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: Vernell Rushon
DATE OF BIRTH: 01/18/2000
DATE OF ACCIDENT: 08/21/2021
DATE OF SERVICE: 11/09/2021
HISTORY OF PRESENTING ILLNESS

Mr. Vernell Rushon is a victim of an automobile accident. He was hit by a police cop car while crossing the road in Detroit and apparently he had a fracture of the left femur. Along with that there was a pain in the mid back and lower back and some numbness and tingling is reported on the side of the leg on the lateral part just below the knee. He is able to walk up to 50 feet and he is able to do most of the ADLs reasonably well. He has a wheelchair and a walker and he just got hospital bed. His pain level is 9 on a scale of 1-10 from 5-9 with 80% improvement in the pain with all the therapy and medications. The ADLs that are reported affected are general activity, walking ability, work, and enjoyment of life 10 on a scale of 1-10. Mood is affected 8. Sleep is affected 7. 
ADDITIONAL HISTORY: In the last 30 days, the patient states he is improving. Medical History: No changes. Surgical History: There are no changes in the last 30 days. No hospitalization in the last 30 days. Weight loss: There are no changes in weight. There is no other trauma.
CURRENT PAIN MEDICATIONS: Gabapentin, tramadol, and trazodone.
SUBSTANCE ABUSE: None reported.

COMPLIANCE HISTORY: The patient is fully compliant to the pain medicine regimen.

REVIEW OF SYSTEMS
Neurology / Psyche: The patient reports severe headaches and difficulty sleeping, tension, weakness, loss of equilibrium, anxiety, and depression. Denies any dizziness, vertigo, vision disturbance, memory issues, loss of balance, or even lack of focus or lack of concentration. No history of any confusion or disorientation.
Pain/ Numbness: The patient has ongoing pain in the left leg. Along with this, there is pain in the lower back, mid back, left hip, left knee and difficulty walking of course.
GI: The patient has no nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of the bowel, stomach pain, blood in the stool, or trouble swallowing.
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GU: There is no incontinence of the urine, frequency, painful urination, or blood in the urine.

Respiratory: There is no asthma, trouble breathing, chest pain, coughing, or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 137/79, pulse 66, pulse oximetry 99%.

GENERAL REVIEW: This patient is a 21-year-old African American male of average built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. Hydration is good. The patient appears to be in acute pain, but no acute distress or SOB and does not appear to be anxious or lethargic. The patient has a good attitude and demeanor. Dress and hygiene is normal. The patient can walk up to 50 feet. Gait is antalgic. He is not using crutches. He is on a wheelchair at this time.

EXTREMITIES: On the left side, there is a scar at the upper part of the knee almost 3 inches where the surgery was done and the patient was provided plate and screw and possibly intramedullary nail. I did not see any scar in the hip area. Other than that, there is complete range of motion of hip and the knee. The patient is able to put weight on the leg. There is no distal swelling. Peripheral circulation is intact.

Rest of the musculoskeletal examination was completely normal. General review is also completely normal. This gentleman is able to come out of this trauma very well and he has been provided with a knee brace to help him heal and a back brace to help him heal. It appears that the patient may not need any further treatment for his back and I am not planning to do any MRI. Just some therapy is all is needed. Hopefully, he will be all okay.

MUSCULOSKELETAL: Examination could not be done due to the inability of the patient to lie on the table.

DIAGNOSES
Fracture of the left femur

PLAN OF CARE
Plan of care is to continue the treatment of physical therapy and OT three times per week along with work disability, housework replacement, attended care for four hours seven days, transportation and case management. He is provided with the following medications which are Naprosyn 500 mg twice a day, Elavil 50 mg at night, melatonin 10 mg at night, lidocaine gel 3%, tramadol 50 mg every six hours p.r.n. #90 tablets are provided one last time, and also this patient is also seeing orthopedic surgeon on 11/15/21. Hopefully, they will make a decision further. It appears that the patient is healing well. He will be seen in 30 days.
Vinod Sharma, M.D.

