ANDERSON, SCARLETT
DOB: 10/05/1959
DOV: 10/07/2024

HISTORY OF PRESENT ILLNESS: The patient went in four days ago for CESI which was successful, but later that night she fell out of bed and she hurt her neck. She has not called the pain management doctor yet. She wanted to see if she can get an x-ray to verify if something was broken, so she could have him/her know. She does have tenderness with movement and some limited movement, but she states that is what she had prior to the fall and she requests an x-ray.

PAST MEDICAL HISTORY: Hypothyroidism and arthritis.

PAST SURGICAL HISTORY: Tonsils removed, C-section, and hysterectomy.
ALLERGIES: No known drug allergies.
SOCIAL HISTORY: No reports of ETOH or tobacco use.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert, and oriented x 3.
EENT: Within normal limits.

NECK: Focused Cervical Exam: No step off noted. No crepitus. Decreased range of motion due to pain.

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

ABDOMEN: Soft and nontender.

SKIN: Without rashes or lesions.

EXTREMITIES: Trapezius spasms noted bilaterally. Right Shoulder Focused Exam: Full range of motion. Positive open cans. No crepitus. Positive bicipital groove tenderness. Deep tendon reflexes in bilateral upper extremities are within normal limits.
LABS: Cervical x-rays, no fracture noted. Right shoulder x-ray, no fracture noted.
ASSESSMENT: Cervicalgia and right shoulder pain.

PLAN: Advised the patient nothing was fractured. She can follow up for physical therapy and pain management for long-term treatment. The patient was discharged in stable condition.
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