CASAS, MARIA
DOB: 11/24/1966
DOV: 03/24/2025
HISTORY: This is a 58-year-old female here with body aches, headache, pain to her left arm, right shoulder, bilateral lower extremities and left flank. This patient was involved in a motor vehicle accident on 03/14/2025, after which she was seen at a local emergency room where she states she completed multiple studies including x-rays, CT scan, lab work, and was advised these studies were unremarkable as they revealed no acute fractures. The patient states she continues to have pain as outlined above. She states her pain is approximately 9/10, worse with activities namely lifting, walking, or jumping and states this pain does not radiate. The patient states she has been taking over-the-counter medication for headache with no relief.
PAST MEDICAL HISTORY: None.
PAST SURGICAL HISTORY: C-section.
SOCIAL HISTORY: She denies tobacco use, alcohol use or drug use.
FAMILY HISTORY: None.
PHYSICAL EXAMINATION:

GENERAL: She is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 97% at room air.
Blood pressure 110/75.
Pulse 71.

Respirations 18.

Temperature 97.9.
HEENT: Normal.
SCALP: There are no abrasions, lacerations, macules or papules. No skull step off or crepitus. On her forehead, there is approximately 2 x 4 cm hematoma, which is tender to palpation; this is on the left.
NECK: She has full range of motion with moderate discomfort in all fields of range of motion.
RESPIRATORY: Poor inspiratory and expiratory effort (the patient reports pain with breathing.)
UPPER EXTREMITIES: Shoulder reduced range of motion. She reports significant pain with range of motion. No deformity. She has diffuse tenderness to palpation in the region of the AC joint or clavicle and scapula. No scapular winging.

BILATERAL FOREARM: There is diffuse tenderness to palpation. Strength is significantly reduced to 2-3/5. No laceration abrasion is present. No edema. There is some bruising present on the anterior surface of her bilateral forearm. There is no deformity.
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LOWER EXTREMITIES: She has full range of motion with moderate discomfort on flexion of her knees, flexion of her hip. Extension of her knees, extension of her hip produce discomfort/pain. On internal rotation, external rotation of her hip, she also reports pain with these activities.
ABDOMEN: Seat belt sign is present. There is some tenderness in the suprapubic region with bruising present.
She has bilateral CVA tenderness to palpation. There is some muscle stiffness lateral to lumbosacral spine. There is no bony tenderness. No step off. No crepitus with range of motion.
NEUROLOGIC: She is alert. She is oriented. Cranial nerves II through X are normal. Motor and sensory functions are normal. She has some discomfort with motor functions in the upper and lower extremities. Mood and affect are abnormal. The patient has depressed mood and cries while giving history.
ASSESSMENT:

1. Posttraumatic headache.
2. Upper extremity weakness bilaterally.
3. Right shoulder pain and weakness bilaterally.
4. Left arm contusion with biceps muscle deformity/hypertrophy with flexion of her elbow.
5. Flank pain.

6. Bilateral lower extremity weakness and pain.

PLAN: The patient because of her headache, her upper extremity weakness and deformity in her biceps, MRI will be done; MRI of her brain without contrast, MRI of her upper extremities, MRI of her biceps muscle, and MRI of her bilateral lower extremities. The patient will be referred for physical therapy for strengthening and range of motion exercises to bring the patient back to baseline. She was given the opportunity to ask questions, she states she has none.
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