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: Revin Markos
DATE OF BIRTH: 07/06/1984

DATE OF ACCIDENT: 07/16/2019

DATE OF SERVICE: 06/03/2021
HISTORY OF PRESENTING ILLNESS
The patient is here for a followup evaluation. He states that he has been seeing Dr. Radden who has provided him six epidural injections to his lower back and six epidural injections to his neck. He also is going to have a surgery for fracture of the right scaphoid bone with Dr. Gary Gilyard who is orthopedic surgeon. He reports that his eyes hurt and he has pain in his neck. He uses a heating pad to the neck as well as cervical pillow. He reports he has been doing physical therapy three times per week and chiropractor three times per week. He is doing psychotherapy and neuropsych therapy three times also. His pain level is rated to be around 8 in the area of neck and the lower back with radiation to both arms and both legs at this time along with off and on headaches although he has 50% relief in the pain symptoms at this time due  to all the therapies and treatment undergone. His ADLs are affected at 7 in the area of general activity, mood, walking ability, work, relationship with other people, and sleep and enjoyment of life. 

ADDITIONAL HISTORY: In the last 30 days, the patient reports no changes in the pain level which are essentially same. The patient reports no changes in the medical history, surgical history, hospitalization, weight loss or any other significant trauma in the last 30 days.

CURRENT PAIN MEDICATIONS: Suboxone. 
SUBSTANCE ABUSE: The patient reports no use of any substances.

COMPLIANCE HISTORY: The patient reports compliance to the pain medicine regimen.
Other than that, the patient is fully compliant.
REVIEW OF SYSTEMS
Neurology / Psyche: The patient only has issue with headache. No dizziness or vertigo. There is no vision disturbance, memory issues, or balance issues. He is not feeling depressed any more, panic or anxiety.
Pain/ Numbness: The patient has pain in the neck area and lower back area with radiation to both arms and both legs and some pain in the right wrist and hand.
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GI: The patient denies any nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowels, stomach pain, blood in the stools, or difficulty in swallowing.

GU: The patient denies any incontinence of the urine.

Respiratory: The patient denies any asthma, trouble breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 147/89, pulse 70, temperature 96.1, and pulse oximetry 98%.

GENERAL REVIEW: The patient is a 35-year-old white male of a good built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. The patient is unable to sit down on the chair. He is more comfortable when he is standing up. He seems to be depressed, panicky, anxious, and moderate pain facies are present.
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 / PVM Hypertonicity: There is moderate spasm of the cervical, thoracic and paravertebral muscles in the lumbar region from C2-L5 especially on the right side with mild tenderness, but 1+ hypertonicity.
ROM:
Cervical Spine ROM: Flexion 55, extension 65, lateral flexion 40, and rotation 45.

Lumbar Spine ROM: Flexion 50, extension 10, lateral flexion 10, and rotation 10. 

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. Passive Scapular Approximation test is negative.

Lumbar Spine: Brudzinski-Kernig test was found negative. Straight leg raising test (Lasègue’s test) was positive on the right side at 60 degrees. Contralateral leg raise test (Cross leg test) was also positive. Bragard test is negative. Kemp test is negative. Babinski test is negative.

Sacro-Iliac Joint: Sacroiliac joints were found tender especially on the right side and all the testing including standing flexion test, iliac compression test, and distraction tests are negative. FABER test is negative. Gaenslen test is negative.

EXTREMITIES (UPPER and LOWER): Right shoulder ranges of motion are limited to 90 degrees with painful rotator cuff region and AC joint and shoulder joint. Motor strength is 4/5. Hawkins-Kennedy was found positive. Empty beer can test was positive. Speed test, NEER test was positive on the right shoulder. All the contusions and bruises that were present on the initial visit in the right shoulder are all healed up. The elbow has mild tenderness at this time. The medial and the lateral epicondyles are not tender. In the hand and wrist, the Tinel sign and Phalen signs are found positive bilaterally. Other than that, the muscle weakness is 4/5, but no atrophy of thenar prominence is noticed. No other contusions, laceration, or fractures are noticed except there is tenderness in the right scaphoid fossa due to the pain.
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In addition, the hip joint is completely normal now and the knee joints are also normal with no pathological findings. Range of motion of the knee is 135 degrees bilaterally.

DIAGNOSES
GEN: V89.2XXD, R26.2, Z79.891
CNS: R51, R42, F41.2, F32.9, G31.89, F43.20

PNS: M79.2
MUSCLES: M60.9, M79.1, M62.838
LIGAMENTS: M54.0

SHOULDER: M25.511 (RT), M75.110, M75.30, M75.50, S43.432D

ELBOW: M25.529, M70.31, M70.32, M75.20

WRIST: M25.539
HAND: CTS RT: G56.01, CTS LT: G56.02

PELVIS: Possible pelvis fracture, possible tailbone involvement

HIP: M25.551 (RT), M25.552 (LT)

KNEE: M25.561 (RT), M25.562 (LT), M23.205 (Med. Men), M23.202 (Lat Men)

ANKLE/FOOT: M25.571 (RT), M76.60, M77.50.

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, M54.30.
SI Joint: M54.17, S33.5XXA.
Gait Problems: R26.89.
PLAN OF CARE
The patient is appropriately referred to neuropsych neurology to manage his neuropsych component along with psychotherapy. He is welcome to visit a psychiatrist if any more depression arrives. Regarding his cervical spine findings and lumbar spine findings, they have been discussed with him along with thoracic spine. He is already seeing surgeon Dr. Radden for the management right from the beginning and he has been having multiple epidural and all that. Regarding his shoulder MRI, I have discussed with him. Again, he has an orthopedic surgeon who is managing his case at this time. Regarding fracture of the right scaphoid bone, again he is treated appropriately with the orthopedic surgeon. I am basically managing this gentleman. His IME was reviewed. It appears that the patient will benefit with all the surgeries for which he is getting ready. Other than that, there are no other significant things to do. I have provided a prescription for cervical pillow as well as a heating pad for the neck. He will be seen in 30 days’ time for his another followup visit. 
Vinod Sharma, M.D.

