CLINIC VISIT NOTE

CHANDLER, BALLYE
DOB: 08/30/1947
DOV: 09/23/2022

The patient presents with history of falling at work, stumbled, and landing on her left knee and left shoulder with pain, was seen at Texas Emergency Room where x-rays were obtained, but became upset after ER doctor was rude to her when she was complaining of having to wait. So, she left AMA. He contacted her afterwards and prescribed medication over the phone and went over her x-ray results that were obtained. X-rays of the shoulder showing no fracture, but with degenerative changes. X-rays of the left humerus without evidence of fracture. X-rays of her left knee showed no evidence of acute fracture or dislocation, mild osteopenia, joint spaces with trace *________*mild tricompartmental joint space narrowing, mild spurring of the tibial spines. No periarticular lesions. Soft tissues unremarkable. She has final diagnoses of no acute osseous findings, mild tricompartmental osteoarthritis with trace joint effusion. The patient also had CT of her neck without contrast showing no acute fracture or malalignment, arthrosis *________* present, *________* interval, mild to moderate spondylosis noted primarily at C5-6 and C6-7. Soft tissues unremarkable. Impression: No acute abnormality, arthrosis, spondylosis. She was prescribed several medications including *________* indomethacin, Flexeril, Tylenol with Codeine which she was called about, but she tells not to give medications. She presents to the clinic today. She states that she is having decreased pain, but still with painful range of motion to the left shoulder and slight painful weightbearing to left knee. The patient has history of allergies, recurrent hives for greater than 10 years, unknown cause.
SOCIAL HISTORY: The patient lives in Alaska, has been driving busses for the school for greater than 25 to 30 years, still working; she is 75 years of age.
PHYSICAL EXAMINATION: General Appearance: No evidence of acute distress. Vital Signs: Within normal limits. Head, eyes, ears, nose and throat: Within normal limits. Neck: Without tenderness or painful range of motion. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: No abnormality or tenderness. Extremities: 1 to 2+ tenderness to left anterior and deltoid aspect of left shoulder with painful range of motion with limitation of full abduction and rotation. Left knee with noted slight tenderness to left mid pretibial area. Full range of motion of left knee without evidence of effusion. No localized tenderness. Skin: Without evidence of rash or discoloration. Neuropsychiatric: Within normal limits.

IMPRESSION: Followup with injury to left shoulder and left knee with effusion suggested in the knee.

PLAN: The patient was given prescription for meloxicam. Advised to be off work. Anxious to return to work, but advised to return to the clinic next week for reevaluation to determine her progress and ability to return to work. She will need a full release to drive a bus. We are uncertain if part-time or limited work is available or not.
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