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: Tkya Hill
DATE OF BIRTH: 06/20/1997
DATE OF ACCIDENT: 12/16/2021
DATE OF SERVICE: 05/10/2022
HISTORY OF PRESENTING ILLNESS

The patient Tkya Hill is here for a followup evaluation and she reports that she was hit on the driver side front end as a front seat passenger leading to headache as well as dizziness, ringing in the ear and nausea, and pain in the lower back and also in the front of the chest and right arm as numbness and tingling including all the five fingers. Currently, the patient reports today that she had lower back pain which is absent at this time and she is not suffering from it. Only issue is that she has severe pain in the chest which is hurting her to 9. There is some neck pain, but there is severe numbness and tingling in the right arm front and back involving all the five fingers. She reports that the chest pain has come back and she is feeling clumsy and dizzy and sometimes confused and her neck pain is also mild. Overall, the pain is between 4 and 7. She reports 90% improvement in her pain with all the medications and physical therapy and treatment. ADLs are affected as follows: The works is affected 10. The general activity, mood, enjoyment of life are affected 8. Relationship with other people is affected 6.

ADDITIONAL HISTORY: In the last 30 days, the patient reports that she had a fracture of the arm. Overall rest of the pains are the same, no changes. There is no change in the medical history, surgical history, hospitalization, or weight loss currently and no other trauma is reported.

SUBSTANCE ABUSE: The patient reports no substance abuse.

COMPLIANCE HISTORY: The patient reports full compliance to the pain medication regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports dizziness, vertigo, headaches which are still 10 and they are five per week and they are mostly frontal, associated with vision disturbance, blurry vision, difficulty sleeping, loss of equilibrium, loss of balance, lack of focus, lack of concentration, anxiety, depression, panic, and she has panic in the car as she is riding.

Pain/ Numbness: The patient has stiffness in the shoulders especially the right side, chest pain, and elbow pain. The patient denies any pain in the neck, mid back or lower back at this time.

GI: There is no nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowel, stomach pain, blood in the stool, or trouble swallowing.
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GU: There is no incontinence of the urine, frequency, painful urination, or blood in the urine.

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

PHYSICAL EXAMINATION

VITALS: Blood pressure 132/98, pulse 75, pulse oximetry 99%.

GENERAL REVIEW: This is a 24-year-old, African American female of a very good built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. Well built and well nourished. Hydration is good. Very, very obese person. There is no acute distress, shortness of breath or severe pain facies. The patient does not appear anxious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk reasonably well without any 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: None.

PVM Spasm and tenderness: None.

PVM Hypertonicity: There is 0 hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Forward flexion 50, extension 60, bilateral side flexion 45, and bilateral rotation 80.
Lumbar Spine ROM: Forward flexion 40, extension 20, bilateral side flexion 20, and rotation 20. Hyperextension was not painful.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is negative. Lhermitte test is negative. Distraction test is negative. 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 35 degrees. Contralateral leg raise test (Cross leg test) is positive. Bragard test is positive. Kemp test positive. Babinski test negative.

Sacro-Iliac Joint: Sacroiliac joints are nontender. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is negative. Gaenslen test is negative. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Right shoulder and right upper extremity is positive. Other than that, no positive findings. Rest of the extremities which include the left arm and both lower extremities are normal to touch, warm to touch, well perfused. No pedal edema. No tenderness, contusions, lacerations, muscle spasm, or varicose veins are notice. Range of motion of all other joints are completely normal. Gait is normal.
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RIGHT ARM: Examination of the right arm is as follows: There is obviously tenderness and pain in the right upper middle of the humerus area where there was a preexisting fracture. Right shoulder examination reveals that there is a normally appearing shoulder with no dislocation or tenderness in the area of shoulder. Rotator cuff muscles are slightly tender. Ranges of motions are normal. The shoulder is able to move up to 180 degrees. Muscle strength is normal. Hawkins-Kennedy test is negative. Empty beer can test negative. Speed test and Neer test negative. Anterior-posterior apprehension test negative. Distally, the hand examination and wrist examination did not reveal any major findings. The Tinel’s sign and Phalen’s sign is negative. There is normally appearing wrist and hand with normal sensation and normal circulation and reflexes.

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

DIAGNOSES
GEN: V89.2XXD, I10, E66.9

CNS: R51, R42, S06.301A, G79.891

PNS: M79.1

MUSCLES: M60.1

LIGAMENTS: M54.0
SHOULDER: M25.511, M75.30, M75.110, M75.550, fracture of the right humerus

WRIST: M25.539

HAND: M79.641

Cx Spine: M54.5, M51.27, M54.16, M54.42, S33.4XXA

PLAN OF CARE
We will send the patient for neuropsych evaluation and treatment. We reviewed the MAPS and the labs. The patient is provided the following medications: Celebrex 200 mg daily for antiinflammatory, tizanidine 4 mg twice a day for muscle relaxation, Lyrica 50 mg twice a day for pain relief, Lunesta 1 mg daily, Voltaren gel 3%, lidocaine q.h.s., Tylenol with Codeine No.3 for pain relief #30 tablets, and Fioricet for pain relief. The patient understands all of these medications. She will be seen in a month. MRIs are not available right now although records came from the hospital when she was injured and she had a fracture that has been seen. She had suffered from acute comminuted fracture of the distal metaphysis of humerus with 6 mm lateral disc placement of the distal fragment diaphysis, treated by the hospital at that time. It appears that the patient is in a very stable condition and hopefully she will be very well.
Vinod Sharma, M.D.

