Clinic Visit Note

Patient’s Name: Mohammed Ateeq
DOB: 03/24/1975
Date: 04/26/2022
CHIEF COMPLAINT: The patient came today as a followup after hospital discharge for intractable low back pain due to lumbar radiculitis.
SUBJECTIVE: The patient came today with his wife complaining of severe low back pain five days ago after he lifted a gallon of milk. The patient could not move. The pain was unbearable and then paramedics were called and the patient was taken to the emergency room. After extensive workup, the patient was admitted for pain management and was seen by pain specialist and the patient had nerve block which relieved the pain for 24 hours. After that he was discharged home. Now, the patient is able to walk and the low back pain level is 6 or 7 and it is worse upon standing position or lying down. Pain now does not shoot to the lower extremities. The patient does not have any urinary or bowel incontinence. The patient also stated that he has a followup appointment with a pain specialist in the next few days to have steroid injection.
The patient also had MRI of the lumbar spine which showed facet abnormality. Previously, the patient had extensive physical therapy with temporary relief.
PAST MEDICAL HISTORY: Chronic bronchitis and the patient is on albuterol inhaler two puffs three or four times a day as needed. The patient has not used it for the last few weeks.
The patient has a history of hypercholesterolemia and he is on atorvastatin 10 mg once a day along with low-fat diet.

The patient has a history of prostate enlargement and he is on tamsulosin 0.4 mg once a day. All other medications are also reviewed and reconciled.

SOCIAL HISTORY: The patient is married, lives with wife and children. The patient quit smoking two months ago. Currently, he is studying for medical national boards.

REVIEW OF SYSTEMS: The patient denied severe headache, double vision, ear pain, sore throat, cough, sputum production, fever, chills, any exposure to infection or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.

Mohammed Ateeq

Page 2

OBJECTIVE:
NECK: Supple without any thyroid enlargement or lymph node enlargement.
CHEST: Chest is symmetrical without any deformity.

LUNGS: Clear bilaterally without any wheezing.

HEART: Normal heart sounds without any murmur.
ABDOMEN: Soft without any tenderness. Bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGIC: Examination is intact and the patient is able to ambulate, but slow gait.

MUSCULOSKELETAL: Examination reveals tenderness of the lumbar soft tissues. Lumbar flexion is painful at 45 degrees. The patient has muscle spasm of the low back. Weightbearing is most painful.
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