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S: 49-year-old with type Il diabetes. She has been having a1
work. She does not feel she can go back to work yet. She has

O: Mo tendemess. Decreased range of motion of the shoulder.

Her glycosylated hemoglobin is up. Lipids are satisfactory.
A 1. Type Il diabetes mellitus. 2. Shoulder and arm pain.

P- Do some physical therapy and see again in 3 months.

RDS:sks T:1/23/08 D:1/22/08

been using a slking from time to time on the arm.

Richard D. Sudmeier, M. D.
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- 173008 Maria Morales Decome MR#07-26-67

Chief Commplaint; Right shoulder pain.

History of Present Hlness: She has been having this pain for several weeks. She

RDS:sks T:1/31/08 D:1/30/08

has pain with movement. Dossn’t fesl she can go back to work yet. She has been taking

has been going to physical therapy. Stll
Naprosyn with only partial relie

Slan: Advised to continue with physical therapy and see orthopedics. Off work until February 1% /,ﬁ
Richard D). Sudmeier, M. D.
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1/7/08 Marta Morales Decorne MR#07-26-87

& 49-year-old who oot lains of pain in the 1aft shoulder. Shea arently at work on the 5t micked up something heavy
¥ =

and felt pain n her left postenot shoulder down irfo her arm. She went to the Emergency Room where she was seen and
had an x-ray of the shoulder that was negative. She was given Darvocet and a sting. She stili has pain with movement.

) There is pain on movement of the shoulder with mild tendernass over the {rapezius.
A: Shoulder pain— probable muscle sirain.
. P Advised Naprosyn 500 b.id for 10 days. No use of the right arm fora week. Refuen if not bmeb/ '

RDS:sks T:1/9/08 D:1/8/08 Richard D. Sudmeier, M. D
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P Temp Drug Intolerance__ A/J0A Smoke_ A< Pain level today 1-10_ "
Interpreter e

Has: Sore Ay VVos

T Patient Name YW ¢ad \G— ol &M&Q&(\i\ﬁ Medical Record ‘0712 Lol T~
- Setup appointment to seeBE. NGILSS Koo Specialty o - —
to be seen at U.)ﬁﬁr\\ on )-—;3—'&9 at 1 O¥ A

- ! ~ (date) (time)
_  Referring Dr. S\M\Q\} ‘
Insurance referral needed - Y A N
T Release information done - Y N ¥ -

| Initials SQO&—/ Date | —2-2—0D

1/22/08 Maria Morales Decome MR#O7-26-67

S: 49-year-old with type If diabetes. She has been having a lot of pain in her arm on the right for which she has been off
work She does not feel she can go back to work yet. She has been using a sling from time to time on the arm.

O No tendemess. Decreased range of motion of the shoulder.

Her glycosylated hemoglobin is up. Lipids are satisfactory.
A: 1. Type II diabetes mellitus. 2. Shoulder and arm pain.

—— P Do some physical therapy and see again in 3 months, 1 °// _

RDS:sks T:1/23/08 Dn1/22/08 Richard D. Sudmeier, M. D. -
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] /.29/6 Hoctor_fO5  Nurse HC age 49 m —myw JAL B ARO (Ree) 1o
P é?’ Temp ~ _ Drug Intolerance_ A4  Smoke A0 Pain level toda¥ 1-10__"7

—————  Interpreter

—_— {-’z', o 12 —
| MEDS. <pmnz Ty
i P

- 1/30/08 Maria Morales Decome MRH7-26-67

Chief Commlaint: Right shewlder pain.

Historg_«' of Present Tiness: She has beent having this pain for several weeks. She has besn going to physical therapy. Stli
——  has pain with movement. Dossn’t feel she can go back fo work yet. She has been taking Naprosyn with only partial relie

L

Plan: Advised to continue with physical therapy and see orthopedics. Off work until February 1 1%

RDS:sks T:1/31/08 D:1/30/08 Richard T, Sndmeter, M. D.

|
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TOWA LAKES ORTHOPAEDICS & SPORTS MEDICINE, P.C.
2309 23RD STREET
P.0. BOX 273
SPIRIT LAKE, IA 51360
(712) 336-5311

Provider: COURTNEY LINTON PAC Location: Worthington
PatientID: W158607

Patient Name: MARIA G MORALES DE CORNEIO

Date of Birth: 06/11/1958

Date of Service: 03/18/2008 11:30 am
MARIA G MORALES DE CORNEJO
RETURN TO RESTRICTED DUTY WORK
RETURN TO WORK DATE 03/18/2008
Dx:
Rotator cuff tendinitis {726.10). Trigger Finger, right middle
WORK RELATED: Yes
MMI: No
UPPER EXTREMITY RESTRICTIONS:. No overhead work or repetitive shoulder motion. No prolonged or
heavy pushing/pulling. No prolonged or heavy gripping/grasping.

T will reevaluate the patient in 4 weeks.
Plan: home exercises

W
- N. Linfort, PA-C.

Date: 3/18/2008
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