ALCARAZ, VICTORIA
DOB: 12/23/1972
DOV: 03/14/2022
HISTORY: This is a 49-year-old young lady here with back pain. The patient denies trauma. She stated this pain has been going on for approximately eight months and has been getting worse in the last two or three weeks. She described pain as sharp, stated pain radiates down to her bilateral lower extremities through her feet. She states pain is approximately 6/10 and increased with activities such as lifting and bending. The patient states she works as a custodian and routinely lifts heavy stuff and noticed pain with these activities.

PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: None.
MEDICATIONS: Advil and ibuprofen (she reports that these two are not working for her back pain).
ALLERGIES: None.

GYN HISTORY: Last menstrual period, the patient is postmenopausal.
SOCIAL HISTORY: Denies tobacco, alcohol or drug use.
FAMILY HISTORY: None.
REVIEW OF SYSTEMS: The patient denies bladder or bowel dysfunction. She endorses numbness in her bilateral lower extremities. She denies muscle atrophy. She denies weakness in her lower extremities.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation 99% at room air.

Blood pressure 113/79.
Pulse 72.

Respirations 16.

Temperature 98.0.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs.
RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.
BACK: Tenderness in the lumbosacral region. There is no step-off. No crepitus with range of motion. She has full range of motion with moderate discomfort in all fields of motion.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Strength 5/5 in lower extremities. No muscle atrophy of the lower extremities. No joint edema or erythema.

ASSESSMENT/PLAN:
1. Lumbar radiculopathy.

2. Back pain.

The patient was given samples of Nalfon 600 mg, advised to take one pill twice daily p.r.n. for pain.
Today, I ordered an MRI for her lumbosacral spine for further evaluation. She does report numbness in her lower extremities bilateral and report pain movement through her lower extremities. MRI will help us delineate neurological issues.

The patient was educated on the rationale for MRI and she was advised to take medication exactly as prescribed and to come back to the clinic if she is worse or go to the nearest emergency room if we are closed. We did a urinalysis in the clinic today, urinalysis revealed negative blood, negative nitrites, negative leukocyte esterase, and negative bilirubin. Specific gravity is 1.020. Ketones, bilirubin and glucose are all negative. She was given the opportunities to ask questions, she states she has none.
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