Clinic Visit Note
Patient’s Name: Kimberly Ethridge
DOB: 01/06/1971
Date: 09/16/2022
CHIEF COMPLAINT: The patient came today with a chief complaint of upper back pain, fatigue, and weakness.
SUBJECTIVE: The patient stated that upper back pain is most of the time sore and she is not able to do activities of daily living and also she feels fatigued and the patient had x-rays of the thoracic spine and the results are reviewed with the patient and all the questions are answered to her satisfaction. It showed the patient has S-shape scoliosis and multilevel thoracic spondylosis. There were also degenerative changes floated with retrolisthesis of T11 over T12. The patient stated that pain level is 5 or 6 and it is worse upon exertion; however, the patient gets relief after resting completely.
REVIEW OF SYSTEMS: The patient denied dizziness, headache, double vision, sore throat, cough, fever, chest pain, nausea, vomiting, change in the bowel habits or stool color, leg swelling or calf swelling, tremors, focal weakness of the upper or lower extremities, or loss of consciousness.
PAST MEDICAL HISTORY: Significant for migraine type headache and she is on Relpax 20 mg twice a day as needed.
The patient has a history of vitamin D deficiency and she is on vitamin D3 supplement 50,000 units once a week.

The patient has a history of hypercholesterolemia and she is on simvastatin 10 mg once a day along with low-fat diet.
The patient has a history of significant pain in both the hands due to hand and thumb deformity and the patient is taking meloxicam 7.5 mg once a day as needed along with gabapentin 100 mg three tablets three times a day as needed.

FAMILY HISTORY: Significant for osteoporosis.
SOCIAL HISTORY: The patient lives with her husband and she is not able to work due to severe both hands pain, both elbows pain, both shoulders pain and the patient has no history of substance abuse, alcohol drinking, or smoking.
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OBJECTIVE:
NECK: Supple without any thyroid enlargement.

Chest is symmetrical without any deformity.

HEART: Normal first and second heart sounds without any cardiac murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any organomegaly and bowel sounds are active.
EXTREMITIES: No calf tenderness, edema, or tremors.
NEUROLOGICAL: The patient is able to ambulate without any support; however, her gait is slow.

Musculoskeletal examination reveals significant tenderness of the parathoracic soft tissues especially T9-L1 and lumbar forward flexion is painful at 45 degrees as well as lateral flexions. The patient has S-shaped scoliosis of the thoracic spine. Both hands and especially the thumb joints have deformity.
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