EPPES, HAROLD
DOB: 11/18/1955
DOV: 09/01/2022
HISTORY: This is a 66-year-old gentleman here with back pain. The patient states this is nothing new, it has been going on for a while. He stated that approximately two years ago he had laminectomy at L4-L5 and L5-S1 and has been on many different medications with no relief. He states he has recently been having some weakness in his lower extremities, but denies bladder or bowel dysfunction. He states when he uses bathroom and wipes his peritoneal area has normal sensation. He stated that he has been seen by a neurologist, he cannot see him until sometime next week and they have a plan to redo his surgery. The patient has indicated that in the past he has taken gabapentin, he indicated that he stopped because he does not like the side effects. He is taking hydrocodone, the patient stated he stopped that also because it has been having side effects. He indicated that his wife has some Tylenol No.3, which he did use and find that to be very helpful.

PAST MEDICAL HISTORY:
1. Hypothyroidism.
2. Hypercholesterolemia.
3. Hypertension.
PAST SURGICAL HISTORY: Laminectomy.
MEDICATIONS:
1. Atorvastatin.
2. Metoprolol.
3. Sertraline.
ALLERGIES: None.
SOCIAL HISTORY: He endorses alcohol use, but denies tobacco or drug use.
FAMILY HISTORY: Negative.
REVIEW OF SYSTEMS: Systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, obese gentleman.
VITAL SIGNS:

O2 saturation 97% at room air.

Blood pressure 123/77.
Pulse 88.

Respirations 18.

Temperature 98.3.

HEENT: Normal.
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NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No paradoxical motion. No adventitious sounds.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

BACK: The patient has a long well-healed scar mid lower back. No step off. No crepitus. Full range of motion with some moderate discomfort on flexion and extension and he has some muscle stiffness bilaterally. No step off.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT/PLAN:
1. Lumbar radiculopathy.

2. Chronic back pain.

3. Obesity.

Today, the patient was given Tylenol No.3 and he will take one p.o. q.h.s. for 14 days, #14, two refills. He was given the opportunity to ask questions he states he has none. He was strongly encouraged to keep his appointment with the specialist for treatment options. He was given the opportunity to ask questions, he states he has none.
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