HARVEY, KAYLEE
DOB: 01/16/1995
DOV: 01/14/2025
HISTORY OF PRESENT ILLNESS: The patient presents with the history of scoliosis. She has had constant back pain and now having a flare-up with spasms, she states, on the left side of her back that do not radiate down her legs. No loss of bowel or bladder function. She has been trying Tylenol or Motrin with a very minimal relief.
PAST MEDICAL HISTORY: Arthritis, scoliosis, depression, anxiety and ADHD.
PAST SURGICAL HISTORY: Noncontributory.
ALLERGIES: She is allergic to LATEX.
SOCIAL HISTORY: No reports of ETOH or tobacco 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.

SKIN: Without rash or lesions.

BACK: Focused low back exam shows multiple lumbar paraspinal spasms located throughout the lumbar region #2 through #5, tenderness to palpation in the region #2 through #5. Negative straight leg raise. Negative crossover. Pain with extension and flexion. Decreased range of motion due to pain in all fields.
ASSESSMENT: Chronic low back pain and muscle spasms.
PLAN: Advised on self-care with use of a back brace, heat, ice, physical therapy, Theragun and TENS unit, all that she has access to at the house also per her history as well as I will provide muscle relaxers for comfort. Advised the patient to follow up as needed. The patient is discharged in stable condition.
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