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Date Printed: 01/22/13

Name: Charles Crowder
ID: 
SEX: 
AGE: 

Charles is here today because of sternal pain. On 01/07/13, he was the driver of Eurovan. He was going down I84 freeway in the far left lane. Some guy had already gotten angry at him. The other person pulled his car out in front of Charles. Charles slammed his brakes. He went towards the middle median and then swerved over to the right-sided median. Apparently a witness told him that the gentleman hit the back of his car, as he was swinging out that way. The car flipped over the ended-up landing on the passenger side. He has been having sternal pain since the accident seems to be more pronounced than before. He admits that he was quite spacy. After the accident, he could not really remember details the people that stopped had fill him in on what happened. He remembers the guy slamming his brakes. He remembers going into the median. I told him that sometimes that can be a body’s preservation of itself. He has no acute shortness of breath, cough, or wheeze. He had no clear fluids from his ears or his nose. He had no head trauma that he is aware of at the site of accident. Although, he tells me he has very superficial scratch on his scalp. He initially had right-sided neck and trapezius pain that is gotten somewhat better although not totally gone away. He had no bowel or bladder incontinence at the time of the accident. He did not go to the emergency room. He did take his young daughter to the emergency room. He denies any belly pain, dizziness, or lightheadedness. He is not passing out. His bowel and bladder are moving fine.

PMH: Reviewed.

PE:

General: Well-appearing and in no acute distress.

Head: Normocephalic and atraumatic.

Eyes: Conjunctivae clear. EOM intact. PERRL. Fundi benign.

Ears: EACs patent and intact. TMs translucent and mobile, and ossicles normal in appearance.

Nose: Mucosa non-inflamed, no apparent discharge.

Mouth: Posterior pharynx clear. No oral lesions noted.

Neck: Supple. No lymphadenopathy, no thyromegaly.

Cardiovascular: Regular rhythm. No murmur, gallop, or click.

Lungs: Clear to auscultation bilaterally. No wheezing, rales, or rhonchi. No respiratory difficulty.

Abdomen: Bowel sounds positive. Nontender, nondistended, no masses. No hepatomegaly or splenomegaly.

Extremities: No clubbing, cyanosis, or edema.

Pulses: Good upstroke. Tibial and dorsalis pedis pulses 2+/4 bilaterally.

Neuro: Gait is normal. Reflexes 2+/4 bilaterally. Strength 5+/5 bilaterally.

Musculoskeletal: Positive paravertebral spasm in the right trapezius area. Range of motion in the neck is full to flexion, extension, side bending, and rotation. No pain with palpation over the facial bones, trunk, or extremity. Sternum appears to be nontender. There is no flail chest noted.

ASSESSMENT:
.OP: Sternal pain.

PLAN: Chest x-ray two-view was done, which showed no acute abnormality. Sternum two-view was done, which showed no acute abnormality. Both are pending in the official read. Recommended heat, ice, and antiinflammatories. Return to clinic if symptoms persist or worsen. Also asked him if he needed some therapy for because of the nature of the accident.
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