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Date Printed: 01/10/13
Name: Rustin Ingstad
ID: 
SEX: M
AGE: 56

He is a 56-year-old male, disabled, with chronic lumbar radiculopathy, reports back to clinic today for monthly adjustment. The patient states he is able to meet the needs of his daily living.

PE:

General: Well-appearing, in no distress.

Skin: No rash or prominent lesions.

Head: Normocephalic and atraumatic.

Eyes: Conjunctivae clear, EOM intact, and PERRLA. Anterior chamber and fundi benign.

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

Nose: Mucosa not inflamed. No apparent discharge.

Mouth: No mucosal lesions.

Teeth/Gums: Good alignment. No obvious caries or periodontal disease.

Pharynx: Mucosa not inflamed. No tonsillar hypertrophy or exudate.

Neck: Supple. No adenopathy. Thyroid palpable and not enlarged.

Heart: Regular rate and rhythm. No murmur or gallop.

Lungs: Clear to auscultation and percussion.

Abdomen: Bowel sounds normal. No organomegaly or masses.

Extremities: No edema. Peripheral pulses intact.

Neurologic: Mental status, cranial nerves, cerebellar, sensory, motor, and reflexes within normal limits.

MSL: The patient is tender T6-T12, L1-L5. The patient demonstrates 1+/4 muscle spasm. ROM – 30 degrees flexion, 20 degrees extension. Negative S.L.R.T.

ASSESSMENT:

1. Hypertension.

2. Chronic lumbar radiculopathy with recurrent thoracic lumbosacral strain.

PLAN:
1. OMT x3.

2. Continue exercises.

3. Report to the clinic in 30 days.
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