GONZALEZ, ORLANDO

DOB: 04/13/1958

DOV: 12/28/2024

HISTORY: This is a 66-year-old gentleman here with pain lateral surface of the thoracic spine region and lateral surface of his neck. The patient stated during the festive season, he was doing a lot of lifting, decorating, and notice pain shortly after these activities. He denies direct trauma. Describe pain as crampy worse with lateral rotation and motion of his arm. He said pain is not radiating is confined to his lateral surface of his thorax and right lateral surface of his neck.

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: All systems were reviewed and were negative except for those mentioned above.

PHYSICAL EXAMINATION:

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

VITAL SIGNS:

O2 saturation is 97% at room air.

Blood pressure is 131/88.

Pulse is 67.

Respirations are 18.

Temperature is 97.6.

HEENT: Normal.

NECK: Full range of motion with mild discomfort in right lateral rotation. No tenderness to palpation with bony structures. There is some tenderness and stiffness on the right lateral surface of his neck. Right posterior surface of his thorax muscles are rigid. Reduced range of motion secondary to pain and tenderness to palpation diffusely in the region of the trapezius muscle. No abrasions, lacerations, macules, or papules. No edema. No fluctuants.

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.
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SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.

EXTREMITIES: Full range of motion with no discomfort. He bears weight well with no antalgic gait.

NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Neck muscle strain with trapezius muscle strength.
PLAN: In the clinic today, the patient receives the following medications: Toradol 60 mg IM. He was observed in the clinic for approximately 20 minutes then reevaluated. He reports his pain is much better. He was sent home with the following medication: Mobic 15 mg one p.o. daily for 14 days and baclofen 10 mg one p.o. b.i.d. for 14 days, #28. The patient was educated on this condition. Strongly encouraged to come back to the clinic if worse or go to the nearest emergency room if we are closed. He had no evidence of meningitis. He is afebrile. No photophobic. No diaphoresis. No myalgia. No stiff neck. He was sent home with the following medication: Baclofen 10 mg one p.o. b.i.d. for 14 days, #28. He was given opportunity to ask question he said he has none. He was given an injection of Toradol after that he was observed for approximately 15-20 minutes then reevaluate. He said he is feeling better. He is comfortable being discharge. Advised to come back to the clinic if worse or go to the nearest emergency room if we are closed.
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