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	Full name: Alejandro Gomez
	Date of birth: January 15, 1985
	Age: 39
	Gender: Male
	Date of visit: October 23, 2024
	Medical record number if applicable: 34802-190
	S  SubjectiveRow1: Alejandro a 39-year old male reports a gradual onset of lower back pain over the past three weeks, describing the location as the lower lumbar region. Sitting for long periods worsens the pain, while light stretching provides temporary relief. However, the discomfort tends to return later in the day. He denies any numbness or tingling in his legs and has not experienced recent trauma, falls, or accidents that could explain the pain.

In terms of his past medical history, Alejandro was diagnosed with hypertension five years ago, which is currently controlled with Losartan. He underwent an appendectomy in 2016. His father has hypertension and diabetes, while his mother is generally healthy with no chronic illnesses. Alejandro works in an office, spending long hours seated at a desk. He is a non-smoker, consumes alcohol occasionally, and walks three times a week. However, he does not regularly engage in stretching or strength training exercises.

	O  ObjectiveRow1: Vital signs show a blood pressure reading of 130/85 mmHg, with a heart rate of 75 beats per minute and a respiratory rate of 18 breaths per minute. His temperature is 37.1 °C, and oxygen saturation is measured at 98%. Alejandro’s height is recorded at 175 cm (5'9"), and his weight is 80 kg (176 lbs), giving him a BMI of 26.1, which falls within the overweight range.

Upon physical examination, Alejandro appeared alert and well-nourished, showing no signs of acute distress. His cardiovascular examination revealed a regular heart rhythm with no murmurs. Respiratory findings were normal, with clear breath sounds and no abnormal sounds such as wheezes or crackles. His abdomen was soft and non-tender, with no palpable masses detected.

In the musculoskeletal examination, there was mild tenderness over the lower lumbar region but no visible swelling, redness, or deformity. Although Alejandro was able to move his back through its full range of motion, he reported discomfort during some movements. Neurologically, he demonstrated no sensory or motor deficits in his lower extremities. An X-ray of the lumbar spine showed mild degenerative changes consistent with early spondylosis.

	A  AssessmentRow1: The primary diagnosis is low back pain, likely caused by muscle strain from prolonged sitting and poor posture. A secondary diagnosis is mild lumbar spondylosis, as indicated by the X-ray findings, though it is not the primary cause of his current discomfort.
	P  PlanRow1: Alejandro will be prescribed Naproxen 250 mg to be taken twice daily for five days to manage his pain and inflammation. He was advised to use a lumbar support cushion when seated for long periods and to adjust his workstation ergonomically. No additional lab tests or imaging are necessary at this time.

Patient education focused on lifestyle adjustments, including daily stretching routines for his lower back muscles. Alejandro was encouraged to maintain an active lifestyle but to avoid activities that could strain his back further. No referrals are needed at this stage. Alejandro was instructed to follow up in two weeks if his pain does not improve or if he experiences worsening symptoms. He was also advised to return immediately if he develops numbness, tingling, or weakness in his legs.
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