Clinic Visit Note
Patient’s Name: Dilshadbanu Ajmeri

DOB: 08/02/1968
Date: 10/29/2021
CHIEF COMPLAINT: The patient came today with a chief complaint of neck injury, low back pain, right knee pain, right shoulder pain, and followup after automobile accident.
SUBJECTIVE: The patient sustained cervical spine whiplash injury during the automobile accident and since then the patient has constant pain in the neck as well as in the head and she is not able to work and pain level is 4 or 5 and with exertion including activities of daily living the pain level is up to 6 or 7 and occasionally more than 8. Pain is described as sharp in nature lasting for 20 to 40 minutes followed by constant pain.
The patient also complained of low back pain since the automobile accident and the pain level is 5 or 6 and it is worse upon sitting or standing. The patient is relieved only on laying on the side. There is no radiation of pain to the lower extremities.

The patient also complained of right knee pain due to automobile accident and pain is mostly in the knee joint and the constant pain level is 3 or 4 and it is worse upon exertion and activities of daily living is also painful.

The patient also complained of right shoulder pain. Pain level is 3 to 4 and it is worse upon exertion any rotation of the shoulder or activities of daily living creates more pain.

The patient has undergone physical therapy and doing stretching exercises at home.

REVIEW OF SYSTEMS: The patient denied double vision, sore throat, cough, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, leg swelling or calf swelling, tremors, open wounds, or focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Not significant for any head trauma or similar pains.
SOCIAL HISTORY: The patient lives with her husband and three adult children. The patient never smoked cigarettes or drank alcohol. No history of illicit drug use. Before the accident, the patient was fairly active and mostly doing computer work at job and she is not able to do any work due to neck pain and headache.
OBJECTIVE:
HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate with slow gait.
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Musculoskeletal examination reveals tenderness of the cervical soft tissues and range of movement is significantly limited. Also, pain is extended to the head.
Right shoulder examination reveals tenderness of the rotator cuff and range of movement is limited especially abduction and rotations. Handgrips are bilaterally equal.

Lumbar spine examination reveals tenderness of the soft tissues of the lumbar spine and lumbar flexion is painful at 45 degrees. Lateral flexions are also painful and most pain is upon weightbearing.
Right knee examination reveals tenderness of the knee joint especially medial compartment and range of movement of the knee joint is limited due to pain especially flexion, also most pain is upon weightbearing and the patient walks slow gait.
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