SALAZ, HELEN
DOB: 12/22/1958
DOV: 01/23/2023
HISTORY: This is a 64-year-old female here with back pain. The patient states that this has been going on for approximately two days. She denies trauma. She states she has a history of sciatica and this pain is similar. She stated that she was at work today and sat for a long period of time and could not get up and decided to come in for help. She described pain as sharp, rated pain 9/10, increased with range of motion. She states pain is located in her lower back in the region where it has always been in the past. She states she has been to pain management, but states she does not want to go back to that pain management because they have to go monthly and do a urine drug screen and she does not want to go through that. She states she really got some help from the chiropractor who she plans to go back to visit for another session. She states the only reason she did not go back because her insurance would not pay for it and she has to pay out of pocket.

PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: The patient denies bowel or bladder dysfunction. She reports numbness and weakness in her left lower extremity (I offered her an MRI to better evaluate cause of her numbness in her lower extremities and she declined, she stated she had an MRI done recently and does not want another one right now. She states all she wants is the usual injection which works for her i.e. Toradol and dexa).

She denies nausea, vomiting, or diarrhea.

She denies abdominal pain.

She denies dizziness. Denies headache. Denies blurred vision or double vision.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, in mild distress.
VITAL SIGNS:

O2 saturation 100% at room air.

Blood pressure 150/71.
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Pulse 62.

Respirations 18.

Temperature 98.3.
HEENT: Normal.

NECK: Full range of motion. No rigidity.

RESPIRATORY: No use of accessory muscles. No respiratory distress. No paradoxical motion.
ABDOMEN: No guarding. No visible peristalsis.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
BACK: Tenderness in the lower lumbosacral region. No step-off. No crepitus. Decreased range of motion secondary to pain.

LOWER EXTREMITIES: Reduced strength in her left lower extremity. No muscle atrophy.

ASSESSMENT:
1. Lumbar radiculopathy (chronic).

2. Sciatica (chronic).

3. Back pain (chronic).

PLAN: In the clinic today, the patient received Toradol 60 mg and dexa 10 mg. She was observed for additional 20-25 minutes, then reevaluated. She states she is beginning to feel a little better. She states she has no reaction to the medication and is comfortable being discharged. She was sent home with the following medications:

1. Ketorolac 10 mg one p.o. b.i.d. for 30 days #60.

2. Prednisone 10 mg one p.o. daily for 10 days #10.

3. Flexeril 10 mg one p.o. b.i.d. for 30 days #60.

She was given the opportunity to ask questions and she states she has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

