache, weakness and pain in her upper and lower extremities, arm contusions bicep muscle, deformity and weakness, flank pain, and bilateral lower extremity weakness. She states she is undergoing physical therapy at the moment and is having some difficulties with physical therapy because she states it is painful to do the basic motion during the therapy sessions. She continues to have she is describe 7/10 pain in her upper extremities, lower extremities, shoulder, stated that she will have occasional headache, which she described is not worse of her life, there are usually gradual onset, but when it is present it is approximately 6/10 and has to rest or take Tylenol for improvement.
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: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, in mild distress. The patient walks very slowly. She holds her back as she walks.
VITAL SIGNS:

HEENT: Normal.
NECK: Full range of motion with moderate discomfort in all fields of range of motion. Bony structures are not tender. There is no step off in the bony structures. There is some tenderness to the left lateral trapezius muscle. The muscle is rigid. This is tenderness to palpation on the right trapezius muscle. It is also rigid.
RESPIRATORY: Poor inspiratory and expiratory effort. She complains of pain with deep breath. However, she has no adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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Upper extremities, shoulder she has reduced range of motion particularly abduction and internal rotation. Strength is approximately 3/5 bilaterally.
There is no deformity in her shoulders. No scapula winging. She has diffuse tenderness to palpation in the region of her AC joint and clavicle and scapula.
Her bilateral forearm, there is diffuse tenderness to palpation. Strength is reduced 3/5. There is no laceration, abrasions, or ecchymosis. There is no edema, but she has some discomfort (moderate) with range of motion. The bruising that was in forearm is no longer present.

Lower extremities, she has full range of motion with moderate discomfort on flexion of her knee, extension of her knee, flexion of her hip, and extension of her hip, circular motion of her hip is significantly restricted secondary to pain. Cap refill is less than two seconds. Dorsalis pedis pulses present bilaterally.

ABDOMEN: Seatbelt sign is less pronounced. There is tenderness to palpation diffusely in her abdomen is worse in the suprapubic region. (the patient is scheduled to have MRI to take a better look in her abdomen just see what is caused her suprapubic pain). There is CVA tenderness to palpation. In the muscles in the CVA region is diffusely tender and stiff. (She scheduled to have MRI of abdomen which will illustrate any significant abnormality in this area. There is no bony tenderness. However, there is no step off. No crepitus with range of motion, but significant discomfort.

NEUROLOGIC: She is alert. She is oriented. Cranial nerves II through X are normal. She has normal motor and sensory function, but with restriction secondary to pain. Mood and affect is normal. The patient appears depressed and again she continues to cry as she gives history she indicated that she has to return the rental car tomorrow she does not have another car to drive and she does not have family members who got loaner of her car or take her around she states she is concerned about those issues and she was advised to call the insurance company.
ASSESSMENT:

1. Posttraumatic headache.
2. Upper extremity weakness bilaterally.
3. Right shoulder pain right shoulder weakness bilaterally.

4. Left arm contusion with bicep muscle deformity and hypertrophy with flexion over elbow. No deformity, no bony fractures.
5. Flank pain.

6. Bilateral lower extremity weakness and pain.
PLAN: The patient was reassured. She was advised to continue physical therapy and do some stretching at home and to help with the therapy intervention. She states that she is discouraged from stretching at home because of the amount of pain that she is in. 
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She was strongly encouraged to continue her physical therapy appointment and to appear on time and to participate in the full session it would be painful in the onset but will improve. She was given the opportunities to ask questions, she states she has none. She was strongly encouraged to continue physical therapy. Fitness for Duty form was completed. She was advised to continue the medications she has for pain, to come back if worse.
Rafael De La Flor-Weiss, M.D.
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