SMITH, KATHERINE
DOB: 08/30/1978
DOV: 12/09/2025
HISTORY: This is a 47-year-old young lady here with lower back pain. The patient said this has been going on for approximately two days. Came in today because of increased pain. Said pain is located in the lower back on the left side worse with bending forward and lateral motion. Said pain does not radiate. She denies trauma. She indicated that she works at a local store and is on her feet for at least eight hours daily and noticed pain increased with these activities.
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: She denies frequency. She denies urgency. She denies painful urination.
She denies chills, myalgia, nausea, vomiting or diarrhea.

Said she is eating and drinking well.

PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented obese young lady, in mild distress.

VITAL SIGNS:

O2 saturation is 98% at room air.

Blood pressure is 165/80 (the patient has a history of hypertension, but stated that she does take her medication at nighttime only).
Pulse is 63.

Respirations are 18.

Temperature 98.1.

BACK: Tenderness in the lower left muscles is stiff. No tenderness to the bony structures. She has full range of motion with moderate discomfort on flexion and lateral rotation. There is no deformity. No step off. There is no CVA tenderness.
HEENT: Normal.

RESPIRATORY: Good inspiratory and expiratory effort. No respiratory distress. No paradoxical motion.
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CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

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

EXTREMITIES: Full range of motion of upper and lower extremities. She 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. Low back pain.
2. Muscle spasm.
3. Elevated blood pressure. About blood pressure she states she will take her medications as soon as she gets home.
PLAN: A urinalysis was done in the clinic today. Urinalysis revealed following; nitrite is negative, leukocyte esterase is negative, blood is negative, glucose is negative and ketones negative.
The patient and I had a discussion about job and what activities may directly had related to her pain. She was advised a back brace as she is required to stand for prolonged periods until left objects of various sizes. In the clinic today, she received following: Toradol 60 mg IM she was observed for approximately 10 to 15 minutes and reevaluated she reports no side effects from the medication.

She was sent home with the following medication:

1. Mobic 7.5 mg she will take one p.o. in the morning for 30 days #30.
2. Robaxin 500 mg she will take one p.o. at bedtime for 30 days #30. She was strongly encouraged to buy a back support and use it on a daily basis at work. She was offered time off from work tomorrow. She says she is already off tomorrow. She does not go back to work until sometime Friday or Saturday. She was given the opportunity to ask questions and she states she has none.
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