KEITH, RANDY
DOB: 04/22/1991
DOV: 08/31/2024
HISTORY: This is a 33-year-old gentleman here for followup.
The patient was seen here on 08/24/2024. He was diagnosed with suspected sciatica. He was sent for a MRI, which he did and is here to review that results. He states that since his last visit, he has had no need to seek medical, psychological, surgical or emergency care and today states he continues to have pain the medication we gave him has been helping a little bit, but he states he is wondering if there is something else that can help him better.
PHYSICAL EXAMINATION:
GENERAL: He is alert, oriented.
VITAL SIGNS:

O2 saturation 98% at room air.

Blood pressure 146/74.

Pulse 80.

Respirations 18.

Temperature 98.1.
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. He has antalgic gait.

ASSESSMENT:
1. L5-S1 degenerative disc disease and herniated nucleus pulposus.

2. L3-L4 herniated nucleus pulposus.
3. Back pain with radiculopathy.

PLAN: The patient and I reviewed MRI results as follows. The results was read by the radiologist “at L5-S1”. There was degenerative disc disease. There is also a 3 mm asymmetric disc bulge.

At L3-L4, there is a 2 mm disc bulge noted. There is no neuroforaminal compromise or central canal stenosis. The patient and I had a discussion of treatment option for these two findings and he indicated that he would have to come back in another day. He is to setting California and when he comes back he will explore the possibility of seeing a specialist. He was sent home with the following medications: 
1. Gabapentin 300 mg he will take one p.o. b.i.d. for 60 days #120. No refills.

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

Rafael De La Flor-Weiss, M.D.
Philip S. Semple, PA

