ADVANCE PAIN CARE, PLLC

23077 Greenfield Road, #240

Southfield, MI 48075

Phone: 248-809-6402

Fax: 248-282-6247

Email: VS7578@yahoo.com


FOLLOWUP VISIT

PATIENT NAME: Ruda Al-Kafagi

DATE OF BIRTH: 07/26/2005
DATE OF ACCIDENT: 09/30/2018

DATE OF SERVICE: 12/29/2020

HISTORY OF PRESENTING ILLNESS

Mr. Ruda Al-Kafagi is suffering from various symptoms due to an accident that occurred on 09/30/2018 where he was a front seat rider restrained and the car was hit in a T-bone fashion leading the car into a building and bunch of trees and the accident caused headache, dizziness, and TBI that the patient still has ongoing along with pain in the neck and the shoulder and the lower back. At this time, the patient reports today that his headaches are still persisting. Only 10% headaches got better. Lower back pain is also only 10% better. His right shoulder is painful after he lift his arm beyond 120 degrees. He does not use any gym. He is doing online schooling. He was seeing neurologist and neuropsych people for therapy sessions and it has not brought significant relief. The patient was found to be TBI positive in a brain scan that was done. The pain level is described to be 5 on a scale of 1 to 10 most of the time. The patient reports 50% improvement in overall pain. He has been doing physical therapy so far. Overall the ADLs are affected to the tune of 5 in every category including general activity, mood, walking ability, work, relationship with other people, sleep and enjoyment of life.

ADDITIONAL HISTORY: In the last 30 days, there is no significant medical history, surgical history, hospitalization, weight loss or any other trauma.
CURRENT PAIN MEDICATIONS: None.

SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: The patient is in full compliance.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient has ongoing headaches along with dizziness and vertigo and lack of focus. The patient denies any vision disturbance, balance problems or memory issues. No anxiety or depression reported.

Pain/ Numbness: The patient reports neck pain, mid back pain, upper back pain. Denies any other issues like stiffness or any other extremity pain. No trouble walking.

GI: No nausea, vomiting, diarrhea, constipation, digestive problem, incontinence of the bowels are reported. No stomach pain or blood in the stool.
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GU: No incontinence of the urine, frequency, or painful urination is reported.
Respiratory: No asthma, difficulty breathing, chest pain, coughing, or shortness of breath is reported.
PHYSICAL EXAMINATION
VITALS: Blood pressure 120/60, pulse 68, temperature 98.1, pulse oxygen 99%.
GENERAL REVIEW: This is a 13-year-old 7th grade Iraqi child of an average built and nutrition, alert and oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. Hydration is normal. Gait is normal. Dress and hygiene is normal. Facial expression is devoid of severe pain and there is no distress.

SPINE / MUSCULATURE: There is a mild to moderate spam in L1-L5 bilaterally in paravertebral region with 2+ hypertonicity. The cervical spine and thoracic spines are completely normal with no tenderness. There is minimal tenderness at L4-L5 and L5-S1 and range of motions of the cervical spine, thoracic spine, and lumbar spine are completely normal. The patient is able to walk reasonably well. Hyperextension is not painful and various maneuvers were done to reproduce the pain, which include cervical compression test and Hoffmann tests are negative. Spurling sign was negative. Lhermitte test is negative. Soto-Hall test is negative. In the lumbar spine, cross leg raising test is negative. Straight leg raising test was negative. FABER test negative. Gaenslen test is negative. Sacroiliac joints were nontender. Standing flexion test, iliac compression test and sacral rocking and distraction tests are found to be negative. Shoulders and knees are found to be completely normal with no tenderness. Ranges of motion are completely normal with no other positive findings.

DIAGNOSES

Motor vehicular accident V89.2XXD, dizziness R42, anxiety F41.1, depression F32.9, myositis M60.9, myalgia M79.1, panniculitis affecting cervical, thoracic and LS spine M54.0, pain in the right knee M25.561, pain in the left knee M25.562, cervicalgia M54.2, cervical disc displacement M50.20, panniculitis M54.02, sprain of the joints and ligaments of the neck S13.4XXA, lumbago M54.5, LS disc displacement M51.27, sprain of the ligaments of LS-spine S33.5XXA.

PLAN OF CARE

Plan is to order the brain MRI with NeuroQuant to do the interval investigation to identify the progress. He has been referred to chiropractor for further care. The patient has been informed about the MRI findings of lumbosacral spine and issue of the epidural injections that possibly can help him. However, he is a minor due to his age, so currently we are still trying other venues of treatment. Discussion of cervical lumbar traction and also other home methods of exercising, yoga for posture, and acupuncture were also discussed. The patient will be seen in a month’s time.

Vinod Sharma, M.D.

