SALAS, BRIONNA
DOB: 08/10/2006
DOV: 11/12/2024

HISTORY OF PRESENT ILLNESS: The patient presents to the clinic with low back and neck pain. This has been continually getting worse. No reports of any trauma. No loss of bowel or bladder function. No loss of upper or lower extremities function as well as no changes in strength coordination by the patient. She has been taking ibuprofen with mild relief. She does stand all day at work as a cashier. It is a new job that she just started after her school.
PAST MEDICAL HISTORY: Depression.

PAST SURGICAL HISTORY: Tonsil removal.

ALLERGIES: ZITHROMAX.
SOCIAL HISTORY: No reports of ETOH or tobacco use.

PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, in no acute distress.
EENT: Within normal limits.

NECK: Supple with no lymphadenopathy.
RESPIRATORY: Clear breath sounds.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

BACK: Focused Back Exam: Full range of motion. No straight leg raise. Negative crossover. Mild spasms in the trapezius muscles on the left as well as lumbar paraspinal muscle spasms.
EXTREMITIES: DTRs in the upper and lower extremities are +2.
ASSESSMENT: Cervicalgia and low back pain.

PLAN: Advised on physical therapy, postural adjustments at work as well as stretching exercises. Given prescription for muscle relaxers for the next couple of days. Advised to follow up with physical therapy. The patient was discharged in stable condition.
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