Clinic Visit Note
Patient’s Name: Anita Ghai
DOB: 06/18/1977
Date: 01/17/2024
CHIEF COMPLAINT: The patient came today with a chief complaint of severe low back pain.
SUBJECTIVE: The patient stated that right-sided low back pain started after she fell down almost two years ago and the pain was on and off and one time she felt better, but after that the patient started having pain and it was progressively getting worse. Now the pain level is 7 or 8 upon exertion and it is slightly less upon resting, but she has constant low level pain in the back, but there is no radiation of pain to the lower extremities and the patient had lumbar spine x‑ray done in the past and at that time did not show any fracture. The patient also stated that she is not able to do her activities of daily living due to back pain.
REVIEW OF SYSTEMS: The patient denied headache, dizziness, chest pain, shortness of breath, nausea, or vomiting, calf swelling or tremors.
OBJECTIVE:
HEART: Normal heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Slightly obese without any tenderness.
EXTREMITIES: No pedal edema or calf tenderness.
Musculoskeletal examination reveals tenderness of the soft tissues of the paralumbar area and significant tenderness on the right side. Lumbar flexion is painful at 45 degrees and lateral flexion is most painful. Weightbearing is also very painful and the patient walks with slow gait.
I had a long discussion with the patient regarding treatment plan and she is advised to have MRI of the lumbar spine to rule out compression fracture.
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