VIANDS, CHARLES
DOB: 11/30/1979
DOV: 03/17/2025
HISTORY OF PRESENT ILLNESS: The patient presents with low back pain, has progressively gotten worse over the last three weeks. He has a long history of continued back pain. No loss of bowel or bladder function as well as no trauma noted by the patient, but does state that he has sharp shooting pains down both of his legs.

PAST MEDICAL HISTORY: GERD and asthma.
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 x 3, no acute distress noted, rather healthy individual noted abnormal gait due to discomfort and antalgic gait.
HEENT: Within normal limits.

NECK: Supple with no lymphadenopathy.

RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.
ABDOMEN: Soft and nontender.
BACK: Focused Lower Back Exam: Noted multiple lumbar paraspinal spasms bilaterally. Negative tenderness to palpation of the lumbar facets. Decreased range of motion with flexion and extension due to discomfort. Negative straight leg raise. Negative crossover noted. Deep tendon reflexes are within normal limits. Lower extremities function within normal limits.
ASSESSMENT: Chronic low back pain with sciatica.

PLAN: Advised the patient on over-the-counter use of medications for discomfort. Advised he could follow up with physical therapy, but prior to that we will perform an MRI to ensure he is a good candidate for that. The patient is discharged in stable condition. Advised to follow up as needed.
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