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: Harinder Thind

DATE OF BIRTH: 10/02/1979

DATE OF ACCIDENT: 05/01/2019

DATE OF SERVICE: 09/22/2021

HISTORY OF PRESENTING ILLNESS

Mr. Harinder Thind has been injured in an automobile accident as follows: He was driving a truck which is a heavy load and due to the wind the load shifted and he came off the highway to a regular road in Illinois, Rock City, and his truck overturned and in the process his seatbelt broke and his windshield was broken and he hit into the right-sided door handle very hard with his shoulder. As a result, he had a damage fracture to his shoulder leading to surgery post accident. The surgery was done at Beaumont Hospital. The gentleman came from Illinois back to Michigan for treatment and he has been undergoing physical therapy three times per week for his shoulder. Only 20% relief has been obtained with the therapy. However, the pain level is only between 2 and 3 and he does not require pain medication. His major problem is that he is unable to abduct his arm or lift his arm beyond 120 degrees beyond which there is severe pain. He also underwent an arthrogram, MRI with contrast which shows a ruptured biceps tendon as well as thinning of the supraspinatus and infraspinatus, subscapularis tendons as well as high grade partial thickness articular site rim rent tear in the anterior distal supraspinatus tendon. His original surgeon is not able to take his case. He does not want to do surgery. Dr. Samuel Hakki was chosen as the next person to get a second consultation, but being extremely busy we could not get an appointment and many surgeons are not doing automotive cases. Hence he has been referred to University of Michigan Ann Harbor. Two months ago the certification is here, the prescription for that and it was written on 07/22/21. We are still trying to get an appointment for him to be seen and to be operated and get a second consultation. The patient does live very close to Ann Harbor and he will be trying again for this. He still wants to continue therapy in the meantime. 

ADDITIONAL HISTORY: No changes in medical history, surgical history, hospitalization, weight loss or other trauma. 
CURRENT PAIN MEDICATIONS: None.

SUBSTANCE ABUSE: None.

COMPLIANCE HISTORY: Okay.

Harinder Thind

Page 2

REVIEW OF SYSTEMS:

Neurology / Psyche: No dizziness/vertigo, headaches, vision disturbances, double vision, ear ringing, fainting, blackouts, difficulty sleeping, fatigue, tension, weakness, seizures, loss of balance, loss of equilibrium, lack of focus, lack of concentration, poor grades at work, poor work performance, anxiety, depression, panic, nightmares, loss of memory, or chronic fatigue.

Pain/ Numbness: No low back stiffness, neck stiffness, shoulder stiffness, jaw pain/stiffness, limited range of motion, pins and needles, clicking and grinding, numbness, nerve pain, sciatica, low back pain, mid/upper back pain, neck pain, shoulder pain, elbow pain, wrist/hand pain, hip pain, knee pain, ankle/foot pain, or difficulty walking.

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

GU: No incontinence of urine, frequency, painful urination, or blood in urine.

Respiratory: No asthma, difficulty breathing, chest pain, cough, shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 157/141. Pulse 86. Temperature 98.9. Pulse oximetry 100.

GENERAL REVIEW: This is a 40-year-old Indian male of a very good built and nutrition, alert, oriented, cooperative and conscious. No cyanosis, jaundice, clubbing, or koilonychia. No acute distress, shortness of breath or severe pain facies observed. He does not appear to be severely anxious or lethargic. The patient exhibits a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk well and mobile, independent without using any adaptive device.
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: There is no tenderness of the vertebral spine.

PVM Spasm and tenderness: None.

PVM Hypertonicity: There is no hypertonicity of the paravertebral muscles observed. 
ROM:
Cervical Spine ROM: Normal.
Thoracic Spine ROM: Normal.
Lumbar Spine ROM: Normal.

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 negative. Straight leg raising test (Lasègue’s test) is negative. Contralateral leg raise test (Cross leg test) is negative. Bragard test is negative.
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Kemp test negative. Femoral Nerve Stretch test is negative. Femoral Nerve Traction test is negative. Prone Knee Bending (Nicholas) test negative. Compression test negative. Knee Flexion test negative. Valsalva maneuver negative. Babinski test negative.
Sacro-Iliac Joint: 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 the right shoulder all the extremities are completely normal, warm to touch and well perfused. There is no tenderness, pedal edema, contusions, lacerations, muscle spasm, varicose veins. ROM for all joints is normal. Quick test is negative. No leg length discrepancy noticed. Motor power in all the extremities is 5/5. Reflexes are normal.

RIGHT SHOULDER: Examination of the right shoulder joint reveals on inspection a completely normal appearing shoulder joint with scar of the previous surgery. Ranges of motions are limited, but there is no contusion, laceration, or fractures or dislocations. On palpation, there is no local tenderness. There is no crepitus or grinding noise. Ranges of motions are limited. Flexion is 90 degrees and abduction is up to 160 degrees beyond which there is pain. Muscle strength is 4/5. Special tests are done. Hawkins-Kennedy test was found positive on the right side. Full beer can test is positive. Neer test and Speed test are positive. Anterior-posterior apprehension tests are positive and drop arm test is positive.
GAIT: The gait is normal. The patient is not using a cane or adaptive devices.

DIAGNOSES
GEN: V89.2XXD

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

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

PLAN OF CARE
The patient will continue trying to be at University of Ann Harbor that I believe is an excellent choice. The patient agrees. He will have a consultation there and if surgery is needed for ruptured biceps tendon, he will do that. He will continue physical therapy. He has been advised about disability issues. He has been advised also to get a functional limitation evaluation from his therapist. After that we will meet again. His ADLs that are affected currently are walking ability, work and sleep to the tune of 8. The patient will be seen in a month.
Vinod Sharma, M.D.

