HERNANDEZ, JOSE

DOB: 06/25/1980

DOV: 02/05/2024

HISTORY: This is a 43-year-old gentleman here with back pain.

The patient denies trauma said this is the pain he has had for many years similar feels the same. He stated that the last time he had this pain was approximately two or three years ago and received injections in his back and did well for the past several years.

The patient described pain as sharp said pain is located in the lower back said sometimes pain will shoot down in his leg down to his foot.

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: The patient denies bowel or bladder dysfunction. He reports occasional weakness and tingling in his left lower extremity. He denies recent procedure in his back. The patient said he is not diabetic. Denies substance abuse. Denies diabetes history.

PHYSICAL EXAMINATION:

GENERAL: He is alert and oriented, in no acute distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 150/88.

Pulse is 88.

Respirations are 18.

Temperature is 98.6.

BACK: Full range of motion with moderate discomfort, flexion, and extension. No erythema. No fluctuance. No lacerations or abrasions. No bony tenderness of the musculature. He has tenderness in the left lateral surface of his back.

DTRs II bilateral for patellar reflexes.

Strength lower extremities 5/5.
HEENT: Normal.
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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.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity. No guarding. No visible peristalsis.
EXTREMITIES: Full range of motion of the upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

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. Back pain.
2. Lumbar radiculopathy.
3. Obesity.
PLAN: Procedure was done on this patient, procedure name is trigger point injection.

The patient was explained the procedure says he understand and give verbal consent for me to proceed. Site was identified and areas of maximum pain that pain was identified by patient and I points and I marked.

Area was then sanitized with Betadine over wiped with alcohol.

With the following medication lidocaine 5 mL and Solu-Medrol 80 mg these two medicines were mixed and injected into the site/area of maximum pain. Two to three injections were completed afterwards direct pressure was placed in site with band-aid placed. There were no complications.

The patient was sent home with the following medication: Robaxin 750 mg one p.o. at bedtime and Mobic 7.5 mg one p.o. daily in the morning for 30 days.
The patient’s red flag score was low thus the need for MRI or CT scan is not indicated. The patient was given the following in light of his radicular symptoms. He was given MRI for lumbar spine without contrast. He was given the opportunity to ask questions and he states he has none.
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