Chief Complaint: low Back Pain 
HPI: This 54 year old male presents to the clinic with complaints of lower back pain occurring for over a few years now. Pain 4/10. No recent injuries or falls. 
Allergy: nka
PMHx:  
	    Diabetes mellitus 
	    Back pain
	   
Surgical Hx: none 
Social Hx: Denies alcohol use, smoking, or any illicit drug use. Patient married, has 1child, 1 sexual partner 
Family Hx: Father- DM  


Review of Systems:
Constitutional: Negative for chills or fever, denies body malaise, denies weight change. 
Skin: Negative rash, ulcers, discoloration, denies swelling.
HEENT: Negative double vision, negative for blurred vision, denies sore throat, denies ear pain, denies rhinorrhea, teeth in presentable condition, positive for headache with dull aching pain 
Cardiovascular: Negative for chest pain and palpitation.
Respiratory: Negative for cough and shortness of breath. 
Gastrointestinal: positive for diarrhea, and abdominal pain negative for blood in stool, negative for vomiting 
Endocrine: negative polydipsia, polyphagia, polyuria 
Genitourinary: Negative for difficulty of urination
Musculoskeletal: negative joint swelling, positive for low back pain 
Extremities: Capillary refill less than 3 seconds 
Skin/integumentary/ breast: no change in color or temperature of skin
Allergy/immunological: NKA
Neurological: negative for weakness and dizziness  
Psychiatric: Negative for depression, confusion and suicidal thoughts.


Physical Examination:
Weight: 188 lbs Height: 67in 
BP: 130/75 HR: 71 RR: 18 Temp: 97.8  F O2: 99% on RA

General: well-developed, no acute distress, cooperative 
HEENT: Normocephalic, normal conjunctivae, PERRLA, normal conjunctivae, sclerae anicteric; external ear canal no redness, no swelling, TM intact no bulging pearl-gray color; nasal cavity is pink in color and smooth moist surface, nasal septum has no deviation, perforation, bleeding; no tenderness on all sinuses; lips no lesion, moist; tongue is pink and even, buccal mucosa pink, smooth, and moist, no lesions. Tonsils 1+ without exudate.
cardiovascular: Regular rate and rhythm, S1 and S2 noted without murmurs, thrills, rubs.
Respiratory: Bilateral breath sounds clear to auscultation; respirations are non-labored and breath sounds are equal. Chest wall; no tenderness and no deformity.
Abdomen: Soft, distention present, normal bowel sound, no tenderness.
Musculoskeletal: able to extend spine and flex with pain. Slow steady gait. 
Extremities: No clubbing, no cyanosis, no edema. pulses palpable and equal; ROM no limitations in all extremities.
Neurological: alert oriented X4
Skin: skin intact, normal temperature 
Posterior: Posterior: Spine straight, no limitation in ROM.


Assessment

E119 - Type 2 diabetes mellitus without complications
M545 - Low back pain
Z6835 - Body mass index (BMI) 35.0-35.9, adult

Plan 
Labs: 
83036
Hemoglobin; glycosylated (A1C)
99214
Office or other outpatient visit for the evaluation and management of an established patient, which requires at least 2 of these 3 key components: A detailed history; A detailed examination; Medical decision making of moderate complexity. Counseling and/or coordination of care with other providers or agencies are provided consistent with the nature of the problem(s) and the patient's and/or family's needs. Usually, the presenting problem(s) are of moderate to high severity. Physicians typically spend 25 minutes face-to-face with the patient and/or family.

Diagnostics: none at this time
Medications: 

Education: 
-Take medication as prescribed. Do not stop medication without informing the provider.
-Educated patient regarding importance of compliance to medication. 
-avoid lifting and pulling  
-ADA diet 
-exercise
-Heat pads 
-patient refused x-ray 
-Lifestyle changes regarding diet 
-Rest 
-Please call the clinic for any worsening symptoms
-For emergencies, please call 911 or proceed to the ER.
Consult/Referral: physical therapy 
Follow-up: PRN
