HYDE, CALVIN
DOB: 10/06/1957
DOV: 08/25/2025

HISTORY: This is a 67-year-old gentleman here with left shoulder pain. The patient states this has been going on for approximately two months. He denies trauma. He states pain is worse in the morning, because he states that “I think I sleep on my shoulder”. Described pain as sharp, rated pain as 7/10 worse with range of motion especially abduction.
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 states pain is not radiating.

Denies chills. Denies myalgia. Denies nausea, vomiting, or diarrhea.

Denies shortness of breath.

Denies diaphoresis.

PHYSICAL EXAMINATION:
GENERAL: He is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 130/77.
Pulse 74.
Respirations 18.
Temperature 98.1.

LEFT SHOULDER: Tenderness to palpation in the region of the AC joint. No deformity. No scapular winging.
No muscle atrophy.

Sensation is normal.

Radial pulse is palpable with regular rate and rhythm.
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HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.

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: Soft and nontender. Distended secondary to obesity. No organomegaly. No rebound. No guarding. No visible peristalsis.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

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. Left shoulder pain.

2. Left shoulder DJD.

PLAN: An x-ray was done of the patient’s left shoulder. X-ray revealed narrowing of the glenohumeral joint. No obvious fractures demonstrated.
He was given the opportunities to ask questions, he states he has none. The patient was sent home with the following medications:

1. Robaxin 500 mg one p.o. at bedtime for 30 days #30.
2. Mobic 7.5 mg one p.o. q.a.m. for 30 days.

He was giving the opportunities to ask questions, he states he has none.
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