ADVANCE PAIN CARE, PLLC

23077 Greenfield Road, #240

Southfield, MI 48075

Phone: 248-809-6402

Fax: 248-282-6247

Email: VS7578@yahoo.com


NEW PATIENT VISIT RECORD
PATIENT NAME: Elsy Navarro Rodriguez
DATE OF BIRTH: 11/18/1991
DATE OF ACCIDENT: 11/29/2020
DATE OF SERVICE: 12/23/2020
CHIEF COMPLAINTS: Pain in the neck, mid back, lower back, both tailbone joints, and pain in both the hips and both knees.

HISTORY OF MVA: The patient alleges that on 11/29/2020 at 12 a.m. she was a victim of an automobile accident. She was traveling as a restrained front seat passenger and they were traveling on I-95 in the border of Florida to Georgia when the entire traffic suddenly stopped on the freeway due to an accident ahead of their car. She was carrying two dogs, one was in the bottom part of the seat where her feet are in between her feet and one was in her lap. They were traveling in Honda CRV 2019 driven by her husband and were hit by KIA Optima at 100 miles an hour speed as detected by the detective at the time of accident. Their own car was at zero speed. The car was rear-ended and then after the impact the car spun and it hit the wall on the right side. The patient reports that the airbags were deployed and she was restrained at the time of accident. There was no loss of consciousness. It was not a hit-and-run accident. Police arrived at the scene. Ambulance arrived at the scene. The patient was not taken to the hospital. They decided to come to Michigan first and here they decided to go to Henry Ford Hospital where the patient was seen for several hours without any major procedure or any investigations and were provided with Motrin and rest. 
DETAILED HISTORY OF PRESENTING COMPLAINTS: The patient reports no headaches at all. No nausea, vomiting, seizure, or aura. The patient has off and on dizziness, which is the only thing which is bothering her. However, it is not associated with dizziness, loss of consciousness, ringing in the ear, loss of balance, loss of equilibrium, seizures, and loss of memory. No history of any forgetfulness, disorientation, confusion, lack of focus, or loss of concentration. The patient denies any nausea, vomiting, seizures, blurred vision, or any incontinence of the urine, bowel or blurred vision or spots in the vision. 
In addition, the patient reportedly has pain in the neck around 7 central part around the spine, middle back in the spine around 5. Lower back pain is more severe around 8 and it is across involving both the sacroiliac joints.
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The neck pain is not associated with any radiation of the pain to the arms, but the lower back pain is associated with radiation of pain in the posterior part of the left buttock and upper thigh in S1-S2 dermatome fashion. Independent of this, the patient also has pain in both knees and both hips. Right hip is 7, left hip is 8, right knee is 3, and left knee is 6. She reports of pain climbing up and down. Currently she reports that no x-rays, MRI, CT scan, myelogram, or any other studies have been done. 
ASSOCIATED SYMPTOMS: The patient reports that these pains are continuous and they are described as aching, heavy and tender and they vary from 6 to 9. The patient reports numbness and tingling, pins and needles of the left buttock and left posterior thigh, but there is no bowel or bladder incontinence or muscle weakness. The patient has a history of weakness, sleep disturbance, and anxiety, but denies any saddle anesthesia, depression or panic. No difficulty walking is reported. No lightheadedness. Again, there is no incontinence of the bowel or urine. 
Modifying Factors for the Pain: Pain is worsened by sitting, bending, standing and improved by muscle relaxer.

PSH: Appendix surgery and tonsil surgery in 1999 and 1996 respectively.
ALLERGY HISTORY: None.
FAMILY HISTORY: The patient reports that mother is alive; she suffered from hypertension. Father is alive, suffered from hypertension. Siblings are alive, but no medical problems.
RELATIONSHIP STATUS: The patient is married and lives with her husband.
CURRENT EMPLOYMENT STATUS: The patient is full time employed as a credentialing manager in a facility called Convalescent Home and currently she is working from home. She is working full time 40 hours. She is employed full time.

DISABILITY HISTORY: No disability has been filed.

LEGAL HISTORY: The patient has Isaac Velazquez as the attorney representing their legal care. 
PERSONAL HISTORY: The patient reports of having issues with sleep, but there is no issue of mood. Mood is described at 8 on a scale of 1 to 10. No depression, self-worth, concentration, anxiety, suicidal thoughts, or homicidal thoughts are reported. 
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SOCIAL HISTORY: The patient has a history of drinking once a week. She does not smoke and does not use recreational drugs.
REVIEW OF SYSTEMS:
General: Negative for any fatigue, weight loss, weight gain, poor appetite, dizziness.
Skin: Negative for any history of abscesses, cellulitis or tissue necrosis. 
Head: Negative for any headache, vertigo or head injury.
Eyes: Negative for any history of diplopia, tearing, pain in the eyes or glaucoma.
Ears: Negative for any loss of hearing, ear pain, tinnitus, bleeding, vertigo.
Nose: Negative for any history of epistaxis, nasal obstruction, discharge or perforation of nasal septum.
Mouth: Negative for any gingival bleeding or use of denture.
Neck: Negative for any neck stiffness, or pain, or masses.
Chest: Negative for any history of dyspnea, wheezing, hemoptysis or prolonged cough.
Heart: Negative for any chest pains, palpitations, syncope, cyanosis or hypoxia.
Abdomen: Negative for any change in appetite, dysphagia, abdominal pains, bowel habit changes, emesis, melena, any constipation, heartburn, abdominal pains, GI bleeding.
GU: Negative for any urinary urgency, dysuria, change in nature of urine, bleeding.
Musculoskeletal: Negative for any joint pains, muscle pains, swelling of joints, any back pains or sciatica or radiculopathy, any history of polymyalgia, polyarthralgia, any limitation of range of motion, any difficulty in walking, any history of gout.
Neurological: Negative for any weakness, tremors, seizures, changes in mentation, ataxia, any numbness, tingling, shooting pains, weakness, paralysis, dizziness, any syncope or paresthesias, any lightheadedness/dizziness, any problem urinating.
Psychiatric: Negative for any history of severe anxiety, depression, changes in sleep habits or changes in thought content, any history of bipolar illness or schizophrenia, any hallucinations or memory changes.

Vascular: Negative for any history of phlebitis, cramping of legs, varicose veins, claudication or resting pain. 
PHYSICAL EXAMINATION:
VITALS: Blood pressure 128/84. Pulse 82. Respiratory rate 16. Temperature 98.2. Height 5’2”. Weight is not recorded.
GENERAL REVIEW: The patient is a 29-year-old female Latino of a good built, nutrition, alert, oriented, cooperative and conscious. No cyanosis, jaundice, clubbing, or koilonychia. She is fairly alert, oriented, cooperative, and sitting comfortably. She is well built. There is no acute distress, SOB or pain facies. She does not appear in severe anxiety or lethargy. The patient has good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk well and is mobile and independent without using any adaptive devices.
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GAIT: The observed gait is normal.
SKIN: The skin is intact. There are no abscesses, cellulitis, tissue necrosis or parallel needle marks. There is no hyperpigmentation over a vein or any evidence of vein injections in arm or elsewhere. There is no trauma to skin (e.g., abrasions, lacerations, contusions, or cigarette burns).

HEAD: Atraumatic and normocephalic.

EYES: PERRLA. Conjunctivae clear.

ENT: Normal. No fracture of nose or mandible is noticed. Dentition is intact. TMJ is atraumatic and nontender. ROM of TMJ is normal, without restriction. No pathology detected.

NECK: The neck is supple. There is no nuchal rigidity, masses, or thyromegaly. JVD is normal. There are no enlarged lymph nodes. There are no carotid bruits. Trachea is central. No muscle spasm noticed. There is no surgical scar noticed.

CHEST: The chest expansion is normal and adequate. No sign of rib fracture or rib tenderness. No contusion or tenderness is present in the chest. Lungs are clear to auscultation and percussion. Breath sounds are normal, vesicular. No rhonchi, wheezing, or crepitus heard.

HEART: Normal sinus rhythm is present. No murmurs or gallop rhythm is present. S1 and S2 are normal.

ABDOMEN: Abdomen was mildly tender, but bowel sounds are normal. There is no organomegaly. No rebound tenderness. No other findings.

GU: Normal. No signs of trauma or any other pathology.

PELVIC: No signs of tenderness or contusion or fractures found. The peak iliac crest height is equal bilaterally. There is no pelvic tilt present.

PSYCHIATRIC EVALUATION: Normal intelligent speech with good insight. The mood is normal and the affect is full.
NEUROLOGICAL EXAMINATION
(A)
CENTRAL NEUROLOGICAL EXAMINATION: The patient is awake, alert, oriented to place, time, person and general circumstances. The patient is fully cooperative, conscious with good demeanor and attitude. Cranial nerves II - XII are found grossly intact with no focal deficit identified. The recent and remote memory is intact. The patient is able to provide personal history and has adequate knowledge of current events and past events. The affect is normal and full. Speech, language, higher cortical functions and parietal lobe functions are grossly intact. Cerebellar functions are grossly normal with no ataxia, dyssynergy (abnormality of movements) or dysmetria (lack of coordination of movements, overshoot or undershoot of intended position) and disequilibrium being noticed. The patient is able to judge distance and scale appropriately.
(B)
PERIPHERAL NEUROLOGICAL EXAMINATION: Motor power: The motor power is 5/5 in all extremities. Reflexes: The deep tendon reflexes are 2/4, regular, symmetric throughout. Babinski is negative. Abnormal Tremors or Movement: There are no abnormal tremors or movements like fasciculations or clonus.
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(C)
SENSORY SYSTEM: The sensory system is found to be normal, utilizing 2-point discrimination test, light touch, pinprick, proprioception (somatosensory) and Romberg test. The coordination is normal, utilizing the finger-to-nose and heel-to-shin test. The Romberg test for balance and equilibrium is found negative. The patient can maintain standing position with eyes closed and open. The static and dynamic balance is found to be normal.

 (D)
MUSCULATURE EXAMINATION: Examination reveals muscle spasm from C2-L5 with several trigger points in the paravertebral region especially at C5, C6, C7, T11, T12 and L4-L5 bilaterally. They are reproducible along with there is a muscle spasm in the paravertebral region in general with 1+ tenderness. 
MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has normal curvature and alignment. No scars are noticed.

Palpation: There is no scoliosis or abnormal kyphosis or hump back. The pelvic iliac crest height is equal. There is no pelvic tilt or any tenderness in the pelvis.

Spine Tenderness: Spine tenderness is noticed at C5, C6, C7, T11, T12, L4, L5 and bilateral sacroiliac joints, more on the left side than the right. 
PVM Spasm and tenderness: Paravertebral muscle is noticed from C2-L5 bilaterally with trigger points noticed at C5, C6, C7, T11, T12 and L4-L5. Paravertebral muscle spasm is present associated with tenderness mildly.
PVM Hypertonicity: There is 1+ hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Forward flexion 60, extension 60, bilateral side flexion 30, and bilateral rotation 40 degrees.
Lumbar Spine ROM: Forward flexion 40, extension 10, bilateral side flexion 10, and rotation 15 degrees. Hyperextension is painful beyond 25 degrees.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is negative. Lhermitte test is negative. Distraction test is negative. Soto-Hall test is negative. No signs of myelopathy are noticed.
Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. Slump test is negative. 

Lumbar Spine: Straight leg raising test (Lasègue’s test) is positive at 60 degrees bilaterally with positive contralateral leg raise test (Cross leg test). Bragard test is negative. Kemp test negative. Brudzinski- Kernig test negative. Babinski test is negative.

Sacro-Iliac Joint: Mildly tender more on the left side than the right. They are associated with positive FABER test bilaterally. Gaenslen test positive bilaterally. The distraction test is positive bilaterally. Iliac compression test is positive bilaterally. Standing flexion test is also positive. Trendelenburg’s sign is negative.
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EXTREMITIES (UPPER and LOWER): Except for both hips and both knees, rest of the extremities are found to be warm to touch and well perfused with no tenderness, pedal edema, contusions, lacerations, muscle spasm, or varicose veins. Motor power is found to be 5/5. Reflexes are completely normal. No Babinski is present. ROM of all joints is completely normal except for the left knee. Quick test is negative. No leg length discrepancy is noticed.

GAIT: The gait is mostly normal. Mild antalgia is noticed, but the patient is able to walk without any cane or adaptive devices.

HIPS: On inspection, there are no contusions or any laceration locally in the hip area. On palpation, mild tenderness is noticed in bilateral trochanteric region on deep palpation, but other than that there is no swelling or spasm of the associated muscles. Alignment is normal. No contusions are noticed. Range of motion of both the hips is completely normal at flexion 140 degrees, extension 140 degrees, and external and internal rotation 40 degrees. Motor strength is 5/5. Valgus-varus abnormality and leg length discrepancies are absent. Patrick sign and Trendelenburg tests are negative. Long roll negative. Ely test is found negative. Thomas test is negative.
KNEES: Examination of both knee joints is as follows: There is more tenderness and swelling on the left knee. However, the right knee is completely normal. On inspection, no scar, erythema, or effusion is noticed. On palpation, there is a mild tenderness in the peripatellar and patellar region with slight swelling on the left side. No crepitus, grinding noise, or popping noise is noticed. Flexion from full extension is normal at 135 degrees. Collateral ligaments are found intact. Motor power is 5/5. Valgus/varus abnormality is absent. Anterior drawer and posterior drawer signs are absent. The patellar apprehension is negative. McMurray sign and Steinman sign are positive on the left knee only. 
DIAGNOSES
GEN: V89.2XXD, R26.2
CNS: G44.329, R51, R42

PNS: M79.2

MUSCLES: M60.9, M79.1, M79.7, M62.838

LIGAMENTS: M54.0
SHOULDER: M25.512 (LT), M25.511 (RT), M75.110, M75.30, M75.50, S43.432D

HAND: G56.01 and possibly G56.02
KNEE: M25.561 (RT), M25.562 (LT), M23.205 (Med. Men), M23.202 (Lat Men), M22.40
ANKLE/ FOOT: M25.571 (RT)
Cx Spine: M54.2, M50.20, M54.12
TH Spine: M54.09, M54.6, M51.24, M54.14, M54.08, S23.3XXA
LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA
SI Spine: M54.17, M53.3, S33.5XXA
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PLAN OF CARE

I, Dr. Vinod Sharma, have diligently reviewed these following policies for our office, Advance Pain Care, PLLC, in order to provide and coordinate your care efficiently, while at the same time fulfilling all required legalities. These have been reviewed in detail with you. You have signed them with the understanding that you understand each policy adequately and have no questions left and that you will follow them as required by the office of Advance Pain Care, PLLC, for continuation of your medical care. If it is discovered that you have not followed up on them, you may be discharged from the care. These policies are summarized briefly here.

(A)
GOAL SETTING FOR THE FIRST 180 DAYS OF TREATMENT:
To provide adequate pain relief, Increase functional capacity, Improve exercise tolerance, Increase range of motion, Increase motor strength, Improve all ADLs

Decrease spasm and spasticity, Improve posture, Decrease reliance on pain medications, Wean narcotics and apply for medical marijuana.
To return the patient to work full time and be able to take care of home chores, child rearing and household activities and strive for improved independence.

To substantially improve the coping skills and outlook as well as attitude to life.

A 75% improvement in the above areas is the goal from pre-accident status.
(B)
OBJECTIVES OF SUCCESSFUL TREATMENT PAIN MANAGEMENT PLAN: Improved patient satisfaction. Improved quality of life for the patient. Improved clinician satisfaction. 

(C)
MONITORING:

My office policy shall be as follows: If it appears that if you will be placed on Schedule II narcotics pain medications for your pain control, such pain medications shall be provided for a maximum of 180 days, after which I shall wean you off the narcotics and switch your pain medication with medical marijuana, Belbuca, Suboxone, etc., with better safety profile. While on Opiates, you will be continuously monitored by me and my staff, for properly managing various aspects of your pain management, in line with the State and Federal Government newest directives. The management of your pain with the use of narcotic medications will entail extensive workup and history and examination and various investigations including MRI, surgical and interventional pain procedures, utilizing frequent and random urine drug screen, incorporation of Michigan Automated Prescription System, and all this is incorporated in opioid agreement signed by you.

1. I will monitor you every month with view to address relevant changes in your history, physical and review any recent diagnostics.
2. I will monitor any weight gain or weight loss, intolerances, review your domestic situation.
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3. I will monitor and appropriately address any substance abuse and addiction possibilities. 
4. I will monitor your complete adherence towards compliance to pain management.
5. I will monitor for any issue with depression or emotional volatility.
6. I will monitor you every month for adequate analgesia achieved.
7. I will monitor your improvement in the quality of your life, including improvement in ADLs & Psycho-social aspects of your life.
8. I will monitor for any sign and symptoms for intoxication.
9. I will monitor for development of any adverse effects.
10. I will monitor for any evidence of poor response to medication.
11. I will monitor for any problematic medication behavior.
12. I will monitor your health care use pattern.
13. I will utilize MAPS to find out if there is any change in your risk profile.
(D)
PERIODIC REEVALUATION OF THE ENTIRE PAIN MANAGEMENT PLAN: 
In accordance to Federal and State requirements, you will be required to undergo extensive reevaluation at the end of 180-day period, to determine whether you qualify to receive further opioid pain medications. This reevaluation shall occur every 6 months and you will be asked to redo your paperwork. During the Re-evaluation process, I will readdress your entire history, physical examination and relevant diagnostics and screening tool scores as well as other experts, in order to determine your need for opiates and your status for risk tolerance and determine the risk and reward equilibrium. Once everything shall be satisfactory and if it appears that you will benefit from continuation of opioid therapy, only then the treatment with Schedule II opiates may continue for the next six months or you may be referred elsewhere based on your risk profile. If it is found that either you no longer need the opioid therapy or there is high degree of adverse event or poor response in terms of analgesia and life functions or development of tolerance, addiction or discovery of substance abuse or drug diversion or extreme depression or mood lability, then I will refer you to an appropriate modality and specialty after a thorough discussion and a possibility of discontinuation of opiates.
(E)
REVIEW OF STRATIFICATION OF OPIOID RISK TOOLS:
The Federal and State Laws require you to supply Advance Pain Care an accurate information regarding various tools for stratification of opioid risk. These will consist of ORT, SOAPP, COMM, Mental Exam, Anxiety and Depression, and various other tools as supplied to you in your new patient encounter. Refusal to fill this paperwork may prohibit Advance Pain Care to write any controlled drugs for you and even you may be discharged from care.
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(F)
MAPS Policy:
The Federal and State Laws require that your MAPS (Michigan Automated Prescription System) is accessed each time you visit the office and the report is duly considered, while you are provided with any pain medications. Hence, Advance Pain Care, PLLC, shall access and print 24 months of report for your MAPS and investigate all your prior physicians writing pain medications to you and the number of pharmacies. We are also required to access MAPS each time you arrive to the office for care. If we find that you are doctor shopping or pharmacy shopping, we may not accept you as a patient. If this happens later during the course of treatment, we will discharge you without notice.

(G)
URINE DRUG SCREEN:
Federal and State Laws and policies require that you provide your urine sample at the beginning of new patient visit. You will be required to provide such samples on a random basis during the course of your treatment. A refusal to provide random urine sample shall require you to be discharged from care. You are required to sign a consent to provide such samples. A refusal to sign consent may also require us to discharge you from our care. Urinalysis for toxicology screen is carried out under diagnosis code Z79.891 and Z79.899.

(H)
OPIOID PAIN AGREEMENT:
You are required to completely read and understand the opioid agreement and understand the agreement fully. This agreement is between you and my office and you must sign the agreement. This agreement is required by the Federal and State Laws. The agreement entails description of potential risks and benefits of opioid treatment for pain. Various risks have been discussed and specifically you have been informed of potential risk for addiction, abuse, misuse, and tolerance to opioid medications. You are specifically informed of potential side effects from opioid use, like acute respiratory failure or sleep apnea, death, impaired motor skills and risk of potential fatal overdose from accidental overdose. The agreement directs you to be responsible for compliance and properly administering the opioid medications timely and as prescribed. You are required by law to securely store all opioid medications in lock and key and safe disposal of unused opioid medication. You are also informed and you agreed to random urine drug screens. You will also be called randomly to come in the middle of month and asked to bring in your pill bottle. Based on that, you will continue to receive pain medications. In the end, I have discussed with you an end strategy regarding limited use of opioid medications for 180 days and inlayer doses to improve the safety profile. All of these modalities as mentioned below are important in achieving the pain relief.
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TREATMENT PLAN
Based on my review of your entire history and physical findings, MRI findings, review of the stratification of opioid risk tools incorporating SOAPP, COMM, ORT, etc., review of MAPS, review of your drug screen for toxicology, your past medical records, and based on failure of previous treatments and other narcotic agents, I shall prescribe the following modalities of treatment for a period of 6 months. 
1. Physical Therapy:
I strongly recommend outpatient therapy at a hospital or any outpatient facility of patient’s own choice.
I am supplying you with the certificate for PT and it is valid for 30 days only after which you must be reevaluated for certifying ongoing need for PT. I recommend an evaluation by the therapist for your condition and PT treatment as needed for 4 weeks. Thereafter, a recertification will be required every 4 weeks. This will include therapeutic exercise program, McKenzie exercises, and other home exercise program provided to you by your therapist, fall preventions, to improve your ability to walk safely and improve your poor muscle strength. You will be provided information in relaxation technique, proprioceptor technique, postural control training, safe and effective breathing technique, as well as functional mobility training by your therapist. The initial physical therapy evaluation shall be filed in the chart. Of my own, I recommend thermo-modalities, E-stimulations, active therapeutic modalities, with traction and massage, aquatherapy, gait training. Your therapist may modify my recommendations. However, our mutual goal is to bring you back to normalcy and independency ASAP and to bring you to pre-accident status.
I will expect that you stick to this PT regimen strictly. You may be denied or weaned off pain medications, if you choose to not do physical therapy or short circuit the program. This is single most important part of the modality for your pain management. 
I can also refer you for home care therapy, if you are homebound or if you require attended care or if your therapist certifies such a need. The reason for homebound status usually is if you need assistance for all your activities or require assistance to ambulate or unable to safely leave home unassisted or if you are dependent upon adaptive devises or if you are confused that you may be unable to go out of home alone or if you are extremely short of breath or some other medical restriction or completely blind. If your therapist will recommend that you also go for a rehabilitation therapy or work hardening program, then it will be agreed to by me as well. Similarly, if the PT recommends and recertifies for further PT to extend your PT beyond the usual 120 days, I will review and decide whether to continue your PT and/or add chiropractor care. Usually, soft tissue injuries are known to reach maximum functional potential by 120 days.
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2. Disability:
The patient will be provided with disability focusing on work restriction 7 hours 6 days, 0 pound lifting with no excessive bending, twisting, or squatting.

3. NON-NARCOTIC Pharmaceutical Medications:
I recommend that you take the following checked medications for the next 6 months. These medications are maintenance medication for pain management and are able to help in analgesia and reduce inflammation. They further improve the safety margin, by allowing me to reduce narcotic pain medications. Hence you are expected to take the following as are checked by me. You are required to update the doctor on each visit for any side effects or any other issue regarding the medications. 

The patient is provided with the following medications:

1. Celebrex 200 mg once a day for antiinflammatory effect and help in healing.
2. Lyrica 50 mg a day for help with pain relief.

3. Fioricet one to two every six hours 30 of them to relieve the headaches.

4. Tramadol as a narcotic 50 mg tablet #15 tablets for 15 days for help with the pain relief.

5. Prilosec 20 mg twice a day for help with the stomach ulcer.

6. Lidocaine patches 5% for help with topical pain relief.

4. NARCOTIC Analgesics:
I have reviewed and considered your MAPS for up to the last two years. I have also reviewed and considered your urine drug screen results for qualitative and quantitative toxicology analysis under the diagnosis code Z79.891 and Z79.899. I have personally discussed the findings with you. I find that you are in compliance with the requirements from the State and Federal Government and the narcotic agreement policy with Advance Pain Care, as signed by you. I will therefore prescribe you the following pain medication, with the main goal of adequately relieving your pain while considering safety. These medications shall provide you improvement of function and good sleep and help in healing and recovery.

5. Non-pharmacologic Modalities:
I recommended to the patient: Magnets, acupuncture
6. Home Exercise Plan: 
I recommended to the patient: Yoga, meditation, Tai-Chi, home massage, warm showers, and infrared heat

7. Referral to Psychiatry:
I referred the patient to Dr. Parks, Suite 420, or patients may choose on their own.
I recommended to the patient: Hypnosis, behavior modification for the purpose of being able to deal with residual pains, and biofeedback.
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8. Fitness Club Program:
I highly recommend you to join a gym and begin supervised exercises as much as possible. I want you to do swimming pool exercise as much as possible under guidance, use hot sauna, steam sauna, massage, and walking on a treadmill. 
9. Weight Loss Program:
Not warranted.
10. Review of available MRI and other imaging records:
None is available.

11. Interventional Pain Procedures:
The patient could benefit from trigger points injections in the cervical, thoracic and lumbar region at the trigger points that are being observed
12. Surgical Options:
None are being considered at this time.

13. Referral to Neuropsychiatry Evaluation:
Not being considered. The patient has mild symptoms or none at all. Except for dizziness, nothing else is going on.

14. Provision of Attended Care & Caseworker:
Not warranted.

15. Past Medical Records:
Past medical records are being obtained from Henry Ford Hospital.

16. Investigations:
The patient may undergo MRI for the complete spine, but today I am not ordering any. Any other investigations will be considered at a later date.
17. DME / Assistive Adaptive Devices: 
The following DME are for walking aid and for immobilization and support of your injured body part. The DME are believed to help you regain independence, improve healing, improve the underlying pain, help normalize life functions and possibly reduce your dependence on pain medications.
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The patient is being provided with:
[X]: Rx for Neck Brace 
[X]: Rx for Back Brace
[X]: Rx for TENS unit 
[X]: Rx for Knee Brace
[X]: Ace Bandage
18. Education:
I will refer you to the various education materials and literature for your review, especially regarding spinal injuries and joint injuries and pain relief. I will direct you to various sources within the office and outside at local libraries, regarding various issues:
Dieting, Weight loss, Pain Education, Diabetes Management, Fall Precautions, General Health Habits, Yoga, Meditation, Cancer Prevention
Web help for pain management: The following web help is available for you to educate yourself and I refer you to view these for your information: www.cdc.org, Mi.gov/Lara

www. painedu.org, www. na.org, www. painaction.com, www. ampainsoc.org, www. theacpa.org, www.drugfree.org, www.nar-anon.org, www.partnersagainstpain.com
19. Followup Visit: 
This patient will be seen in 10 days for followup. An appointment is made for the visit.

20. Physician Contact & Support:
This patient has been provided with a direct contact information with the office and with Dr. Sharma for any emergencies. A personal cell phone number is provided 248-747-0263 for any urgent communication needs.

Vinod Sharma, M.D.

