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: Angela Middlebrook
DATE OF BIRTH: 12/27/1961
DATE OF ACCIDENT: 

DATE OF SERVICE: 11/02/2021
HISTORY OF PRESENTING ILLNESS

The patient is here for severe pains that are affecting her in the lower back and both knees especially the left. She also has pain in the both legs medially as well as lower back pain is radiating to the left buttock and into the left SI joint. She cannot walk more than 10 minutes, sit more than 20 minutes or stand more than 30 minutes. Pains are feeling like throbbing and shooting and she also reports that these pains are continuously present. She has had a back problem for the last 30 years. Recently, she has gained 45 pounds. Due to the COVID crisis, she could not exercise or go anywhere. Her pains are now worsened. She was provided Naprosyn, Elavil, Skelaxin, Prilosec, and Voltaren gel along with Norco 7.5 mg on 09/30/2021 when she was first seen. An MRI for the cervical spine, lumbar spine and the left knee was ordered. However, it has not been done. The appointment is in two weeks at Sinai-Grace Hospital. The patient has been informed in detail about alternative solutions which are physical therapy, chiropractic, medications, Ace bandage, and knee brace. Detailed information about collagen as well as *__________* and Gelsyn injections that she need to arrange privately so that they can be given for her if she does not want any surgery to the knee. The pain level is around 9 and is affecting her adversely. ADLs are affected. Her pain relief is around 30% so far. Mood is affected 8. Work is affected 10. Enjoyment of life is affected 9. Sleep is affected 8 and the relationship with other people is affected 7.

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

CURRENT PAIN MEDICATIONS: Norco besides other maintenance medications.
SUBSTANCE ABUSE: The patient reports no abuse of any substance.

COMPLIANCE HISTORY: The patient reports full compliance to the pain medicine regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports severe headaches, dizziness, tension, weakness, loss of balance, lack of focus, and nightmares.
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Pain/ Numbness: The patient reports shoulder stiffness, neck stiffness, lower back stiffness, hip pain on the left side, left knee pain and moderate difficulty walking.

GI: The patient has stomach pain. She denies any blood in the stool, difficulty in swallowing, digestive problem, constipation, nausea, vomiting, or diarrhea.

GU: The patient denies any incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: The patient denies any asthma, trouble breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 139/86, pulse 78, weight 185 pounds, height 5’5”, and pulse oximetry 100%.

GENERAL REVIEW: This is a 61-year-old African-American female of a good built and nutrition, alert, oriented, cooperative, conscious, sitting comfortably. The patient is good built and well nourished. Hydration is good. No acute distress, shortness of breath, or severe pain facies are observed. This patient did not appear to be severely anxious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal. The patient is able to walk reasonably well and is independent without using any adaptive devices.
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 spine tenderness noticed and there is no muscle spasm anywhere. 

PVM Spasm and tenderness / PVM Hypertonicity: No spasm and no hypertonicity. No trigger point.

ROM:
Cervical Spine ROM: Forward flexion 60, extension 60, bilateral side flexion 45, and bilateral rotation 80.
Lumbar Spine ROM: Forward flexion 15, extension 15, bilateral side flexion 30, bilateral rotation 30. Hyperextension is not painful.

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.

Lumbar Spine: Brudzinski-Kernig test negative. Straight leg raising test (Lasègue’s test) is positive at 35 degrees. Contralateral leg raise test (Cross leg test) is positive. Bragard test is negative. Kemp test is positive. Babinski test is negative.

Sacro-Iliac Joint: The left sacro-iliac joint is slightly tender. Standing flexion test is negative. Iliac compression test and distraction test are negative. FABER tests were found positive. Gaenslen tests are positive on the left side.
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EXTREMITIES (UPPER and LOWER): Except for the left knee, all the other extremities are found to be normal and well perfused and warm to touch. Motor power is 5/5. Reflexes are normal. There is no tenderness, pedal edema, contusion, laceration, muscle spasm or varicose veins. The range of motion of all other joints is normal. Quick test is negative. No leg length discrepancy is noticed.

LEFT KNEE: Examination of the left knee reveals that on inspection there are no scars, erythema or effusions. On palpation, there is moderate peripatellar tenderness with no swelling, asymmetry, not feeling warm or cold. Some crepitus is heard and grinding noise is heard. Range of motion is normal. Flexion is 135. Collateral ligaments are normal, intact, nontender. Motor power is 4/5. Valgus and varus abnormality is not present, but anterior drawer and posterior drawer are positive. McMurray sign is positive. Steinman is positive. Patellar apprehension test is positive.

GAIT: The gait is normal. The patient is not using a cane or adaptive devices.

DIAGNOSES
R26.2

KNEE: M25.561 (RT), M23.205 (Med. Men), M23.202 (Lat Men), M22.40
LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA
PLAN OF CARE
Apparently, the patient has a very old motor vehicular accident where she injured her back in a rear-ending accident in 1987 and 2017 and also two falls in 2018 and 2020 in snow and out of a chair when the chair rolled back out of her and injured her various areas. The treatment was at Michigan State Clinical Center in Lansing. Reviewing the MAPS, it appears that she has been stabilized on Norco all along without any definitive treatment. No record of any spine surgery or epidural injections or injection to the joints or record of any MRI is available either, only the plain x-rays. There is no record of physical therapy also. The patient states that physical therapy was done two years ago and no chiropractic treatment. Hence I am referring this patient for physical therapy three times per week for eight weeks to see it will bring any help. She is also welcome to join a chiropractic group where she lives to see if that will help her at all. Medication wise, she is provided with Tylenol with Codeine No.3 every 12 hours for three weeks #50 tablets after which she will be seen. Hopefully, the MRIs will be all done by that time. 
Vinod Sharma, M.D.
