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: Kathy Pena Gomez
DATE OF BIRTH: 01/20/1993
DATE OF ACCIDENT: 12/04/2020
DATE OF SERVICE: 12/18/2020
HISTORY OF PRESENTING ILLNESS: Kathy Pena Gomez is presenting here with chief complaints of severe pain in the face, eye, vision problem, blurry vision, headache, jaw pain, difficulty in swallowing, TBI, right ear tinnitus, nausea, vertigo, dizziness, lumbar pain, cervical pain, left knee pain, nightmares, and right arm pain with tingling of the right hand, light and noise sensitivity and right jaw pain. The patient attributes all of these symptoms to a motor vehicular accident on 12/04/2020. 
HISTORY OF MVA: On 12/04/2020, the patient was traveling as a rear seat passenger at around 4 p.m. in a large van that was carrying her for job-related *__________* commercial van Mercedes. The accident occurred in Detroit near Oakland Boulevard and Shaffer. The second car was unknown to the patient and unknown speed. The accident was on a red light at Oakland Boulevard and Shaffer and it was T-boned on the driver’s side at the place where Kathy Pena Gomez was sitting. Due to the impact, she woke up on the floor and she could not move at all immediately after the accident. She lost her consciousness for unknown period. The airbags were deployed in the van in the front. She was not restrained at the time of accident. It was not a hit-and-run accident. The police arrived at the scene. Ambulance arrived at the scene. She was carried by ambulance to Beaumont Hospital Dearborn where she was inpatient for four days and then she was discharged, but only various x-rays, MRIs, and CT scans were performed on her. No surgery was done. She did not see the actual accident, but she was a victim of it. Again, she was not feeling very well and she was again seen at Henry Ford Hospital Dearborn where she was observed for several days and focussed on the eye injury. According to her, the van was totaled and the other car was totaled also. 
DETAILED HISTORY OF PRESENTING COMPLAINTS: The patient is suffering from various symptoms. She has extreme pain in the neck especially in the middle and both sides across, 8 on a scale of 1 to 10 with radiation to both arms front and the back involving fourth and fifth fingers as numbness and tingling on both sides, which is continuous. The patient suffered from pain in the middle back, upper back, and lower back to the tune of 7 and lower back pain is 8.
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The patient further reports that there is a radiation of pain in the front of the leg and 2, 3, 4 distribution including all the toes, the right leg, right foot, and right ankle and foot, which is continuous as numbness and tingling. Additionally, the patient suffered from headaches that were present in the front and more on the right temple than the left temple. They are severe. On a scale of 1 to 10, they are 10 constant, sensitive to the light, sensitive to noise, and associated with nausea. 
ADDITIONAL SYMPTOMS OF TBI: The patient is reportedly suffering from dizziness and vertigo of extreme kind, loss of consciousness, ringing in the ear and right ear *__________*, nausea, loss of vision field, and blurry vision are also reported. In addition, the patient suffered fracture of the right cranium and right face, facial bones, right orbit and into the right jaw according to her. No records are available. She has extreme pain in the right side of the face. She has extreme difficulty in swallowing. She has not had any vomiting. She has severe pain in the left knee to the tune of 7, which is making her difficult to walk or stand or go upstairs or downstairs. She also has pain in the right arm along with tingling of the right hand including fourth and fifth finger especially. These pains are described to be present continuously and they are described as stabbing, sharp, and aching and on a severity of 1 to 10, they are 6 to 9 most of the time.
Modifying Factors for the Pain: Pain is worsened by sitting, bending, coughing, standing, lying down, walking, and relieved by medications, physical therapy, heat and massage.
The patient reports that she has associated muscle weakness, numbness, tingling, pins and needles of both arms and right leg. There is no bladder or bowel incontinence. The patient also had following associated symptoms of lightheadedness, numbness, tingling, and difficulty walking. She denies any saddle anesthesia, sleep disturbance. Moderate anxiety, depression, and panic is reported. She has no incontinence of the bowel or urine, lethargy, or weakness. 
Effect on the ADLs: The patient reported that her following ADLs are affected eating, feeding, personal hygiene, toileting, bathing, dressing, running, writing, home chores, doing laundry, doing yard work, vacuuming, cooking in the kitchen, and reaching into cabinets are affected 10 on a scale of 1 to 10. Walking and standing are affected 9. Dialing a phone, opening containers, and ability to lift dinner plates is affected 6 on a scale of 1 to 10. 

HISTORY OF PAST TREATMENT: The patient reports following that she has had various x-rays, MRIs, and CT scans and admission to two hospitals – Beaumont Hospital on the day of the accident and Henry Ford Hospital one week after she was admitted. The patient reports that she had MRI of the brain in the Northland Radiology. She has had EMG of the upper and lower extremities. She also had TBI. She is seeing Dr. Basha neurology.
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She also has already seen Dr. Kline for her TMJ issues for which various x-rays have been done and also various MRIs have been done for which the records have been requested to be released. The patient has fulfilled various opioid risk tools like opioid risk tool, HONC, COMM, SOAPP, mental health screening tools and is low risk for opioid use.

PMH: Noncontributory.

PSH: Positive for three C-sections.

ALLERGY HISTORY: No known drug allergies.

Mood is described at 3 and she has problem with sleep and mood, but denies any issue with depression, concentration, or self-worth. She has no homicidal thought or suicidal thought. She has severe panic and anxiety.

FAMILY HISTORY: Noncontributory. Mother and father are alive. Siblings are alive. 

RELATIONSHIP STATUS: The patient reports that she is single and she does commercial cleaning full time. This is her second day job. 
EMPLOYMENT STATUS: The patient is unemployed due to pain.

DISABILITY HISTORY: She has never filed disability.

LEGAL HISTORY: The patient has Mr. Lucas *__________* as attorney for legal representation.
PERSONAL HISTORY: The patient does not drink, does not smoke and does not use any 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.
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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.
GI: The patient has nausea and constipation.
GU: Negative for any urinary urgency, dysuria, change in nature of urine, bleeding, any testicular pains, vaginal discharge or 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: The patient reports back and neck pain, dizziness, headache, weakness, paralysis of the arm and leg.
Psychiatric: Depression.
Vascular: Negative for any history of phlebitis, cramping of legs, varicose veins, claudication or resting pain. 
PHYSICAL EXAMINATION:
VITALS: Height 5’ and weight 100 pounds.
GENERAL REVIEW: This is a 27-year-old Latino female of an average built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. No severe anxiety or lethargy, but the patient is in acute distress due to the severe pain and no shortness of breath is noticed. The patient has a very attitude and demeanor. The dress and hygiene is normal. The patient is able to walk well and is mobile without any cane or adaptive devices. 
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: Head is traumatic and normocephalic. There is a fracture in the right cranium, hairline fracture, but it is tender and no hematoma is noticed.
EYES: The right eye has a subconjunctival hemorrhage. There is an infraorbital fracture on the right orbit.

ENT: No bleeding is noticed on examination. The TMJ is painful, tender and traumatic. The denture is intact. There is a fracture of the nose, stable and nondisplaced. 
NECK: There is extreme rigidity to movement. It is not a nuchal rigidity, but it is extreme spasm in all the cervical muscles, but there is no carotid bruit. There is no surgical scar. Trachea is central. JVD is normal. Thyromegaly is not present. 
CHEST: On examination of the chest, it appears that the patient has extreme pain in the chest. She is not able to breathe well. Air exchange is limited. There is no sign of fracture, but the sternum and the cartilage part of the ribs are quite tender. There are no crepitations heard and the air exchange is lessened to half to what it should be due to the pain. No rhonchi, wheezing, or crepitus heard.

Kathy Pena Gomez

Page 5

HEART: Completely normal. No murmurs or gallop rhythms are heard.

ABDOMEN: Abdomen has slight tenderness on the left upper quadrant, but there is no spleen rupture or splenomegaly. No kidney pain. There are no other organomegaly or masses. Bowel sounds are found normal in all quadrants. There is no acute abdomen. No contusions are noticed.
GU: Normal. No signs of trauma or any other pathology.

PELVIC: No pelvic fractures are noticed. No tenderness in the pelvic area except there is a pain in the sacroiliac joint bilaterally. 
PSYCHIATRIC EVALUATION: The patient has a normal intelligent speech with good insight. Mood is normal and the affect is full.
NEUROLOGICAL EXAMINATION
(A)
CENTRAL NEUROLOGICAL EXAMINATION: The patient is sufficiently awake, alert, and oriented to place, time, person and general circumstances. She is very cooperative and conscious with good demeanor and attitude. Cranial nerves II - XI are examined and no focal deficit is noticed except for the VIII due to the hearing problem on the right ear. The patient is able to provide personal history. She has adequate knowledge of the current events and past events. 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 or dysmetria and the patient is able to judge distance and scale appropriately.
(B)
PERIPHERAL NEUROLOGICAL EXAMINATION: Motor power: The motor power is 4/5 in all extremities. Reflexes: Deep tendon reflexes are 4/4, rapid. Babinski is negative. No abnormal tremors or movements are noticed. No fasciculations or clonus in the muscles. 
(C)
SENSORY SYSTEM: Sensory system is intact. Two-point discrimination test was conducted. The patient is able to mostly tell two-point, light touch, pinprick and proprioception. Romberg tests were tested. Sensory system is found to be normal. The coordination is completely normal utilizing finger-to-nose and heel-to-shin test. Her balance and equilibrium is okay, but she has tinnitus out of the right ear as well as she has a difficult time hearing. The patient can maintain standing position with eyes closed and open. Gait is slightly painful; however, the patient is able to walk despite pain in the left knee.

(D)
MUSCULATURE EXAMINATION: There is a severe spasm in the paravertebral muscle from C2-L5 bilaterally with 2+ hypertonicity and mild tenderness. The sacroiliac joints are tender. There is also a severe spasm in the cervical fibers of trapezius and cervical capitis muscle as well as the middle fiber of the trapezius and there is also a general spasm in rest of the trapezius muscles. Some spasm in latissimus dorsi is also noticed, but there is no real tenderness. 
MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has normal curvature and alignment with no scars being noticed.

Palpation: There is no scoliosis or abnormal kyphosis or hump back. The pelvic iliac crest height is equal. No pelvic tilt is noticed.
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Spine Tenderness: Severe tenderness of the spine is noticed in the entire cervical spine, thoracic spine, lumbar spine, as well as both the sacroiliac joints.

PVM Hypertonicity: 2+ hypertonicity is noticed throughout paravertebral muscles. 
ROM:
Cervical Spine ROM: Extremely limited. Forward flexion 20, extension 10, bilateral side flexion 10, and bilateral rotation 20 degrees.
Thoracic & Lumbar Spine ROM: Severely limited due to the pain. Forward flexion 20, extension 10, bilateral side flexion 10, and bilateral rotation 10 degrees.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is positive. Spurling test is positive. Lhermitte test is positive. Distraction test is positive. Soto-Hall test is positive. Myelopathy signs are absent.
Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. 

Lumbar Spine: Brudzinski- Kernig test is positive. Straight leg raising test (Lasègue’s test) is positive. Kemp test is positive. Bragard test is positive. Babinski test is positive.

Sacro-Iliac Joint: Bilaterally tender with positive standing flexion test. Positive iliac compression test. Positive distraction test. Positive FABER test bilaterally. Positive Gaenslen test bilaterally. Trendelenburg’s sign is negative.
DICTATION ENDS ABRUPTLY

Vinod Sharma, M.D.
