LUCKEY, RICHARD

DOB: 02/26/1960

DOV: 05/23/2024

HISTORY: This is a 64-year-old gentleman here for routine followup.

The patient has a history of diabetes type II, low T, hypertension, hypercholesterolemia, is here for followup of these conditions and medication refills. He stated that since his last visit he has had no need to seek medical, psychological, surgical or emergency care.

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 reports right shoulder pain. He states the pain is approximately 6/10. It is worse when he tries to abduct his shoulder. He states the pain is confined to his AC joint region, it is non-radiating and described pain as sharp.

PHYSICAL EXAMINATION:

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

VITAL SIGNS: 

O2 saturation 99% at room air.
Blood pressure 133/88.
Pulse 77.
Respirations 18.
Temperature 98.0.

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

RIGHT SHOULDER: Reduced range of motion. Reduced abduction. There is some tenderness to palpation in the AC joint region. No edema. No erythema. No scapular winging. No tenderness in the scapular region. No step-off. No crepitus with range of motion.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding.

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

EXTREMITIES: Except right shoulder, full range of motion. No discomfort with range of motion. He bears weight well with no antalgic gait.
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ASSESSMENT/PLAN:
1. Right shoulder pain (DJD).

2. Diabetes type II.

3. Low T.

4. Hypertension.

5. Hypercholesterolemia.

PROCEDURE: Trigger point injection. The patient and I discussed the procedure for trigger point to help with his right shoulder pain, which I suspect to be DJD. There is no clinical evidence of rotator cuff tear as the patient can move joint in all directions, but with some discomfort on abduction. Procedure was explained to the patient. We talked about complications. We talked about the results to expect.

Site was identified by the patient and I and marked two sites of maximal pain.

Site was prepped using Betadine and then over wiped with alcohol swab 4 x 4.

With lidocaine and Depo-Medrol mixed; Depo-Medrol 80 mg and lidocaine 5 cc, 2.5 mL injected into the first site of maximal pain and then 2.5 mL injected into the other site of maximal pain of his right shoulder. After injection, the patient’s shoulder was moved in all ranges of motion and he reports improvement.

There are no complications. The patient tolerated the procedure well. Band-Aid was used to cover the injection site. He was strongly encouraged to do range of motion and weightbearing exercise. He states he understands and will comply.

The patient was advised about labs today. He states he is not prepared to have labs drawn today because his shoulder hurt him so much, the funds he has for the labs he will be spending on the trigger point injection.

The patient’s medications were refilled as follows:

1. Metformin 1000 mg one p.o. b.i.d. for 90 days, #180.

2. Testosterone 200 mg/mL, 1 mL weekly for 90 days, #12 mL.

3. Glipizide 10 mg one p.o. daily for 90 days, #90.

4. TriCor 145 mg one p.o. daily for 90 days, #90.

5. Micardis 80/12.5 mg one p.o. daily for 90 days, #90.

6. Metoprolol succinate 50 mg one p.o. q.h.s. for 90 days, #90.

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