WILLIE, POWELL

DOB: 04/25/1978

DOV: 02/05/2024

HISTORY: This is a 46-year-old gentleman here with back pain.

He said this started approximately three days ago, said he was at work at a local restaurant and was lifting some heavy stuff he says while the boxes was rather heavy lifted and turned and said his muscles locked up on him. Describe pain is sharp rated pain 8/10 worse with motion. He said pain is located in the lateral surface of the lumbosacral spine. He denies bowel or bladder dysfunction. He denies numbness or weakness in his lower extremities.

PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: None.

MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: The patient denies drug use. He endorses alcohol and tobacco use.

FAMILY HISTORY: None.

REVIEW OF SYSTEMS: The patient denies bladder or bowel dysfunction. He denies weakness or numbness in his lower extremity, he also denies trauma.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 125/84.

Pulse is 65.

Respirations are 18.

Temperature is 98.0.

BACK: There is no tenderness of the bony structures. He has muscle spasm in the lateral surface of his lumbosacral spine it is worse on the left.

No bony tenderness. No step off. No crepitus.

No erythema. No edema. No laceration but abrasion in his back.

The patient’s red flag score is low and thus the need for MRI or CT scan is negligible.
HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.

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

EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. He bears weight well with antalgic gait secondary to back pain.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Acute back pain.
2. Muscle spasms (lateral surfaces of the lumbosacral spine).
PLAN: In the clinic, the patient received the following Toradol 60 mg IM. He was observed in the clinic for an additional 20 minutes or so afterwards he was reevaluated and reports no side effects from medications. He said his pain is being teased up. He was also sent home with the following prescriptions: Robaxin 750 m one p.o. to be taken at nighttime. He is strongly discouraged from taking this medication in daytime especially if he is driving. He said he understands and we will comply he was given #30.

The patient requested to be off of work. He said he does lot of lifting at his job and he does not think that he can manage that tat he moment. He was given note to be away from work until 02/11/2024. He was given the opportunity to ask questions and he states he has none.
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