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: Arnell Hass
DATE OF BIRTH: 08/05/1978
DATE OF ACCIDENT: 

DATE OF SERVICE: 06/08/2021
HISTORY OF PRESENTING ILLNESS
The patient is here for a followup evaluation. He reports having moderately severe pain in the neck, mid back, lower back and both shoulders to the tune of 10 with difficulty in abducting the arm. He also has additional history of having a gunshot in the neck and also in the thoracic spine at T6 level leading to complete paralysis of both legs including bladder incontinence for which he has to do daily catheterization. The patient is utilizing Premier Outpatient Physical Therapy two times per week at this time that is what he reports. The patient reports zero relief in the pain symptoms and his ADLs are affected in the following areas: General activity, mood, walking ability, work, relationship with other people, sleep and enjoyment of life.

ADDITIONAL HISTORY: In the last 30 days, the patient reports pain remaining the same and no changes in the medical history, surgical history, hospitalization, weight loss or any other issues. No other trauma is reported.

CURRENT PAIN MEDICATIONS: Norco.
SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: Full compliance is reported by the patient.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient only suffers from anxiety, but denies any headache, dizziness, vertigo, vision problem, confusion, disorientation, memory problem, loss of balance, or loss of equilibrium.

Pain/ Numbness: The patient has no stiffness anywhere, only shoulder pain bilaterally and lower back pain and neck pain are reported.

GI: The patient has no nausea, vomiting, diarrhea, constipation, digestive problems, stomach pain, blood in the stools, or difficulty in swallowing or incontinence of the bowel.
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GU: The patient has incontinence of the urine, but no frequency, painful urination, or blood in the urine.

Respiratory: The patient has no asthma, trouble breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 121/77, pulse 79, temperature 98.4, and pulse oximetry 100%.

GENERAL REVIEW: This is a 22-year-old African American male of a good built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. Hydration is good. There is no acute distress, SOB or pain facies. No severe anxiety or lethargy is noticed. The patient exhibits good attitude and demeanor. Dress and hygiene is normal. The patient is not able to walk at all. He is dependent on a wheelchair which he uses throughout for his locomotion. 

MUSCULOSKELETAL EXAMINATION:

The spine examination could not be done on this patient as he is wheelchair bound. He cannot be trans-shifted to a table, so all the musculoskeletal examination is now on hold.

EXTREMITIES (UPPER and LOWER): The upper extremities exhibit normal reflexes, normal circulation, and normal sensations. Grip is good. There are no tender points. No contusions, lacerations, muscle spasm, or varicose veins. In the lower extremities, there is a complete paralysis with no sensations detected and reflexes are absent. 

GAIT: The patient is wheelchair bound completely, dependent on an adaptive device which is wheelchair.

DIAGNOSES
GEN: G89.21, R531, R26.2

CNS: F43.20, F41.1, F32.9

PNS: M79.2

MUSCLES: M60.9, M79.1, M62.838

LIGAMENTS: M54.0
SHOULDER: M25.512 (LT), M25.511 (RT), M75.110, M75.30

Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA

TH Spine: M54.09, M54.6, M51.24, M54.14, M54.02, S23.3XXA

LS Spine: M54.5

SI Joint: Bilateral mild sacroiliitis
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PLAN OF CARE
Continue the same treatment. The MRIs are now available. They were done, date of examination 01/11/2018 from M1 Imaging. The MRI shows bulging disc L1-L2, L2-L3, L3-L4, and bulging disc at L4-L5 with facet hypertrophy. L5-S1 has a bulging disc with bilateral facet hypertrophy. Thoracic spine shows bulging disc at T3-T4 and T4-T5 level and asymmetric right facet joint hypertrophy at T5-T6 and T6- T7. In the cervical spine, the patient reports bulging disc at C2-C3 and C3-C4 compressing the ventral thecal sac. At C4-C5 grade I retrolisthesis is seen with posterior central disc herniation and asymmetric bilateral uncovertebral joint hypertrophy. C5-C6 posterior central disc herniation is seen and C6-C7 bulging disc noticed. The patient has been informed about these positive findings. It appears that he never had epidural injection to the cervical spine, thoracic spine and lumbar spine that are being recommended x 3 to 4 based on response. They will be provided before surgical approach is utilized. He will also be referred to physical therapy and chiropractic treatment. His medications continue along with Naprosyn, Flexeril, Elavil, melatonin, and lidocaine gel and a refill of Norco 7.5/325 is provided #60 tablets for 30 days and the patient will continue being seen and recommendations have been made. Labs have been drawn and MAPS have been reviewed for this patient and further care will continue.
Vinod Sharma, M.D.

