TAGGART, JEFFREY

DOB: 09/29/1975

DOV: 09/30/2024

HISTORY: This is a 49-year-old gentleman here with back pain. The patient stated this is a chronic issue. He said he injured his back several years ago after stepping up a curb. He had MRI was conformed herniated disc at L4-L5 and L5-S1 said he has completed multiple interventions including being followed by an orthopedic provider, physical therapy, and chiropractor. He stated that he was advised by his neurologist who he also saw that when ever he has an acute exacerbation to get a muscle relaxer and antiinflammatory.

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 denies bladder or bowel dysfunction.

The patient denies weakness or numbness in his lower extremity.

The patient denies new trauma.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 92% at room air.

Blood pressure is 130/90.

Pulse is 82.

Respirations are 18.

Temperature is 98.1.

HEENT: Normal.

NECK: Full range of motion. No rigidity and no meningeal signs.
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RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

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

BACK: No tenderness of his bony structures. No step off. No crepitus with range of motion. He has some discomfort with flexion and extension. Muscle stiffness is present.
EXTREMITIES: Full range of motion of the upper and lower extremities. Strength is 4/5 bilateral lower sureties. He has antalgic gait bilateral 

ASSESSMENT:
1. Chronic back pain.
2. Herniated nucleus pulposus by history.
3. Medication refill.
PLAN: In the clinic today, the patient received the following: Toradol 60 mg IM. He was observed in the clinic for approximately 15/20 minutes then reevaluated. He reported some improvement in his pain. He was sent home with baclofen 20 mg one p.o. b.i.d. for 30 days, #60, and Sulindac 200 mg one p.o. b.i.d. for 30 days, #60. He was given the opportunity to ask questions and he states he has none. The patient was advised stretching range of motion, stretching exercises, soak in the bathtub for at least 15 to 20 minutes daily to come back to clinic if worse or go to nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

