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: Cheryl Moore
DATE OF BIRTH: 11/03/1955
DATE OF ACCIDENT: 07/11/2019

DATE OF SERVICE: 05/25/2021
HISTORY OF PRESENTING ILLNESS
The patient was a rear-seat passenger on the right side and was hit when the car in front stopped and their car hit the car in front and then in turn was hit by another car behind. It appeared to be a three-car accident leading to severe headaches and various symptoms of TBI and pain symptoms. At this time, the patient suffers from pain in the head which is moderately severe as well as she suffers from neck pain, mid back pain, lower back pain, and pain is shooting down to both buttocks and both legs up to the knee as well as pain in both the knees. Overall, the pains are reported to be 8 on a scale of 1 to 10. She also reports that she was on a ventilator recently on 04/29/2021 for three days when she went there for some unrelated chest pain and was ordered a test esophageal mobility study. During that procedure, she passed out. Currently, she still has chest pressure. Chest pressure is radiating to the left arm and she suffered from many cardiac problems. She is known to have multiple GI pathologies including esophageal ulcer, gastric ulcer, GERD, acid reflux, and hemorrhoids and many others. She is utilizing Dr. Hassan for gastroenterology. In addition, she also goes to three times per week physical therapy and psychotherapy. Her pain level is between 6 to 8 and 10% pains are reported relieved. ADLs that are affected are reported as follows: Work is affected 9. General activity, walking ability, and sleep are affected 8. Mood, relationship with other people and enjoyment of life are affected 6. 

ADDITIONAL HISTORY: In the last 30 days, the patient reports that she has been having constant left-sided chest pain since this EGD test she took and she connects it with the motor vehicle accident on 07/11/2019. Since then her chest pain has been going on. She states that she has severe back pain and pain in the knees and has worsened her walking ability and ADLs cannot be done. These pains have been constant. As reported earlier, she has been diagnosed to have various GI ailments and she underwent an EGD testing. Surgical History: The patient had an EGD test and she was intubated; she was on ventilator at the hospital from 04/29/2021 to 05/06/2021. There is no weight loss in the last 30 days. There is no other trauma. 

CURRENT PAIN MEDICATIONS: Naprosyn and Elavil.
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SUBSTANCE ABUSE: None is reported.

COMPLIANCE HISTORY: The patient is fully compliant to the pain medicine regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports that there is dizziness, vertigo, headaches, vision disturbance, double vision, ear ringing, fainting, and blackout that have been ongoing since the time of accident and no relief. Difficulty sleeping, fatigue, tension, weakness, seizures, loss of balance, loss of equilibrium, lack of focus, lack of concentration, poor work performance with anxiety, depression, panic, loss of memory and chronic fatigue are also reported. 

Pain/ Numbness: The patient reports ongoing severe pain in both knees, both hips, wrist and hand pain on the right side, pain in the neck, pain in both shoulders, pain in the mid back, upper back and lower back along with stiffness in the shoulder, neck and lower back, and decreased range of motion of both shoulders and swelling of both legs. 

GI: The patient reports nausea, vomiting, digestive problem, stomach pain, and difficulty swallowing. Denies any incontinence of the bowel.

GU: The patient denies any incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: The patient reports difficulty breathing, chest pain, coughing, shortness of breath, but denies any asthma.

PHYSICAL EXAMINATION

VITALS: Blood pressure 146/101, pulse 98, temperature 96.7, and pulse oximetry 97%.

GENERAL REVIEW: This is a 63-year-old African-American female of a good built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. No acute distress, shortness of breath or severe pain facies identified. The patient does not appear anxious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal.

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: No spine tenderness is noticed except for L5-S1 and bilateral sacroiliac joints.
PVM Spasm and tenderness: Paravertebral muscle spasm is noticed from L1-L5 with bilateral paravertebral muscle spasm.
PVM Hypertonicity: There is 1+ hypertonicity and tenderness of the paravertebral muscles observed.
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ROM:

Cervical Spine ROM: Forward flexion 80, extension 60, bilateral side flexion 30, and bilateral rotation 60.
Thoracic Spine ROM: Forward flexion 40, extension 25, side flexion 20, and rotation 25.
Lumbar Spine ROM: Forward flexion 30, extension 25, bilateral side flexion 10, and bilateral rotation 15. Hyperextension is painful beyond 25 degrees.
MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is positive. Spurling sign is positive. 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.

Lumbar Spine: Brudzinski- Kernig test negative. Straight leg raising test (Lasègue’s test) is positive at 45 degrees bilaterally. Contralateral leg raise test (Cross leg test) is also positive. Bragard test is negative. Kemp test positive. Valsalva maneuver negative. Babinski test negative.
Sacro-Iliac Joint: Bilateral sacroiliac joints are found moderately tender. Standing flexion test is negative. Iliac compression test is negative. Distraction test is negative. FABER test is positive on the right side and Gaenslen test is positive on the right side. Trendelenburg’s sign is negative.
EXTREMITIES (UPPER and LOWER): Except for the right shoulder and right thumb, 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 SHOULDER: On inspection, the shoulder appears to be completely normal. On palpation, the shoulder appears to be normal. No tenderness is found. Range of motion for abduction is reduced up to 100 degrees, beyond which there is some pain reported in the area of rotator cuff. Various supraspinatus testing including Hawkins-Kennedy test, the Neer test, and empty beer can tests are found positive for the right shoulder. The scapular spine is nontender. Rest of the shoulder is found to be nontender. The right thumb examination was not possible. The patient reportedly has a fracture of the scaphoid with the whole forearm being in a spica and a half cast. Hence, the examination was not conducted. However, distal circulation is intact. Thumb is able to move well and there is moderate tenderness in the scaphoid area per se.

DIAGNOSES
GEN: Hypertension I10, diabetes E11.9, MVA V89.2XXD, R26.2, Z79.891
CNS: G44.329, R51, R42, F32.9
PNS: M79.2
MUSCLES: M60.9, M79.1, M62.838 

LIGAMENTS: M54.0 
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SHOULDER: M25.511 (RT), M75.110, M75.30, M75.50, S43.432D
WRIST: Pain in the right wrist and hand M19.031, fracture of the right scaphoid
KNEE: M25.561 (RT), M25.562 (LT)
Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA

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

SI Joint: M54.17, M53.3, S33.5XXA

PLAN OF CARE
The patient has failed to do any of the previously ordered tests which include MRI of the LS spine, MRI of the brain with NeuroQuant analysis that has not been done yet. It has been ordered several times in the past. For one reason or the other, the patient failed to do this test. The patient also is required to have shoulder MRI bilaterally along with lumbosacral spine MRI and a cervical spine MRI is also ordered that has not been done. The patient was also referred to Triton Behavioral Health for neuropsych therapy and counseling, believes that she is doing counseling and she is seeing a chiropractor right now and physical therapy. I believe that I will be continuing the physical therapy at this time as ordered before and she will continue seeking a caseworker for her issues so that she can continue her treatment. No pain medication is being provided until the MRIs are available. She has been given local hospital to go or M1 Imaging to consider. Once these MRIs are done, we will meet again in 10 days’ time and provide her further treatment. MRIs are the main important thing. Currently she is not on any medication. As she is a complicated patient, she has been requested to bring her medication list. She will be seen in 10 days’ time. 
Vinod Sharma, M.D.

