MOORE, FRANK

DOB: 04/27/1952

DOV: 09/06/2022
HISTORY: The patient is a 70-year-old gentleman here for results. The patient has long history of neck pain with radiculopathy, recently had a MRI and here to review those results. He stated since his last visit, he has had no need seek medical, psychological, surgical and emergency care and today states he continues to have pain in his upper extremities and his neck.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation is 96% on room air.

Blood pressure is 124/67.
Pulse is 85.
Respirations 18.
Temperature 97.8.

NECK: Full range of motion with moderate discomfort. No deformity. No step off. No crepitus with range of motion.

Upper extremities, no muscle wasting. He does report some loss of sensation and numbness in the upper and lower portion in his arm and forearm.

ASSESSMENT:
1. Cervical spine stenosis.

2. Cervical spondylotic radiculopathy.

3. Multilevel DJD and spinal stenosis, cervical spine.

4. Multilevel H&P and cervical spine.
PLAN: MRI was reviewed with the patient and these findings were discussed with him and the need for consultation with a specialist, he agreed with my plan to see a specialist and neuro consult was completed today. The patient was advised to call that service for followup. He declined medication for pain. He states he is at home strongly encouraged to return if he gets worse or go to nearest emergency room if we were closed.
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