CLINIC VISIT NOTE

WEHOWSKY, LUCAS
DOB: 02/02/1998
DOV: 08/09/2024
The patient is seen with complaints of shoulder pain for the past three days.
PAST MEDICAL HISTORY: He states he has increased incontinence of stools for the past two days. He does have a history of bursitis right shoulder, history of hypertension; he states that the highest is 164 and 104.
SOCIAL HISTORY: He states he is a prison guard without recent encounters.
REVIEW OF SYSTEMS: The patient has been on lisinopril, stopped for the past month. He states blood pressure is too low.
PHYSICAL EXAMINATION: General Appearance: No acute distress. Head, eyes, ears, nose and throat: Within normal limits. Neck: Supple without masses. Lungs: Clear to auscultation. Heart: Regular rate and rhythm without murmurs or gallops. Abdomen: Soft without organomegaly or tenderness. Extremities: 2+ tenderness in the right upper medial perithoracic area of spine without definite evidence of scoliosis reported in the past without x-rays to review. Neurovascular: Within normal limits. Skin: Within normal limits. The remainder of physical exam as above is within normal limits.
FINAL DIAGNOSES: Levator scapulae syndrome, history of questionable scoliosis, and history of functional hypertension.
PLAN: The patient was advised to have x-ray of the shoulder and thoracic spine with history, but the patient refused. Advised to resume lisinopril, apparently dose of 10 mg, to monitor blood pressure, resume medications as needed, resume meloxicam given to him before. Follow up with routine followups and as needed.
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