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Hagebock, David J (MR # E317260)

Transcription Type s} Status Author
ProgressNote 1780644 Unsigned MEYER, JEFFRY D
T ription Tex :

Sanfeord Clinic

Patient Name: HAGEBOCK, DAVID J
DOB: 03/21/1983

Date: 11/14/2007

Record #: 229547-C495 MED-1

SUBJECTIVE: The patient in because he was working the other day and
went to lift something, heard something pull and strain at his back
and he has had a back pain ever since. He states he has never had
back pain before. The pain just stays in his back. Does not radiate
down his legs or even intc his buttocks. It is mostly right sided but
really on both sides. He has been using some ibuprofen and whirlpool
bath arnd really has not gotten much zelief.

OBJECTIVE: There is tenderness over the paralumbar spinal musculature
especially on the right. There is no pain in the buttocks. Straight
leg raise is negative. He has a normal sensory neuro exam in his
lower extremities,

ASSESSMENT: Low back strain.

PLAN:

1. Ultram 1 to 2 tablets gq. 4 to 6 hours p.r.n. pain maybe take it with
Tylenol.

2. I did give him some work restrictions to do for one week., If he is
not getting better would then recommend physical therapy consult, If
he is getting worse he should followup.

JEFFRY MEYER, M.D./ajo
FAMILY MEDICINE

1780644/1749845
D: 11/14/2007
T: 11/16/2007 08:33:46
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