LEON, DAVID

DOB: 02/07/1974

DOV: 04/08/2024

HISTORY: This is a 50-year-old gentleman here with back pain. The patient stated that yesterday he was lifting some heavy stuff, then he turned and immediately started to have pain on the lateral surface of his lower back, he described pain as crampy, non-radiating and it is localized to the right lower lateral surface of his lumbosacral spine. He states the pain does not radiate, he denies bowel or bladder dysfunction, he denies weakness or numbness in his lower extremities. The patient rated pain approximately 5/10, worse with lateral rotation and flexion. He denies any other trauma.

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: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

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

VITAL SIGNS: 

O2 saturation 99% at room air.
Blood pressure 143/86.
Pulse 73.
Respirations 18.
Temperature 98.0.

BACK: There is no tenderness of the bony structures. There is no step off. No deformity. There is some muscle stiffness and tenderness on the right lateral surface of his lumbosacral spine. There is no CVA tenderness. DTRs, patellar reflexes are 2 bilateral. No muscle atrophy.

HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No use of accessory muscles. No respiratory distress.

CARDIAC: No peripheral edema or cyanosis.
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SKIN: No abrasions, lacerations, macules or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. No antalgic gait.

NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Back strain.

2. Muscle spasm.

PLAN: Today, in the clinic, the patient received the following injection: Toradol 60 mg IM. He was observed in the clinic for additional 15-20 minutes and then reevaluated. He reports improvement in his pain. He stated he is comfortable being discharged. He is strongly encouraged to go the emergency room if his pain returns or gets worse. He states he understands and will comply.

The patient was sent home with the following medications:

1. Sulindac 200 mg one p.o. b.i.d. for 10 days #20.

2. Robaxin 500 mg one p.o. at bedtime, #30.

He was given the opportunity to ask questions, he states he has none.

Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

