CLARK, HANNAH

DOB: 08/10/2005

DOV: 12/09/2022

HISTORY OF PRESENT ILLNESS: This is a 17-year-old female patient here with a complaint of low back pain at the bottom of her spine. She is a cheerleader. She denies any injury or any trauma to the back. It actually started hurting approximately one week ago. It has not improved. She has not given the back rest as well. She is not taking any medications for relief.

Once again, no trauma to the back.

There is no altered urination or defecation. There is no abdominal pain. In fact, I have done a complete review of systems and there are no other issues verbalized to me today.

PAST MEDICAL HISTORY: Negative.
PAST SURGICAL HISTORY: Negative.

CURRENT MEDICATIONS: None.

ALLERGIES: No known drug allergies.

SOCIAL HISTORY: Lives with mother and father. No association of secondhand smoke.

PHYSICAL EXAMINATION:

GENERAL: The patient is awake, alert, and oriented. She is well nourished, well developed, well groomed, and not in any distress. She dose not appear to be in any pain at the moment.

VITAL SIGNS: Blood pressure 110/66, pulse 71, respirations 16, temperature 97.4, oxygenation 100%, and current weight 108 pounds.

HEENT: Largely unremarkable.

NECK: Soft. No thyromegaly. No masses. No lymphadenopathy.

HEART: Positive S1 and positive S2. Regular rate and rhythm. No murmurs.

LUNGS: Clear to auscultation.

ABDOMEN: Soft and nontender.

BACK: Examination of the back, there is no tenderness. No point tenderness. Left versus right is symmetrical. I have not taken her through any range of motion exercises related to her discomfort.

LABS: None are done today. No x-rays were ordered as well. Following the conservative approach.

ASSESSMENT/PLAN: Low back pain and muscle strain. The patient will be given Flexeril 5 mg b.i.d., Motrin 600 mg three times daily, and Medrol Dosepak as directed.

The patient will monitor her symptoms. Return to clinic or call if not improving.
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