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: Rayland Gordon
DATE OF BIRTH: 10/26/1983
DATE OF ACCIDENT: 03/04/2021
DATE OF SERVICE: 01/13/2022
HISTORY OF PRESENTING ILLNESS

Rayland Gordon initially was injured in an automobile accident on 03/04/2021 where he was in an accident with whiplash and side-to-side impact leading to injury by the seatbelt and also with the headrest leading to headaches and loss of equilibrium. The patient was traveling as a front seat driver and started having pain in the neck and lower back to the tune of 10 in the beginning when he came. The patient has undergone several months of physical therapy and also visit to other physicians. On initial examination, he was found to have a positive involvement of sacroiliac joints which was found to be tender and positive FABER test and Gaenslen test leading to his continuation of treatment. The MRI the patient has brought to us that we have been waiting. We continued his therapy for the month of December two times per week with traction, massage, aquatherapy for neck and lower back and it appears that he is doing well. Record release has been ordered from all providers including his attorney, Dr. Ramakrishna who is a spine surgeon as well as the hospital Henry Ford and Sinai Grace. He was last seen on 12/10/21. We are still waiting for the records. So we will continue seeing him. The patient has pain level around 10 in the area of neck, lower back, and he reports that he has only 30-40% improvement in his symptoms since the accident and that is why he was referred here by his attorney to follow up and complete treatment. In the ADLs, the patient reports that he has no involvement of any areas. He is able to walk well and sleep well. Mood is okay. 
ADDITIONAL HISTORY: In the last 30 days, the patient has no changes in the pain level. 40% improvement was reported. There are no changes in the medical history, surgical history, hospitalization, weight loss or any other trauma.

CURRENT PAIN MEDICATIONS: Tylenol with Codeine.
SUBSTANCE ABUSE: None is reported.

COMPLIANCE HISTORY: The patient reports full compliance to the pain medication regimen.
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REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports vision disturbance, double vision, difficulty sleeping, and loss of equilibrium. Denies any headaches, dizziness, vertigo, loss of memory, anxiety, depression, or panic. He denies any other issues like lack of focus or lack of concentration.
Pain/ Numbness: The patient has pain in the lower back, mid back, upper back and pain in the shoulder, neck, and lower back and nerve pain.

GI: The patient has no nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowels, stomach pain, blood in the stools, or trouble swallowing.

GU: The patient has no incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: The patient has no asthma, trouble breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 227/181, pulse 90, pulse oximetry 98%, and temperature 97.1.

GENERAL REVIEW: The patient is alert, oriented, cooperative, conscious, and is sitting comfortably. This patient is good built and well nourished and the hydration is good. The patient does not appear in any acute distress or SOB or severe pain facies. This patient does not appear anxious or lethargic. This patient has good attitude and demeanor. Dress and hygiene is normal. This patient is able to walk well and is mobile, independent, without using any adaptive devices.
MUSCULOSKELETAL EXAMINATION:

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

Palpation: There is no scoliosis or abnormal kyphosis or hump back. The pelvic iliac crest height is equal. There is no pelvic tilt noticed.

Spine Tenderness: There is no tenderness of the vertebral spine.

PVM Spasm and tenderness: None.

PVM Hypertonicity: None.
ROM:
Cervical Spine ROM: Normal.
Thoracic Spine ROM: Normal.
Lumbar Spine ROM: Normal.

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.
Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. Slump test is negative. Passive Scapular Approximation test is negative.
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Lumbar Spine: Brudzinski- Kernig test negative. Straight leg raising test (Lasègue’s test) is negative. Contralateral leg raise test (Cross leg test) is negative. Bragard test is negative. Kemp test negative. Femoral Nerve Stretch test is negative. Femoral Nerve Traction test is negative. Prone Knee Bending (Nicholas) test negative. Compression test negative. Knee Flexion test negative. Valsalva maneuver negative. Babinski test negative.

Sacro-Iliac Joint: Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is negative. Gaenslen test is negative. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Except for the neck and lower back, the extremities are warm to touch and well perfused. There is no tenderness, pedal edema, contusions, lacerations, muscle spasm, varicose veins. ROM for all joints is normal. Quick test is negative. No leg length discrepancy noticed.

GAIT: The gait is normal. The patient is not using a cane or adaptive devices.

DIAGNOSES
GEN: V89.2XXD

CNS: R51, R42, G44.329

PNS: M79.2

MUSCLES: M60.9

LIGAMENTS: M54.0
Cx Spine: M54.2, M50.20, M54.02, S13.4XXA

LS Spine: M54.5, M51.27, M54.16, S33.5XXA

SI Joint: M46.1
PLAN OF CARE
I have provided the patient with Naprosyn 500 mg twice a day, Elavil 50 mg at night, Skelaxin 800 mg twice a day, and melatonin 10 mg at night with one refill. The patient is provided with Norco 7.5/325 mg every 12 hours for 7 days #14 tablets to help with the pain that he is complaining of. He will continue his physical therapy once a week with traction, massage, aquatherapy, gait training, and home exercise. Disability will continue in work, housework and transportation. His MAPS have been reviewed. His labs have been reviewed. The patient will continue with all the treatments. His records have been ordered release. The patient will be seen in seven days.
Vinod Sharma, M.D.

