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: Ernest Marion

DATE OF BIRTH: 12/02/1954

DATE OF ACCIDENT: 08/18/2019
DATE OF SERVICE: 02/11/2021
HISTORY OF PRESENTING ILLNESS

Mr. Ernest Marion is here for a followup evaluation. He was last seen on January 13, 2021. Additionally, he was the victim of an automobile accident where he was a driver of the car which lost control during lightning that struck their car. As a result of losing control, they hit bunch of trees and he has had headaches along with symptoms of TBI with dizziness, vertigo, losing balance, losing memory, nausea, blurred vision, and pain in the neck and lower back as well as pain in the pelvis, left hip, left knee as major issues. Currently, the patient reports that he has pain in the neck to the tune of 5. He reports pain in the lower back to be 5. The pain in the left hip is at 5. He reports that the hip pain is now completely better since he got the hip injection. He also reports that his knee is now hurting at 5 and he is able to go up and down with minimal pain. He is adamant about not ever getting surgery or any other place. His deposition is scheduled for March 2, 2021, and he does not want to see a neurologist but he was recommended on the last visit for his TBI symptoms. He also has not scheduled his neuropsych evaluation. He reports that he has no pain when he is sitting, but his pain is mostly located on getting up although he reports that his overall situation of pain is 50% better. The pain level usually is around 5 and the ADLs are not adversely affected.
ADDITIONAL HISTORY: In the last 30 days, no changes in the pain level or medical history, surgical history, hospitalization, or weight loss are reported. No other trauma is reported.
CURRENT PAIN MEDICATIONS: Norco 7.5 mg.

SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: The patient is fully compliant to the pain medicine regimen.
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REVIEW OF SYSTEMS:
Neurology / Psyche: The patient reports still ongoing loss of balance, depression, weakness, tension. Denies any headache, vision disturbances, dizziness, vertigo or memory loss or any seizures.

Pain/ Numbness: The patient reports history of pain in the left ankle, left knee, left hip, left wrist, and left elbow with moderate difficulty in walking. He also has severe pain in the right shoulder, left shoulder, neck pain, mid back pain, upper back pain, lower back pain, nerve pain, as well as stiffness in the shoulder, neck and lower back.
GI: The patient denies any nausea, vomiting, diarrhea, constipation, digestive problem, incontinence of the bowel, or any other symptoms.
GU: No blood in the urine, painful urination, frequency or incontinence of the urine.
Respiratory: No asthma, trouble breathing, chest pain, cough, and shortness of breath.
PHYSICAL EXAMINATION

VITALS: Blood pressure 186/116. Pulse 80. Temperature 98.7. Pulse ox is 96%.

GENERAL REVIEW: This is a 65-year-old African-American gentleman of an average built and nutrition, alert, oriented, cooperative, and conscious. No pain facies, acute distress, or shortness of breath are noticed. No severe anxiety or lethargy is noticed. Dress and hygiene is normal.

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: No spine tenderness is noticed in the cervical area. However, minimal tenderness is noticed in bilateral sacroiliac joints. 

PVM Spasm and tenderness: No paravertebral muscle spasm.

PVM Hypertonicity: There is no hypertonicity of the paravertebral muscles observed. 
ROM:

Cervical Spine ROM: Flexion 60, extension 75, lateral flexion 45, and rotation 80.

Thoracic Spine ROM: Flexion 50, extension 45, lateral flexion 40, and rotation 30.
Lumbar Spine ROM: Flexion 60, extension 25, lateral flexion 25, rotation 18 degrees with no tenderness in any range of motion. Hyperextension is not painful.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is positive. Lhermitte test is positive. Distraction test is negative. Soto-Hall test is positive.
Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. Slump test is negative.
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Lumbar Spine: Brudzinski-Kernig test is negative. Straight leg raising test (Lasègue’s test) is positive at 60 degrees. Contralateral leg raise test (Cross leg test) is positive bilaterally. Bragard test is negative. Kemp test is negative. Babinski test is negative.

Sacro-Iliac Joint: SI joints are found to be slightly tender and with iliac compression being negative. Standing flexion test is negative. Distraction tests are negative. FABER test is found positive bilaterally. Gaenslen test is positive bilaterally. Trendelenburg sign is negative.
EXTREMITIES (UPPER and LOWER): There are no positive findings on examination of the shoulders and elbows. In the wrist area, bilaterally, Tinel sign is positive and Phalen sign is positive. However, the peripheral pulses are normal. Reflexes are normal. Motor power is normal.

Examination of the hip joint is completely normal with flexion at 140 degrees, external rotation 40 degrees, internal rotation 40 degrees, and adduction 30 degrees. Internal and external rotations are normal. No tenderness. Bilateral knee joints are also found to be completely normal. 

There is mild tenderness of the right wrist region and right scaphoid fossa upon examination. Phalen sign and Tinel sign were found positive on the left hand and the right hand bilaterally. Motor power is 4/5 and grip is moderately poor.

GAIT: Gait is normal. The patient is able to walk reasonably well with the help of a cane.

DIAGNOSES
GEN: V89.2XXD, R26.2, R53.1.

CNS: R51, R42, F41.1.

PNS: M79.2.

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

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

WRIST: M25.539.

HAND: CTS RT: G56.01, CTS LT: G56.02.

HIP: M25.551 (RT), M25.552 (LT).

KNEE: M25.561 (RT), M25.562, M23.205, M23.202.
ANKLE/FOOT: M25.571 (RT).

Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA.

TH Spine: M54.09, M54.6, M51.24, M54.14, M54.02, S23.3XXA.

LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA.

SI Joint: M54.17, M43.28, M53.3, S33.5XXA.
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PLAN OF CARE
Continue all the medications. The patient is provided with Naprosyn 500 mg twice a day, Elavil 50 mg at night, Norco 7.5 mg/325 mg q.12h. for 30 days #60 tablets are provided. The patient has been informed that he will be weaned off the Norco and Ultram or Tylenol No.3 will be provided since he has obtained pain medication for a while and time has come to relieve him off the pain medications. He does not agree with that, but I believe we have served him as best as we can. So far he has been adequately compliant. His MAPS and urine drug screen have been adequately reviewed. His MRI have been discussed with him in detail. All the possible options have been discussed with him in detail, surgical or interventional pain or other referral. The patient is adamant about not having any surgery. He is not seeing a neurologist or a psychiatrist. I believe only pain medication and will be concern and at one time he is reporting his 50% better, but yet he is seeking all the pain medications. I really feel that I will not see him or at least cut down his medication to schedule IV like Ultram. While the patient was leaving our office, he reported that he will not come and see since  he did not obtain Norco from us. I was a little bit perturbed about this. Hopefully he will do well and good judgment will prevail.
If he comes back, he will be seen in 30 days’ time.

Vinod Sharma, M.D.

