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: Tony Williams
DATE OF BIRTH: 07/08/1968
DATE OF ACCIDENT: 12/17/2020
DATE OF SERVICE: 08/10/2021
HISTORY OF PRESENTING ILLNESS
Mr. Tony Williams is visiting here for a followup evaluation. Initially, he was seen as a victim of an automobile accident where he was driving a vehicle Lexus at 40 miles an hour when he was involved in a head-on collision by another car in West Detroit by McNichols and St. Mary resulting in severe head injury, but no symptoms of TBI except blurred vision and severe pain in the neck and lower back and both knees without any radiculopathy. The patient also had a hernia in the abdomen for which he then disappeared for several months. He did have a hernia surgery and I remember seeing all his scars in the tummy. In addition, the patient was then accepted back in our care on 05/06/2021 when he was seen. After that the patient again disappeared for two months and he has not been seen since that time until now and the patient had unfortunately swelling in the legs which came out to be blood clot and was investigated at DMC Hospital and that visit was on 06/03/2021 as the last visit. After that the patient missed last month’s appointment and he is being seen today. We did not discharge this patient. We continue seeing him. We believe that he has a genuine pain and issues. He reports that he is seeing his heart doctor at Harper Grace. He is seeing his diabetes doctor as usual, vascular surgeon Dr. Ali and also he is seeing podiatrist. He reports that he has some family emergencies out of town in New Orleans. His uncle had COVID that prevented him from coming. He is not using any back brace. He does not need it. He has got significant improvement in pain. The pain in the knees is only 5. Ankle and foot pain is 5. Pain in the neck is around 9. Lower back pain is around 7. His pain level usually varies from 5 to 6. 40% pains are reported relieved. The ADLs are affected only in walking ability at 6.

ADDITIONAL HISTORY: In the last 30 days, the patient has no changes in the pain level. There are no changes in the medical history, surgical history, hospitalization or weight loss or any other trauma in the last 30 days.

CURRENT PAIN MEDICATIONS: None. The patient has not been coming on a regular basis. He was informed about the agreement that he has signed for opioids and also the government policies.
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SUBSTANCE ABUSE: None is being reported.

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

REVIEW OF SYSTEMS
Neurology / Psyche: Positive symptoms are headaches and difficulty sleeping. Denies any vertigo, dizziness, vision disturbance, double vision with blackout, fainting, loss of memory, loss of balance, or lack of focus.

Pain/ Numbness: The patient has ongoing pain in the mid and upper back, neck stiffness, lower back stiffness, and ankle and foot pain and some difficulty in walking.

GI: No nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowels, stomach pain, blood in the stools, or trouble swallowing reported.

GU: There is no incontinence of the urine, frequency, painful urination, or blood in the urine.

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

PHYSICAL EXAMINATION

VITALS: Blood pressure 140/105, pulse 88, temperature 96.5, and pulse oximetry 100%.

GENERAL REVIEW: The patient is a 52-year-old African American male, of a good built and nutrition, very obese. He is cooperative. Hydration is good. There is no acute distress or SOB. Moderate pain facies are present. Mild anxiety is present. No lethargy. Good attitude and demeanor is present. Dress and hygiene is normal. The patient is able to walk well and is mobile without using any adaptive devices.
MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has a normal curvature and alignment with no scars noticed.

Palpation: There is no scoliosis, kyphosis or hump back. The pelvic iliac crest height is equal. No pelvic tilt is noticed.

Spine Tenderness: Noticed in the area of C4-C5 as well as L3, L4, L5.

PVM Spasm and tenderness: Paravertebral muscle spasm is noticed in the area of L1-L5 bilaterally and C2-C5 bilaterally.

PVM Hypertonicity: There is 1+ hypertonicity and mild tenderness.

ROM:
Cervical Spine ROM: Limited. Forward flexion 30, extension 30, bilateral side flexion 30, bilateral rotation 30 degrees.
Lumbar Spine ROM: Forward flexion 30, extension 10, bilateral side flexion 10, bilateral rotation 10 degrees. Hyperextension is painful beyond 10 degrees.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling sign is positive. Lhermitte test is positive. Distraction test is negative. Soto-Hall test is negative.
Tony Williams

Page 3

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 negative. Straight leg raising test (Lasègue’s test) is positive at 45 degrees. Contralateral leg raise test (Cross leg test) is negative. Bragard test is negative. Kemp test positive. Babinski test negative.

Sacro-Iliac Joint: Sacroiliac joints bilaterally are examined. No tenderness is noticed. 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): Except for both knees, rest of the upper extremities and rest of the lower extremities are all found to be warm to touch and well perfused with no tenderness, pedal edema, contusions, lacerations, muscle spasm, or varicose veins. ROM of all the joints is normal. Quick test is negative. No leg length discrepancy is noticed.

GAIT: The gait is normal. The patient is able to walk well with no limping and he is not using any cane.

DIAGNOSES
GEN: E11.9, V89.2XXD, R26.2

CNS: G44.329, R51, F41.1, F32.9

PNS: M79.2

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

LIGAMENTS: M54.0
KNEE: M25.561 (RT), M25.562, M23.205 (Med. Men), M23.202 (Lat Men)

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

TH Spine: M54.09, M54.6, M51.24

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

SI Joint: M54.17, S33.5XXA

PLAN OF CARE
Continue treatment with physical therapy two times per week along with acupuncture and yoga. He has been released to restricted work if he would like to, walking and standing only four hours per day with plenty of rest each hour and part-time work for six hours six days and no lifting over 5 pounds along with transportation. He is provided with the following prescription: Naproxen, Elavil, melatonin, Skelaxin, lidocaine gel, as well as for pain relief Ultram ER 100 mg 15 days. He will be seen in 15 days. At that time, further determination will be made.
Vinod Sharma, M.D.

