MCANALLY, MASON
DOB: 01/03/1994
DOV: 06/01/2022
HISTORY: This is a 28-year-old gentleman here for a followup. The patient stated that he was involved in a motor vehicle accident, in which he suffered thoracic and lumbar spinal region contusions in November 2021. He stated that he was evaluated here once. He had an MRI, which showed mild disc bulging in the lumbosacral region. He stated he was sent to physical therapy, which he completed, he was seen by a chiropractor who has been doing stretches with him and stated he completed some therapy with the chiropractor and was referred to another specialist where he had injections in his back and since he has been doing well. He states he is here today primarily for a routine followup.
PAST MEDICAL HISTORY: Reviewed and compared to his last visit, no changes.
PAST SURGICAL HISTORY: Reviewed and compared to his last visit, no changes.
MEDICATIONS: Reviewed and compared to his last visit, no changes.
ALLERGIES: Reviewed and compared to his last visit, no changes.
SOCIAL HISTORY: Reviewed and compared to his last visit, no changes.
FAMILY HISTORY: Reviewed and compared to his last visit, no changes.
REVIEW OF SYSTEMS: The patient denies neck pain, chest pain, abdominal pain, or back pain.
Denies nausea, vomiting, or diarrhea.

Denies numbness or weakness in his upper or lower extremities.
Denies bladder or bowel dysfunction.
PHYSICAL EXAMINATION:
GENERAL: He is alert, oriented, in no acute distress.

VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 137/78.

Pulse 84.

Respirations 18.

Temperature 98.1.

HEENT: Normal;

NECK: Full range of motion. No rigidity. No meningeal signs.
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BACK: Thoracic Spine: No step-off. No crepitus. No deformity. No erythema or edema. No tenderness to palpation. Lumbar Spine: No tenderness to palpation. Full range of motion with mild discomfort. Straight leg raise is normal bilaterally. There is no tenderness of the bony structures.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. Strength 5/5. No deformity. No muscle atrophy.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.
ASSESSMENT/PLAN:
1. Motor vehicle accident with no major injury.
2. HNP in L5-S1.
The patient completed physical therapy and injections by specialist and is doing well with no symptoms today.
The patient was reassured, advised to return to the clinic in three months for routine followup. He was given the opportunity to ask questions and he stated he has none. The patient was offered pain medications. He states he does not have any pain and does not need medication.
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