Clinic Visit Note
Patient’s Name: Mohammed Taqi

DOB: 06/01/1989
Date: 02/13/2024
CHIEF COMPLAINT: The patient came today after automobile accident with multiple injuries, upper back pain, low back pain, left hip pain, right and left knee pain.
SUBJECTIVE: The patient stated that he was in motor vehicle with seatbelt on and he was hit by another vehicle causing significant damage to his car and the patient sustained multiple injuries.
The patient complained of upper back pain and the pain level is 7 or 8 on the scale of 0-10 and it is worse upon exertion and also pain traveled down to the low back and pain level is 7 or 8 in low back with sometime radiation to the buttocks and pain started after the automobile accident and it continues to get worse.
The patient also complained of left hip pain and the pain level is 8 or 9 upon exertion and it is somewhat relieved after resting and the pain is also causing significant problem with his activities of daily living.

The patient has left knee pain and right knee pain and both knee pain levels are 6 or 7 and they are worse upon weightbearing or walking. The patient never had such pain in the past.

REVIEW OF SYSTEMS: The patient denied severe headache, dizziness, double vision, swallowing difficulty, chest pain, shortness of breath, nausea, vomiting, leg swelling, tremors, focal weakness of the upper or lower extremities, or open wounds.
PAST MEDICAL HISTORY: Unremarkable and healthy person until the automobile accident.
ALLERGIES: None.
Medications were over-the-counter pain medications.

FAMILY HISTORY: Not significant.

SURGICAL HISTORY: The patient did not have any surgeries.

SOCIAL HISTORY: The patient is married, lives with his wife and he is a banker. The patient does exercise and follow healthy diet. The patient has no history of smoking cigarettes, alcohol use, or substance abuse.
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OBJECTIVE:
HEENT: Examination is unremarkable.

NECK: Supple and there is no deformity.

HEART: Normal first and second heart sounds without any murmur.
LUNGS: Clear bilaterally without any wheezing.
ABDOMEN: Soft without any tenderness.
EXTREMITIES: No calf tenderness, edema, swelling, or tremors.

NEUROLOGICAL: Examination is intact and the patient is able to ambulate, but having pain in the back, left hip and both knees upon weightbearing especially the activities of daily living.
Musculoskeletal examination reveals significant tenderness of the thoracic spine soft tissues and range of movement is limited due to pain.

Lumbar spine examination reveals tenderness of the soft tissues of the lumbar spine and lumbar forward flexion is painful at 90 degrees and also lateral flexions are painful.

Left hip examination reveals tenderness of the left hip joint and most pain is upon weightbearing or standing up and there is no evidence of hernia.

Right and left knee examination reveals tenderness of the knee joint and there is no significant joint effusion; however, pain is aggravated upon walking or standing.

I had a long discussion with the patient regarding treatment plan and all his questions are answered to his satisfaction and he verbalized full understanding and the patient will be off the work for few days.

______________________________

Mohammed M. Saeed, M.D.
