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: Latisha Pinkard
DATE OF BIRTH: 04/14/1971
DATE OF ACCIDENT: 09/26/2018
DATE OF SERVICE: 02/17/2021
HISTORY OF PRESENTING ILLNESS
Ms. Latisha Pinkard was involved in a head-on collision on 09/26/2018 as a restrained driver subsequent to which the patient started having headaches and pain in the neck, lower back, both shoulders, and left knee as chief issues. Even now she has issues with the shoulder, especially the right shoulder, pain is around 9 and she can only lift up to 110 degrees. So far, she has had no surgery for the right shoulder although she has been seeing Dr. Galliard and Dr. Robert and surgery has been planned, but it could not be done due to clearance from the neurosurgeon who did cervical spine surgery for her. At this time, her neck pain is completely 0. No radiation to the arms or fingers. Pain in the left knee is reported to be 7. Lower back pain is around 7 to 9 on a variable degree. Mid back pain is around 5 and the patient significantly has improved from the previous issues and she wants to go back to work, but on a light duty job. Her knee pain is reported to be 50% better. Shoulder pain is also 25% better. Pain level is around 9 with 60% pain being relieved so far with the current treatments. Overall, her ADLs are affected 9 in every category including general activity, mood, walking ability, work, relationship with other people, sleep, and enjoyment of life.
ADDITIONAL HISTORY: There are no changes in the last 30 days in medical history, surgical history, hospitalization, weight loss, or any other trauma.

CURRENT PAIN MEDICATIONS: None. The patient is taking only Naprosyn.
SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: Full compliance is reported.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient has headaches which are resolving. They are not associated with any dizziness, vertigo, vision disturbance, double vision, blackout, seizures, loss of balance, loss of equilibrium, lack of focus, lack of concentration, poor work performance, and loss of work, but none of these are present. No anxiety, depression, and panic is present. Only issue she is complaining is difficulty sleeping.
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Pain/ Numbness: The patient has pain in the left knee, pain in the right shoulder, neck pain, mid back pain, upper back pain, and lower back pain along with numbness and tingling occasionally, stiffness in the right shoulder and neck stiffness and lower back stiffness. 
GI: No nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowels, or blood in the stool is reported.

GU: There is no incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: No asthma, trouble breathing, chest pain, coughing, or shortness of breath are reported. No additional issues are reported. Pain level is the same. 
PHYSICAL EXAMINATION

VITALS: Blood pressure 132/88, pulse 76, temperature 96.9, and pulse oximetry 99%.

GENERAL REVIEW: This is a 48-year-old African-American female of a good built and nutrition, alert, oriented, cooperative and conscious. No cyanosis, jaundice, clubbing, or koilonychia. Hydration is normal. Gait is normal. Dress is normal. Hygiene is normal. Facial expressions are normal and there is no distress.

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.

PVM Spasm and tenderness: No paravertebral muscle spasm is present in the cervical, thoracic and lumbar region. 
ROM:
Cervical Spine ROM: Flexion 30, extension 70, lateral flexion 40, and rotation 80.

Thoracic Spine ROM: Flexion 60, extension 40, lateral flexion 35, and rotation 35.
Lumbar Spine ROM: Flexion 60, extension 25, lateral flexion 18, and rotation 18. 

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. The patient has a 2-inch long surgery scar in the front of the cervical spine.

Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative.

Lumbar Spine: Brudzinski-Kernig sign is positive. Straight leg raising test (Lasègue’s test) is positive 65 degrees. Contralateral leg raise test (Cross leg test) is positive. Bragard test is negative. 

Sacro-Iliac Joint: Sacroiliac joints are mildly tender. Sacral rocking, sacral compression, iliac compression, and distraction tests were negative. FABER test and Gaenslen tests are positive on the left side. 

MUSCULATURE: No trigger points are noticed.
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EXTREMITIES (UPPER and LOWER): The examination of the right shoulder is as follows: Inspection of the shoulder reveals a normal contour. On palpation, there is no spasm or atrophy of the muscles noticed. Rotator cuff muscles are 4/5 muscle strength and shoulder range of motions are diminished. The right shoulder has range of motion of abduction possible up to 120 degrees without any pain beyond which pain is noticed. The Hawkins-Kennedy test was found positive. Empty beer can test is positive. Neer test and Speed’s tests are positive. However, the anterior and posterior apprehension test is negative. Drop arm test is negative. On the left shoulder, all the testing are negative. Muscle strength is 5/5. Range of motion is normal. No tender points are noticed. 

LEFT KNEE: Examination of the left knee reveals the following: Mild tenderness is noticed on palpation of the peripatellar region. No swelling or crepitus, popping noise or grinding noise heard or felt. Flexion from extension 0 is 135 degrees. Collateral ligaments are found intact. Motor power is 5/5. Valgus/varus abnormalities are absent. Anterior drawer and posterior drawer is negative. McMurray sign, Steinman, and patellar apprehension is negative. The patient can walk reasonably well without any antalgic gait or limping.

DIAGNOSES

Motor vehicular accident V89.2XXD, headache R51, dizziness and giddiness R42, neuralgia and neuritis M79.2, myositis M60.9, myalgia M79.1, panniculitis affecting cervical, thoracic, lumbosacral spine and SI joint M54.0, right shoulder pain M25.511, rotator cuff tear M75.110, tendinitis M75.30, bursitis M75.50, glenoid labrum tear of the shoulder S43.432D. Cervicalgia M54.2, cervical disc displacement M50.20, radiculopathy M54.12, cervical dorsopathy M53.82, panniculitis M54.02, sprain of the joints and ligaments of the neck S13.4XXA, lumbago M54.5, LS disc displacement M51.27, LS radiculopathy M54.16, lumbago with sciatica M54.42, sprain of the ligaments of the LS spine S33.5XXA.

PLAN OF CARE
The patient is being referred to a chiropractor Dr. Sagala for services. Also, the patient is being referred to orthopedic doctor Dr. Roberts and Dr. Gilliard. MRIs are all reviewed with the patient. I do not have any new plan to do any other injection treatment for her. At this time, the patient is being referred to the specialist for continuing the treatment. EMG of the left upper extremity was ordered, but has not been done. The patient is seeing a neurologist for headache issues. At this time, the patient is otherwise stable. She has been released to a light duty job and her physical therapy is being done once a week. If chiropractor wants to do chiropractic services, more than happy to welcome her. Otherwise, no other medications are being provided. Her lab reports are not being ordered. She is taken off controlled drugs also. The patient will be seen in 30 days’ time in case a followup is needed. Her case is going very well.
Vinod Sharma, M.D.

