ROMERO, ALIER
DOB: 11/20/1984
DOV: 06/10/2021
HISTORY: This is a 36-year-old gentleman here with back pain.

The patient states he was involved in a motor vehicle accident approximately two or three weeks and he was seen in the emergency room where he stated he had CT scan and x-rays, which revealed no acute abnormalities of his bony structures. He stated he continued to have pain and is here today because his pain is worse. He states his pain continues to shoot down the back of his legs and the medications he is currently taking Motrin, Flexeril, and prednisone are not helping. He states he had not slept last night and would like to have something different for his pain. He stated that he is scheduled to have an MRI today and once that result is available, he will return so we can intervene as indicated.

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: All systems were reviewed. He continues to have numbness in his left lower extremity and states sometimes it is also in his right. He denies bladder or bowel dysfunction. He denies numbness in his peritoneal region. He states whenever he wipes he can feel abnormal sensation in the buttocks region.
PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in mild distress.

VITAL SIGNS:

O2 saturation 94% at room air.

Blood pressure 111/71.
Pulse 96.

Respirations 16.

Temperature 97.6.

HEENT: Normal.

NECK: Full range of motion. No rigidity. No meningeal signs. No tenderness to bony structures of his neck.
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RESPIRATORY: No use of accessory muscles. No paradoxical motion. Good inspiratory and expiratory effort. No adventitious sounds.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

BACK: Tenderness diffusely in his lumbosacral region. Muscles have spasms bilateral to the lumbosacral and lumbar region. No step-off. No crepitus. There is tenderness in the lower back in the region of like L4-L5 and L5-S1 region.

EXTREMITIES: No muscle atrophy. He bears weight well with antalgic gait. Good range of motion, but range of motion is reduced in his lower extremities.
NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are grossly normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Radicular back pain.

2. Back contusion.

PLAN: The patient was advised to complete an MRI study and he must come back with the results so we can talk and see what intervention is needed. He was advised to stop Motrin and start Nalfon 600 mg one p.o. t.i.d. p.r.n. for pain and advised to continue the prednisone and the Flexeril the muscle relaxer. He states he understands and will comply. He was kept home from work today. He will go back in another week or so. He states the pain is preventing him from being effective in his job. He was given the opportunity to ask questions, he states he has none.
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