CLINIC VISIT NOTE

HERNANDEZ, DALINDA
DOB: 06/29/1972
DOV: 02/29/2024
The patient is seen for followup of left shoulder injury. She states that she still has marked severe pain in the left shoulder and cannot move it without pain or elevate it. She is wearing a sling. She states that she noticed decreased swelling, but no change in pain and restricted range of motion. Physical therapy was recommended and according to the patient has been approved.
PAST MEDICAL HISTORY: Noncontributory.
SOCIAL HISTORY: Noncontributory.
FAMILY HISTORY: Noncontributory.
REVIEW OF SYSTEMS: Noncontributory. 
PHYSICAL EXAMINATION: General Appearance: The patient is in no apparent distress. Head, Eyes, Ears, Nose and Throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation and percussion. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Back: Within normal limits. Skin: Within normal limits. Neuropsychiatric: Within normal limits. Extremities: 2+ tenderness to the left suprascapular area and superior shoulder. Also 2+ tenderness to left anterior proximal biceps and anterior deltoid with restricted range of motion, unable to abduct greater than 90 degrees.
IMPRESSION: Followup injury left shoulder with abnormal MRI.
RECOMMENDATIONS: The patient was referred to physical therapy. Advised to continue meloxicam daily as prescribed 50 mg. She states she can take two Tylenol Arthritis Strength at bedtime and stop taking Motrin as she was before. Continue to wear left arm sling. We will request moist heating pad that she can also wear at night with pad. She is to continue off work status and to follow up in two weeks to monitor progress.
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