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: Roy Miller

DATE OF BIRTH: 11/12/1983

DATE OF ACCIDENT: 10/24/2020

DATE OF SERVICE: 02/25/2022

HISTORY OF PRESENTING ILLNESS

The patient initially was seen on 11/16/2020 for an automobile accident where his car sideswiped on the driver’s side and the patient was taken to Henry Ford Hospital. The impact of the accident caused head injury along with headaches, loss of balance, nightmares, fearful of the event, nausea and vomiting. The patient was complaining of pain in the neck and the left knee along with radiation to the left arm with involvement of second and third finger. Pain in the left knee was 8. The patient was reporting stiffness throughout, sleeping problems and anxiety problems. The patient never came since then. He was last seen on 02/04/21 and he presented one year later now. He did not provide any accident reason except that his attorney office referred him for evaluation here. I believe that his previous medical services were terminated because the clinic was closed and he has no other choice but to switch over. At this time, the patient reports that he is suffering from pain in the neck, lower back and the left knee since the time of accident with only minimal improvement. They are felt like throbbing, aching, burning, shooting and they are present most of the time especially in the morning and evening and worsened by standing, walking, and lifting as well as stress, poor sleep, and weather changes. However, the improvement of the pain is obtained by rest, lying, warm shower, heat, cold, and pain medication. These are associated with numbness, fatigue, vomiting, nausea, anger, anxiety and the patient can barely sleep no more than three hours. His daily activities are completely interfered. He has had two injections to the left knee at the previous doctor’s office. He has had physical therapy, TENS unit all along but no MRI has been done, and no CT scan has been done. No x-rays has been done.
Medication wise, the patient has used Norco, tramadol, gabapentin, and cyclobenzaprine.

PAST MEDICAL HISTORY: The patient reports high blood pressure, high cholesterol and anxiety.

PAST SURGICAL HISTORY: None.

MENTAL HEALTH HISTORY: None.
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PRIMARY CARE DOCTOR: Dr. Darwish

ALLERGIES: No known drug allergies.

MARITAL STATUS: Single. He has no children and lives alone. His highest education is high school and is unemployed. He used to work as temp cook and also was in security and home care provider.
He has never filed a disability.
Currently his legal agency is JC Auto Law.
PERSONAL HISTORY: The patient uses four cups of coffee and one to five cigarettes a day He does not use any drugs except marijuana.

FAMILY HISTORY: Positive for high blood pressure, diabetes, and pain problems.
CURRENT MEDICATIONS: Currently he is on Norco, lisinopril, atorvastatin, *__________*, gabapentin and Flexeril.

REVIEW OF SYSTEMS:

Constitutional: Lack of energy, poor appetite.

Endocrine: Cold intolerance.

Musculoskeletal: Weakness, muscle pain and joint pain.

Neurologic: Poor concentration, numbness and tingling of the arm and legs.

Psychiatric: Anger, usually high energy, excitability, anxiety, ongoing relationship problem and excessive worry.  The patient also reported that he was having extreme hard time finding a transportation to bring him to the health care providers. His headaches are mostly moderate 8 on a scale of 1-10, located in the back. Left knee pain is reported to be 8, which is worse on getting up or going upstairs or downstairs or sitting on the floor. Back pain and neck pain are 7 without any major radiation. The shoulder pain is also present, but minimal. He reports that his left hand third and fourth finger is numb and on the right side third and fourth finger is numb. It is off and on. He also has some burning of the left forearm and left arm according to him and in addition the patient reports left leg lateral and front is numb and tingling in L3-L4 nerve distribution. He has moderate anxiety and sleeps for two to three hours, loss of balance is reported. Nausea is reported. Denies any loss of memory, vomiting or vision problem. He has had an MRI done for the lumbar spine and went to C-spine, but he has not received any epidural injections. The C-spine folded their clinic and they left without any doctor. Physical therapy three times per week with choice physical therapy for the last 13 months. 75% improvement has been obtained and he expects more physical therapy to continue.
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PHYSICAL EXAMINATION:
VITALS: Blood pressure 225/143, pulse 90, and pulse oximetry is 99%.

GENERAL REVIEW: This is a 37-year-old African American male of a good built, nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. The patient does not appear to be in any acute distress, SOB or severe pain facies. There is no severe anxiety or lethargy. The patient has a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk well and is mobile, independent, without using any adaptive devices.

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: There is no major tenderness in the spine except C7 spine.

PVM Spasm and tenderness: No paravertebral muscle.

PVM Hypertonicity: No hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Limited. Forward flexion 30, extension 30, bilateral side flexion 30, and bilateral rotation 30 degrees.

Lumbar Spine ROM: Normal. Forward flexion 60, extension 25, bilateral side flexion 30, and bilateral rotation 30 degrees. Hyperextension was found not painful.

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

Lumbar Spine: Brudzinski- Kernig test negative. Straight leg raising test (Lasègue’s test) is negative. Contralateral leg raise test (Cross leg test) is negative. Bragard test is negative. Kemp test negative. Femoral Nerve Stretch test is negative. Compression test negative. Babinski test negative. Valsalva maneuver negative.

Sacro-Iliac Joint: Both sacroiliac joints are found nontender. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is negative. Gaenslen test is negative. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Except for the left knee, all the other extremities are warm to touch and well perfused without any tenderness, pedal edema, contusion, laceration, muscle spasm or varicose veins. The motor power is 5/5 except for the left upper extremity. Reflexes are normal all over. Range of motion of all the other joints is completely normal. Quick test is negative. No leg length discrepancy was noticed.
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LEFT KNEE: On inspection, the left knee is not very tender or swollen. No scars, erythema or effusion is noted. On palpation, there is tenderness peripatellar and deep and without any swelling. Range of motion of the knee is completely normal on the left side. Flexion is 135 degrees and extension is 0 degrees. There are no crepitus, grinding or popping noises heard. Collateral ligaments are intact. Motor power is 4/5. The anterior drawer and posterior drawer signs are positive. McMurray sign positive. Steinman positive. Patellar apprehension test is positive for the left knee.

GAIT: The gait is antalgic due to the pain in the left knee. The patient is, however, not using any cane or adaptive devices.
DIAGNOSES
GEN: V89.2XXD, R26.2

CNS: R51, R42, F41.1, F32.9

PNS: M79.2

MUSCLES: M60.9, M79.1, M79.7, M62.838

LIGAMENTS: M54.0
KNEE: M25.562 (LT), M23.205, M23.202, M17.11

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

PLAN OF CARE

It is also noted the patient was in jail from 12/09/20 to 01/31/21. He has had a lot of difficulty in transportation. He was seeing C-spine and also Spine & Joint Clinic. They both were closed and he could not find a doctor. He has done reasonable amount of physical therapy at this time. In the MRIs that are submitted there is a finding as follows: The left knee is completely normal. The cervical spine shows a herniated disc at C6-C7 with deforming the anterior ventral surface of the cervical cord. No central canal stenosis is reported. In the lumbar spine, there is an 8-mm disc herniation leading to encroachment of the epidural space. These MRIs were reviewed. All the options were discussed with the patient. The patient has been advised that he will benefit from cervical epidural and lumbar epidural steroid injection. If the patient will provide consent, we will be more than happy to provide him such injection to relieve his pain with cortisone injection given to the epidural system. The patient is provided therapy two times per week which will be reduced to once a week since he already has done an excellent course of therapy and I do not believe further treatment benefit will happen. The patient is provided with Naprosyn 500 mg twice a day, Elavil 50 mg at night, Flexeril 10 mg three times a day as well as Fioricet one to two every six hours p.r.n. #50 tablets, gabapentin 600 mg twice a day #60 tablets, tramadol for pain provided 50 mg at night #15 tablets. Physical therapy was ordered as well as disability for work and housework replacement as well as transportation help. At this time, no other modalities are available to help him. He already has all the DME like TENS unit, neck brace, knee brace, Rollator walker that he is supposed to use.

Vinod Sharma, M.D.

