HARRELL, CHRISTINA
DOB: 03/01/1978
DOV: 09/02/2025
HISTORY OF PRESENT ILLNESS: The patient presents for discussion of her MRIs on her left hip which she states continues to give her discomfort. She is taking her medications as prescribed. 

PAST MEDICAL HISTORY: Diabetic, asthmatic, chronic migraines, depression, anxiety, seizures, and claustrophobia.

PAST SURGICAL HISTORY: She had a triple.
DRUG ALLERGIES: TYLENOL and IBUPROFEN.
SOCIAL HISTORY: Positive reports of occasional ETOH as well as a current smoker.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.

NECK: Decreased range of motion due to discomfort. No step off noted. No lymphadenopathy appreciated.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm. 

ABDOMEN: Soft and nontender. 

SKIN: Without rashes or lesions.

ASSESSMENT: Left shoulder pain, cervicalgia, and left hip pain.

PLAN: Advised the patient and she notified of a cyst on her abdomen MRI that she needs to follow up with her primary care for an ultrasound. Also, advised her of her shoulder MRI which referenced a tear and we will send her a referral for orthopedics at this time. The patient does not need a refill of her pain medications. Discharged in stable condition. Advised to follow up as needed.
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