HARRIS, KENDRA
DOB: 09/24/1969
DOV: 04/03/2025
HISTORY: This is a 55-year-old female here with neck pain. The patient states this has been going on for approximately one week. She stated that recently she has been carrying a heavy backpack to work, which has books and her computers. She states pain feels similar to when she had her herniated disc in her neck exacerbation. She denies any direct trauma. She states that she usually goes into her provider/specialist and will get an injection of steroid and they will give her a Dosepak, which works well for her. She stated that she could not get into see them today and they advised her to come to an urgent care for the injection and prednisone Dosepak and she can make an appointment to see them next week.
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: The patient denies weakness or numbness in her upper extremities.

The patient denies bladder or bowel dysfunction. She denies discomfort or problems with respiration. Denies chest pain. Denies headache. Denies nausea, vomiting, or diarrhea.
PHYSICAL EXAMINATION:

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

O2 saturation 100% at room air.
Blood pressure 145/95.
Pulse 73.

Respirations 18.

Temperature 97.6.
HEENT: Normal.
NECK: Full range of motion with no meningeal signs. She has mild discomfort with all range of motion in all fields. There is no tenderness to palpation of the bony structures. There is some stiffness in her trapezius muscles bilaterally.
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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.

ABDOMEN: Soft and nontender. No organomegaly. No rebound. No guarding. Normal bowel sounds. No peritoneal signs.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X are normal. Motor and sensory functions are normal. The patient has 5.5 strength in upper and lower extremities. There is no muscle atrophy or muscle wasting.
ASSESSMENT:

1. Herniated nucleus pulposus C5-C6 (this is chronic).
2. Acute C-spine HNP flare.
3. Neck pain.

PLAN: In the clinic today, the patient received the following: Dexamethasone 10 mg IM. She was observed in the clinic for approximately 15 to 20 minutes, then reevaluated, she reports marked improvement of her symptoms. She states she is comfortable with my discharge plans and stated that she will contact her specialist for further evaluation and definitive treatment.
She was sent home with the following: Prednisone 10 mg; day one, #5; day two, #4; day three, #3; day four, #2; and day five, #1 for a total of #15. Strict return precautions were given.
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