LAMB, JUDY
DOB: 12/05/1958
DOV: 12/18/2024

HISTORY OF PRESENT ILLNESS: For the past six months, the patient states that her left shoulder has been continually getting more painful. She does work on a farm with multiple movements and multiple heavy bags of feed which she is moving around and has been doing for many decades. She has been using over-the-counter pain relief with very minimal results. No physical therapy noted. No trauma noted.
PAST MEDICAL HISTORY: Dyslipidemia.
PAST SURGICAL HISTORY: She had bilateral leg veins fixed, bilateral breast surgery and left knee cap.
ALLERGIES: CODEINE.
SOCIAL HISTORY: Reports smoking a pack of cigarettes a day. No alcohol use.
PHYSICAL EXAMINATION:

GENERAL APPEARANCE: The patient is awake, alert and oriented x 3, no acute distress noted.
EENT: Within normal limits.
NECK: Supple with no lymphadenopathy.
RESPIRATORY: Breath sounds clear.
CARDIOVASCULAR: Regular rate and rhythm.

ABDOMEN: Soft and nontender.

EXTREMITIES: Left Shoulder Focused Exam: Positive tenderness to palpation in the bicipital groove. Minimal crepitus noted. Pain with overhead reach. Positive open cans. Positive crossover. No edema. No erythema noted. DTRs are within normal limits. Capillary refill is within normal limits.

LABS: X-rays in the office ruled out left shoulder fracture.
ASSESSMENT: Left shoulder pain.
PLAN: Advised the patient to follow up with physical therapy for improved outcome and primary care provider for MRI for possible surgical consult. Also, given Celebrex for pain management. The patient was discharged in stable condition.
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