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: Kiran Qidwai
DATE OF BIRTH: 10/25/1978
DATE OF ACCIDENT: 01/08/2022
DATE OF SERVICE: 05/10/2022
HISTORY OF PRESENTING ILLNESS

Apparently, this patient was involved in an automobile accident where she hit a median on a signal, rain and icy time, on 01/08/2022. After hitting the median, her car traveled through all the three lanes and rested on the other side of the freeway. This caused to have severe neck whiplash and a head injury and she jarred her head into the head rest. She started having right hip pain, pain in the neck and the lower back and mid back as a major issues along with headaches and symptoms of TBI which included dizziness mainly. The patient has been undergoing physical therapy, medications, conservative treatment and she reports that her pain is now 7 in the neck and headaches are 7. Mid back pain and lower back pain is 6. Pain in the right hip is only 4 and it is not radiating to any arm or the legs. 60% improvement has been reported by the patient. The ADLs are not gravely affected at this time in any categories.

ADDITIONAL HISTORY: In the last 30 days, the patient reports the pain level is the same. There are no changes in the medical history, surgical history, hospitalization, weight loss or any other trauma. 
CURRENT PAIN MEDICATIONS: Tramadol that she takes less often.
SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: Full compliance is reported.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports ongoing headaches which are 7 on a scale of 1 to 10, mostly located to the frontal and the posterior, along with dizziness, vertigo, weakness, tension, lack of concentration, lack of focus and the patient denies any vision disturbances, double vision, spots in the vision, seizures, or blackouts. No history of loss of balance or loss of equilibrium is reported. The patient does not seem like confused and disoriented. No loss of memory. Also, the patient has no anxiety, depression and panic.
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Pain/ Numbness: The patient reports that there is stiffness of the neck and shoulder as well as the shoulder area and lower back. The patient reports some pain in the right hip and right shoulder. No difficulty walking. 
GI: No nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowels, stomach pain, or blood in the stools reported.

GU: No incontinence of the urine, frequency, painful urination, or blood in the urine is reported.

Respiratory: There is no asthma, trouble breathing, chest pain, coughing, or shortness of breath reported.

PHYSICAL EXAMINATION

VITALS: Blood pressure 145/90, pulse 69, pulse oximetry 100%.

GENERAL REVIEW: This is a 44-year-old Asian woman. She is sitting comfortably, and is cooperative, oriented, alert, conscious. No cyanosis, jaundice, clubbing, or koilonychia. Very good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk reasonably well without using any cane or adaptive device.

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. There is no pelvic tilt noticed.

Spine Tenderness: Tenderness is present in the sacroiliac joints mildly.

PVM Spasm and tenderness: None.

PVM Hypertonicity: None.

ROM:
Cervical Spine ROM: Limited. Forward flexion 30, extension 30, bilateral side flexion 25, and bilateral rotation 30. There is a lot of stiffness in the neck.

Lumbar Spine ROM: Forward flexion 30, extension 10, bilateral side flexion 10, bilateral rotation 15. Hyperextension was painful beyond 25 degrees.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is positive. Lhermitte test is positive bilaterally. Distraction test is positive. Soto-Hall test is negative.
Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative. Slump test is negative.

Lumbar Spine: Brudzinski-Kernig test negative. Straight leg raising test (Lasègue’s test) is positive at 30 degrees bilaterally. Contralateral leg raise test (Cross leg test) is positive. Bragard test is positive. Kemp test positive. Babinski test negative.

Sacro-Iliac Joint: Mild tenderness of the sacroiliac joints is noticed bilaterally. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is positive bilaterally. Gaenslen test is positive bilaterally. Trendelenburg’s sign is negative.
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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.

RIGHT HIP: Right hip was slightly tender. On inspection, there was no contusion or any major issue but there was a general tenderness of the right hip. Range of motion was normal. No positive findings were noticed. The log roll, Ely test and Thomas tests were negative. Trendelenburg sign was negative. Patrick sign was negative. Leg length discrepancy was not present. Flexion was 140, extension 140, external rotation 40 and internal rotation 40. Range of motion was normal. X-ray was being done just to make sure there is no fracture.

GAIT: The gait is normal. The patient is not using a cane or adaptive devices.

DIAGNOSES
GEN: V89.2XXD, S09.90XA, 854.06 

CNS: R51, TBI

PNS: M79.2

Cx Spine: M54.2, M50.20, M54.12, M53.82, S13.4XXA

TH Spine: M54.09, M54.6, M51.24, M54.14, M54.08, S23.3XXA

LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA

SI Joint: M46.1 bilateral
PLAN OF CARE
Plan of care is to continue medications ibuprofen 800 mg twice a day, Flexeril 10 mg three times a day p.r.n. basis. For pain relief, tramadol 100 mg twice a day is ordered on a p.r.n. basis. Physical therapy will continue three times per week along with traction, massage, aquatherapy, gait training, home exercise, and McKenzie program. In the disability, the patient is provided light duty. She has a sit-down job, so she can continue working 7 hours 7 days for 5-pound limit. Housework replacement services are ordered, but no transportation or case management. MAPS have been reviewed. The labs have been reviewed. The patient is found completely compliant. New labs have been ordered. The patient will continue physical therapy. Regarding the MRI, the patient has not done the MRI at this time. She has been advised to do the MRI of the brain with NeuroQuant studies as well as neck and lower back. She is using her back brace and TENS unit that was provided to her. Currently, she is also not doing neuropsych therapy with Dr. Nida Ahmad. She was again advised to go back to Dr. Nida Ahmad and get the evaluation done and based on the evaluation, treatment can be done. The patient understands all of this information and she will be seen in 30 days’ time.
Vinod Sharma, M.D.

