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: Kathy Pena Gomez

DATE OF BIRTH: 01/20/1993

DATE OF ACCIDENT: 12/04/2020

DATE OF SERVICE: 11/18/2021

HISTORY OF PRESENTING ILLNESS

Kathy Pena Gomez is here for a followup evaluation. She is allegedly a victim of an automobile accident where she was injured in a commercial large van where she was sitting in a rear seat and the accident was hit on her side, passenger side in a T-bone fashion. As a result she fell between the seat and hit into the seat in front and back and she was completely knocked out with loss of consciousness, fractures of the nose and skull, TMJ problem with jolting of the neck and lower back, pain in the shoulder, and symptoms of TBI, lower back pain with radiation to both arms and right leg. In the progress of this visit, initially the patient was seen on 12/18/20 and has been followed up all along and the patient is improving and for now all the fractures have healed up and now only redundant problems are in the lower back towards the right sacroiliac joint for which injection was provided. Since then the patient has not been coming for any injection. She does not want them. The pain level is between 4 and 5. She points out pain at both sides of the neck and upper part of the trapezius muscle due to the torticollis that has been going on her. She is doing physical therapy and she has been referred back to physical therapy again for this issue. She has all the muscle relaxants, lidocaine gel and all the medications that are required to help her. So far, she reports 50% pain relief. Her ADLs are not affected in any area anymore.

ADDITIONAL HISTORY: In the last 30 days the patient reports no changes in the pain level and there is no change in the medical history, surgical history, hospitalization, weight loss or any other trauma.

CURRENT PAIN MEDICATIONS: None. She was given Ultram as p.r.n basis

SUBSTANCE ABUSE: None reported.

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

REVIEW OF SYSTEMS:
Neurology / Psyche: The patient reports of headaches, double vision and anxiety and some ongoing depression. She is also seeing psychology clinic who have requested extra medicine for depression.
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Pain/ Numbness: The patient has lower back stiffness and some pain in the lower back. She is pointing towards the sacroiliac joints.

GI: No nausea, vomiting, diarrhea, constipation, digestive problems, incontinence of bowels, or stomach pain.

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

Respiratory: No asthma, trouble breathing, chest pain, coughing or shortness of breath.

PHYSICAL EXAMINATION

VITALS: Blood pressure 134/79, pulse 87, and pulse oximetry 100%.

GENERAL REVIEW: This is a 27-year-old Latino female of an average built and nutrition, alert, oriented, cooperative, and conscious. No cyanosis, jaundice, clubbing, or koilonychia. No severe anxiety or lethargy, but the patient is in acute distress due to the severe pain and no shortness of breath is noticed. The patient has a very attitude and demeanor. The dress and hygiene is normal. The patient is able to walk well and is mobile without any cane or adaptive devices.

HEENT: Nose: There is no swelling. No swelling of the frontal sinus. No conjunctival hemorrhage in the eyes. Eyes, ears, nose and throat look good. Head is normal. No fracture or tenderness. Ears look good. Mandible TMJ looks normal.

MUSCULOSKELETAL EXAMINATION:

Inspection: The entire spine has normal curvature and alignment with no scars being noticed.

Palpation: There is no scoliosis or abnormal kyphosis or hump back. The pelvic iliac crest height is equal. No pelvic tilt is noticed.

Spine Tenderness: Only tenderness is noticed in the right sacroiliac joint.

PVM Spasm and tenderness: None.

PVM Hypertonicity: None.

ROM:
Cervical Spine ROM: Completely normal. Forward flexion 60, extension 50, bilateral side flexion 45, and bilateral rotation 80.

Lumbar Spine ROM: Forward flexion 60, extension 25, bilateral side flexion 30, and bilateral rotation 30.

MANEUVERS TO IDENTIFY & REPRODUCE PAIN:
Cervical Spine: Hoffmann sign is negative. Spurling test is negative. Distraction test is negative. Soto-Hall test is negative. Myelopathy signs are negative.
Thoracic Spine: Roos test (1st thoracic nerve stretch) is negative.

Lumbar Spine: Brudzinski-Kernig test is negative. Straight leg raising test (Lasègue’s test) is positive at 45 degrees bilaterally along with contralateral leg raise test which is positive bilaterally. Bragard maneuver is negative. Kemp test is negative. Babinski test is negative.

Sacro-Iliac Joint: Right sacroiliac joint is mildly tender. Standing flexion test is negative. Iliac compression test is positive. Distraction test is positive. FABER test on the right side is positive. Gaenslen test is positive on the right side. Trendelenburg sign is negative.
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EXTREMITIES (UPPER and LOWER): Only the right shoulder has positive findings. Rest of the extremities found to be completely normal with no tenderness. Full range of motion. Normal motor power. Normal reflexes. No contusion, laceration, muscle spasm or varicose veins or pedal edema is noted.

SHOULDERS: Right shoulder examination reveals that the range of motion is still limited with maximum abduction up to 90 degrees beyond which more pain appears in the rotator cuff region. There is tenderness in the rotator cuff region and some part of the deltoid, upper part of deltoid and anterior part of the shoulder. Muscle strength is 4/5. Hawkins-Kennedy test was positive. Speed test and Neer test was positive. Empty beer can test was positive.

DIAGNOSES

GEN: V89.2XXD, R26.2

CNS: G44.329, R51, R42, F41.1, F32.9, F43.20

PNS: M79.2, fracture of the right orbit, fracture of the nose, fracture of the frontal sinus, fracture of the maxillary sinus, fracture of the right parietal region, fracture of the right temple undisplaced.

MUSCLES: M60.9, M79.1, M79.7, M62.838

LIGAMENTS: M54.0
SHOULDER: M25.512 (LT), M25.511 (RT), M75.110, M75.30, M75.50, S43.432D

ELBOW: M 25.529

WRIST: M25.539

HAND: CTS RT: G56.01, CTS LT: G56.02

KNEE: M25.561 (RT), M25.562 (LT), M23.205 (Med. Men), M23.202 (Lat Men)

ANKLE/ FOOT: M25.571 (RT), M25.572 (LT)

Cx Spine: M54.2, M50.20, M54.12, M53.82, M54.02, S13.4XXA

TH Spine: M54.09, M54.6, M51.24, M54.14, M54.08, S23.3XXA

LS Spine: M54.5, M51.27, M54.16, M54.42, S33.5XXA

SI Joint: M54.17, M43.28, M53.3

PLAN OF CARE
Plan of care is to continue the treatment along with medications that have been given on the last time as refills are there and Zoloft has been increased to 100 mg. Physical therapy will continue three times per week because she feels good about it and she will remain off work, housework replacement and case management for her. She will be seen in 30 days’ time.

Vinod Sharma, M.D.

