Clinic Visit Note
Patient’s Name: Yovani Simental
DOB: 11/29/1993
Date: 03/07/2023
CHIEF COMPLAINT: The patient came today for annual physical exam and also complaining of low back pain and weight gain.
SUBJECTIVE: The patient stated that he was consuming lot of carbohydrates in the diet and subsequently gained weight. Also, the patient has pain in the low back, which is chronic in nature. However, he gets muscle spasms and requesting pain medication refill. The pain level in the back is 4 or 5 and he does stretching everyday. The patient has been seen by physiatrist.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, double vision, ear pain, sore throat, cough, fever, chills, exposure to any infections or allergies, chest pain, shortness of breath, nausea, vomiting, change in the bowel habits or stool color, urinary or bowel incontinence, leg swelling or calf swelling, tremors, or focal weakness of the upper or lower extremities.
PAST MEDICAL HISTORY: Significant for heroin overdose resulting in spinal cord injury and the patient undergone extensive rehabilitation.
The patient has a history of muscle spasms and he has been on diazepam 5 mg once a day as needed and diclofenac 1% gel use 2 g once a day as needed.

The patient has a history of attention deficit disorder and he is on Ritalin 10 mg in the morning hour and in the afternoon given by psychiatrist.

The patient also stated that he has sometimes difficulty walking due to chronic muscle weakness and he is requesting feet brace.

ALLERGIES: None.
PAST SURGICAL HISTORY: The patient has a tracheostomy and overdose and had paraplegia. Also, the patient has right knee arthroscopy and repair.
FAMILY HISTORY: Grandfather has brain tumor and passed away.

PREVENTIVE CARE: Reviewed and discussed.

SOCIAL HISTORY: The patient lives with his parents and he has cut down smoking significantly and he has been nonsmoking for past several weeks. The patient has no history of alcohol use or any other substance abuse. The patient currently does not work and he is on disability.
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OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple without any thyroid enlargement or lymph node enlargement.

Chest is symmetrical without any deformity and there is no axillary lymph node enlargement.

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft and bowel sounds are active. There is no organomegaly.
Genital examination is unremarkable.

EXTREMITIES: No calf tenderness, edema, or tremors. However, the patient has weakness of the leg muscles, which is chronic in nature; however, the patient walks with a slow gait and he does not have any assistance.
Musculoskeletal examination reveals chronic lumbar muscle tenderness especially at 45 degrees forward flexion. The patient is able to ambulate without any assistance.
Skin is healthy without any rashes.
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