RABENOLD, VICKIE
DOB: 03/20/1975
DOV: 09/10/2024

HISTORY OF PRESENT ILLNESS: The patient presents to the clinic, states that she is well-known with us and currently in pain management for her multiple back issues, but having a flare-up. She states this happens two to three times a year. She comes in and she requests a steroid shot which usually does help and she will also follow up with her pain management doctor. No changes in symptoms. No aggravating factors. No known recent trauma. This is a chronic back issue the patient has been dealing with. She is scheduled for ablations in a couple of weeks. No loss of bowel or bladder function. No numbness or tingling down the legs.

PAST MEDICAL HISTORY: Hypertension, hypothyroidism, depression, anxiety, celiac disease, and degenerative disc disease.
PAST SURGICAL HISTORY: Cervical fusion and C-section x 1.
ALLERGIES: SULFA.
SOCIAL HISTORY: No reports of alcohol or tobacco use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert, oriented x 3, in no acute distress.

EENT: Within normal limits.

NECK: Limited range of motion. No pain elicited with movement.

RESPIRATORY: Clear breath sounds.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.
EXTREMITIES: Lower extremity deep tendon reflexes are +2. Full range of motion. No lumbar paraspinal muscle spasms noted.
SKIN: Without rashes or lesions.
ASSESSMENT: Low back pain without sciatica.

PLAN: We will provide 10 mg of DEX and advise to follow up with pain management. The patient was discharged in stable condition.
Rafael De La Flor-Weiss, M.D.

Lonnie Piatt, NP

