Clinic Visit Note

Patient’s Name: Beverly Dicapua

Date: 01/22/2013

MR#: 000

SUBJECTIVE: The patient came today with the chief complaint of low back pain.

HISTORY OF PRESENT ILLNESS: The patient stated that for last three to four days has severe pain in the low back and there is radiation of pain to both sides. The patient is not able to do much house chores due to pain and she has used over-the-counter pain medications without much relief. The patient was seen by physiatrist and underwent steroid injections with some relief.

The patient also complained of both knee pain and it is worse on exertion.

The patient also complained of right shoulder pain and it is worse on exertion, however, the patient also has pain at rest. There is no numbness or tingling in the upper or lower extremities.

Medications are reviewed and the patient is given pain medication prescription today.

REVIEW OF SYSTEMS: The patient denied dizziness, severe headache, double vision, chest pain, shortness of breath, nausea, or vomiting.

OBJECTIVE:
HEENT: Unremarkable.

NECK: Supple without any thyroid enlargement.

HEART: Normal heart sounds without any murmurs.

LUNGS: Clear on auscultation.

ABDOMEN: Slightly obese without any tenderness.

EXTREMITIES: No tremors, calf tenderness, or edema. The patient has both knee tenderness and it is worse on passive movement. The patient also has right shoulder tenderness and it is worse on lifting the arms. There is no significant deformity noted.

MUSCULOSKELETAL: The patient also has lumbar tenderness both in the midline as well as in the sacroiliac joints. Lumbar flexion is very painful.

NEUROLOGICAL: Bilaterally equal and the patient is able to walk with a cane very slowly.

PLAN: Discussed the patient’s condition with physiatrist and she is going to be seeing patient within a day to two days and perhaps to start steroid injections.
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