HARRIS, REGINALD
DOB: 03/27/1969
DOV: 03/07/2026
HISTORY: This is a 56-year-old gentleman here with pain in the left lateral surface of his neck. Said this started last Tuesday and has gotten worse today. He stated that prior to this starting he slept on several pillows and woke up the next day with symptoms. He indicated also that he was seen in the past for neck pain on his right side, which he said is somewhat similar. At that time, he was given a consultation for a MRI of his cervical spine and indicated that he was unable to get it done secondary to funding. The patient said today pain is almost the same, but only this time it is on the other opposite side and he reports some tingling sensation going down his shoulders and arm.
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 those mentioned above.
PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 96% at room air.

Blood pressure is 128/80.

Pulse is 94.

Respirations are 18.

Temperature is 97.9.

HEENT: Normal.

NECK: Reduced left lateral rotation on left ward movements.
There is no tenderness to the bony structures of the cervical spine. His sternocleidomastoid muscle is tender to palpation and appears to be spasm.

Upper extremity strength is 5/5. No muscle atrophy.
RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles.
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CARDIAC: No peripheral edema or cyanosis.

ABDOMEN: Mildly distended secondary to mild obesity. No visible peristalsis. No guarding.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion except for his neck. He bears weight well with no antalgic gait.

NEURO: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Neck pain.
2. Cervical neuropathy.
3. Muscle spasm of the neck these are all acute.

PLAN: In the clinic today, he was given injection of dexamethasone 10 mg IM observed for few minutes then reevaluated. He reports no side effects from the medication and was discharged. He was sent home with the following: Mobic 7.5 mg one p.o. in the morning and Flexeril 10 mg one p.o. at nighttime. 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

