Clinic Visit Note
Patient’s Name: Mohammed Ateeq
DOB: 03/24/1975
Date: 10/26/2021
CHIEF COMPLAINT: The patient came today with a chief complaint of left-sided low back pain, radiation of pain to the lower extremities and muscle spasm.

SUBJECTIVE: The patient stated that he noticed pain in the back on the left side and the pain level is 7 to 8 upon exertion and it is relieved after resting. Pain happens especially in the daytime during activities and lately he has noticed radiation of pain to the lower extremity especially on the left side and also has frequent muscle spasm a few times a day. The patient had MRI of the lumbar spine and results are reviewed with the patient. He had extensive lumbar disc protrusion along with disc annular tear. Also, the patient has muscle spasm. All his questions are answered to his satisfaction. He verbalized full understanding. The patient stated that with physical therapy, he feels better a few hours and after that pain starts back to the same level. He has not fallen down in recent past.
The patient has been anxious for the past few weeks as he is preparing for his board exam.
PAST MEDICAL HISTORY: Significant for bronchitis and the patient is on albuterol inhaler two puffs three to four times a day as needed and albuterol 2.5 mg nebulizer solution two or three times a day as needed.
The patient also has a history of vitamin D deficiency and he is on vitamin D3 2000 units every day.
The patient has a history of urinary incontinence and he is on tamsulosin 0.4 mg once a day. The patient was recently seen by urologist and had a complete evaluation.

ALLERGIES: None.

SOCIAL HISTORY: The patient is married. He lives with his wife. He has no history of alcohol use or subsequent abuse. However, the patient smokes half a pack of cigarettes per day and he is cutting down significantly. The patient does do stretching exercise every day and he is on low-carb healthy diet.
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REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, sputum production, fever, chills, exposure to any infection or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary incontinence, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or skin rashes.
OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.

CHEST: Symmetrical without any deformity. There is no axillary lymph node enlargement.

LUNGS: Clear bilaterally without any wheezing.

HEART: Rapid first and second heart sounds without any cardiac murmur and it improved after resting.

ABDOMEN: Soft without any tenderness. Bowel sounds are active.

EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGIC: Examination is intact without any focal deficit and the patient is ambulatory with a slow pace.

MUSCULOSKELETAL: Examination reveals significant tenderness of the paralumbar soft tissues especially on the left side and lumbar flexion is painful at 45 degrees. Lateral flexion is also painful on the left side.
PSYCHOLOGIC: Psychologically, the patient appears anxious, but has a normal affect.
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