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: Kathy Pena Gomez

DATE OF BIRTH: 01/20/1993

DATE OF ACCIDENT: 12/04/2020

DATE OF SERVICE: 01/18/2021
HISTORY OF PRESENTING ILLNESS
Ms. Kathy Pena Gomez was last seen on 12/18/2020. She had not come for a visit until now. Our office did try to reach her out many times, but there was language problem and issue with the scheduling. She missed her appointment. She was expected to be seen after seven days of the first visit and due to the Christmas time and various other issues, New Year Eve and all that, and her being involved in dizziness, vertigo, and TBI, she missed several appointments. Originally, it was expected to be seven days later second appointment and two weeks later third appointment. Today, 01/18/2021, she presents herself. She reports that her pain in the neck is around 8 and lower back pain is 7. She has no middle back pain at this time. Also, her head is hurting to the tune of 8 and associated with dizziness and vertigo. No other issues are reported like loss of memory, vision problem, or balance problem. In addition, the patient reports that radiation of the pain from the neck is only to the right arm involving fourth and fifth finger which is rapidly improving. Her radiation of pain from lower back is to the right leg which is off and on and much less in frequency and much less severe. Lower back pain is only 7. She has significant improvement in all of these pains according to her to the tune of 90%. The pain medications worked very well. Her TMJ right side of the jaw is being treated by Dr. Kline and she is seeing Dr. Raja for her right ear hearing loss. Her headache is only limited to both temples especially the right temple. As you know, there was minor fracture in the skull as well as right orbit and some issue with the right TMJ. Pain levels are only 5 to 8 and 90% pains are reported relieved. In the life functions, the patient reports that her general activity, mood, walking ability, work, relationship with other people, sleep and enjoyment of life are affected to the tune of 9.

ADDITIONAL HISTORY: In the last 30 days, the patient denies any changes in the pain, medical history, surgical history, hospitalization, weight loss, or new trauma.
CURRENT PAIN MEDICATIONS: Ultram, Tylenol No.3, Naprosyn, Elavil, Flexeril, Neurontin, and lidocaine gel.
SUBSTANCE ABUSE: None reported.
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COMPLIANCE HISTORY: The patient reports full compliance to the pain medicine regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient currently reports headaches which are same to the tune of 8 and they are associated with dizziness and vertigo, but they are not associated with any vision disturbance, light sensitivity, or noise sensitivity. They are much less often. There is some difficulty sleeping, weakness, and anxiety. The patient denies any loss of balance, loss of equilibrium, loss of memory, double vision, or vision disturbances.

Pain/ Numbness: The patient reports ongoing pain in the neck, lower back, left knee, left ankle and foot, difficulty walking, pain in the right shoulder, and neck as well as some numbness, stiffness in the shoulder, neck and lower back along with jaw stiffness. She also has off and on pins and needles in the right arm and right leg, but much less often.
GI: The patient reports nausea and difficulty swallowing. Denies any vomiting, diarrhea, constipation, digestive problems, incontinence of the bowel, stomach pain, or blood in the stool.

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

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

PHYSICAL EXAMINATION

VITALS: Blood pressure 124/70, pulse 74, temperature 96.7, and pulse oximetry 98%.

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. 

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.

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.
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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.
*__________*

DIAGNOSES

*__________*

PLAN OF CARE
The patient is provided the following medications: Naprosyn, Skelaxin, Elavil, Neurontin, and lidocaine gel. She is also provided with Fioricet one to two every six hours p.r.n. and Ambien 10 mg at night #30 tablets. Tylenol with Codeine No.3 every eight hours #90 tablets were provided for pain relief. Her MAPS have been reviewed. Her laboratories of the last time were reviewed and she is compliant. The patient is provided physical therapy three times per week with traction, massage, aquatherapy, gait training, home exercise, and McKenzie back program as well as she is provided disability in work, housework replacement, attended care, transportation, and case management. The patient has filed affidavit where she is unable to bend. She gets dizzy and because of the TBI, she is requiring four hours four days per week attended care. She is also referred to ophthalmology consult for infection in the right eye. She is referred to Dr. Basha neurology as well as Dr. Kline. At this time, the patient is stable. She is improving rapidly. She will be again seen in 30 days’ time.

Vinod Sharma, M.D.

