CLINIC VISIT NOTE

GRIFFIN, COY
DOB: 01/17/1977
DOV: 12/01/2022

The patient is seen with history of having pain to his upper back for the past three to four days. It has been worsening. He states the pain at 7-8/10. Not sure about injury or with lifting.
PAST MEDICAL HISTORY: Has had fusion of C4-C7 in the neck with herniation at C3 as well without surgery, tolerating with good surgical results without neck pain.
SOCIAL HISTORY: Noncontributory. He works as a diesel mechanic, lifts some heavy objects throughout the day on a regular basis.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory.
PHYSICAL EXAMINATION: General Appearance: Mild distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Decreased range of motion secondary to fusion. Back: Some tenderness noted to the left upper parathoracic area T3-T6. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Skin: With no rash or discoloration. Extremities: Within normal limits. Neurological: Within normal limits.

X-rays of thoracic spine were obtained and showed no gross abnormality.
FINAL DIAGNOSIS: Back pain in the thoracic area with history of cervical fusion, problem with sprain.
PLAN: The patient advised to continue with RICE alternating hot and cold. Given dexamethasone 10 mg IM and Toradol 60 mg IM. Given prescription for Medrol and Flexeril. Meloxicam is taken if he finishes with steroids. Advised to follow up as needed in the next one or two weeks. Advised to do light duty until 12/12/2022 with possible recommendation for physical therapy if not better and clearing.
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