PROGRESS NOTE
Patient Name: Jackson, Dawn
Date of Birth: 12/12/1973
Date of Evaluation: 03/17/2022
Referring Physician: Dr. Eichelbaum
CHIEF COMPLAINT: A 48-year-old female seen preoperatively.

HISTORY OF PRESENT ILLNESS: The patient is a 48-year-old female who reports a fall while going down a slide approximately six years ago. She injured the lumbar spine. She has had progressive symptoms to include low back pain which she rates as 7-10/10. Pain radiates down both legs. It is described as burning and tingling. It is associated with numbness on the right side. The patient further reports episodic buckling of knee and episodic falls. She had been evaluated and was felt to require surgery. She is now seen preoperatively. 
PAST MEDICAL HISTORY:

1. Coronary artery disease.

2. Supraventricular tachycardia.

3. Gastritis.

REVIEW OF SYSTEMS:

Constitutional: She reports weight gain.

Skin: Normal.

Eyes: She wears reading glasses. 
Ears: No deafness or tinnitus.

Nose: She has seasonal allergies.

Neck: She has stiffness, decreased motion and pain. She reports history of cervical herniation.

Breasts: Unremarkable.

Respiratory: She reports occasional symptoms of asthma and shortness of breath. She has a history of cigarette smoking.

Cardiac: She has had no chest pain, orthopnea, or paroxysmal nocturnal dyspnea.

Gastrointestinal: She has heartburn and hemorrhoids.

Genitourinary: She has frequency of urination.

Musculoskeletal: She has back pain.

Neurologic: She reports headache and paresthesias.

Psychiatric: She has depression and insomnia.

Review of systems otherwise is unremarkable.
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PHYSICAL EXAMINATION:

General: She is a moderately obese female who is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 108/87, pulse 90, respiratory rate 20, height 65”, and weight 172.4 pounds.

Musculoskeletal: Examination is significant for tenderness in the lower back region. She has a positive straight leg test bilaterally.

IMPRESSION:

1. Back pain.

2. Lumbar injury.

3. History of CAD.

4. History of SVT.

5. History of gastritis.

6. History of trace mitral regurgitation.

7. Trace tricuspid regurgitation.

PLAN: Lab work to include CBC, chem-20, TSH, urinalysis, lipid and hemoglobin A1c have been ordered. She requests a type and screen. This has been ordered. The patient otherwise is felt to be clinically stable for her procedures. She is cleared for same.
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