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: Constella Jackson
DATE OF BIRTH: 03/06/1948
DATE OF ACCIDENT: 06/21/2018
DATE OF SERVICE: 04/15/2021
HISTORY OF PRESENTING ILLNESS

Ms. Constella Jackson was seen on 03/03/2021 after six months of gab due to her fall in her house and she was injured in a car accident on 06/21/2018 where she was rear ended as a passenger. Subsequently, the patient started having severe pain in the neck, mid back, lower back as well as radiation of pain in both the legs and also in both knees and also in shoulders. Apparently, the patient has significantly improved with all the therapy and at this time pain level varies from 3 to 8 depending on her activity and time of the day. She is reporting 20% improvement in the pain from the various treatments. In the ADLs, the patient reports work and enjoyment of life are affected 9. General activity, mood, walking ability and relationship with other people and sleep are affected 8.
ADDITIONAL HISTORY: In the last 30 days, the patient reports no changes in the pain level; in fact there is mild improvement. No changes in the medical history, surgical history, hospitalization, weight loss or any other trauma.
CURRENT PAIN MEDICATIONS: The patient reports medications are Norco for pain relief from her family practice doctor.
SUBSTANCE ABUSE: Marijuana is used for pain relief.
COMPLIANCE HISTORY: The patient is fully compliant to the pain medication regimen.

REVIEW OF SYSTEMS

Neurology / Psyche: The patient reports headaches, fainting, blackout, difficulty sleeping, weakness, tension, loss of balance, lack of concentration, poor grades at work, poor work performance, depression, nightmares, and loss of memory.
Pain/ Numbness: The patient reports lower back stiffness, neck stiffness, numbness, nerve pain, lower back pain, and hip pain.
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GI: No nausea, vomiting, diarrhea, constipation, digestive problem, incontinence of the bowel. No stomach pain, blood in the stool, or trouble swallowing.
GU: There is no incontinence of the urine, frequency, painful urination, or blood in the urine.
Respiratory: There is no asthma, trouble breathing, chest pain, cough, or shortness of breath.
PHYSICAL EXAMINATION 
VITALS: Blood pressure 140/101. Temperature 97.1. Pulse ox is 98%.

GENERAL REVIEW: The patient is a 71-year-old African American female of an average built and nutrition. She is alert, oriented, cooperative and conscious. She is sitting comfortably. She is using a Rollator walker to be able to walk. The built is good and nourishment is good. Hydration is good. The patient does not appear to be in acute distress or SOB or severe pain facies. She does not appear anxious or lethargic. This patient has good attitude and demeanor. Dress and hygiene is normal. This patient is able to walk slowly with antalgic gait and painful and very slowly she is able to move with a Rollator walker. She is unable to move without the walker at all.

There is a small hematoma in the right side near mastoid process, a tender hematoma, but no contusion is noticed. In the left hip and left leg no fractures are noticed. Range of motion of the hip is completely normal. No localized contusion.

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. No pelvic tilt noticed. There is a scar from previous surgery 6 inches long in the lower back covering from L1-L5.
Spine Tenderness: Spine tenderness is not except in the bilateral sacroiliac joints which is mild tenderness.
PVM Spasm and tenderness: Paravertebral muscle spasm is present from L1-L5 bilaterally with 1+ hypertonicity and no tenderness.
PVM Hypertonicity: There is 1+ hypertonicity of the paravertebral muscles observed. 
ROM:

Cervical Spine ROM: Forward flexion 50, extension 65, lateral flexion 35, and rotation 70.
Thoracic Spine ROM: Flexion 40, extension 40, lateral flexion 35, and rotation 15.
Lumbar Spine ROM: Flexion 35, extension 15, lateral flexion 10, and rotation 10.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is negative. Lhermitte test is positive. Distraction test is negative. Soto-Hall test is negative.

Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. Slump test is negative.
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Lumbar Spine: I was unable to do any of the testing as the patient was not able to lie down on the couch or on the examination table and hence they were all on hold. The Babinski test was negative.

Sacro-Iliac Joint: Examination could not be done. It is slightly painful. The patient has a difficult time submitting for a complete spine examination, so a basic exam conducted.

EXTREMITIES (UPPER and LOWER): The extremities are warm to touch and well perfused. There is no tenderness, pedal edema, contusions, lacerations, muscle spasm, varicose veins. ROM for all joints is normal. Quick test is negative. No leg length discrepancy noticed.

DIAGNOSES
GEN: Z79.891, V89.2XXD, R26.2
CNS: R51, R42, F41.1, F32.9, F43.20, G31.89

PNS: M79.2

MUSCLES: M79.1, M62.838

LIGAMENTS: M54.0
SHOULDER: M25.512 (LT), M25.511 (RT)
KNEE: M25.561 (RT), M25.562 (LT), M23.205 (Med. Men), M23.202 (Lat Men)
Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA

Lumbar Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA.
PLAN OF CARE
Plan of care is to continue the same treatment. The patient will continue going for physical therapy and chiropractic treatment. The patient will continue her MRI of the brain with NeuroQuant, neuropsych evaluation, social worker, physical therapy and chiropractic treatments as before. The patient does not want any treatment with injections or surgical treatment; hence the patient will be continuing as per her choice. She will be seen again in 30 days’ time.
Vinod Sharma, M.D.

