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	Patient Name:  David B. Franks
	Date:  May 15, 2023
	DoB Age: 47 years old
	Insurance: 310-246-2175 
	CC  Significant History: Severe Headache due to Migraine
	D Other: 
	D Refer to diagnostic imaging: sudden and severe, accompanied by neurological deficits
	q1: Normal memory and concentration
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	q2: Normal deep tendon reflexes and Absence of pathologic reflexes
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	w1: Normal motor function in both left and right sides.

	w2: Normal cranial nerve function
	w3: Normal cerebellar function, intact coordination, and balance
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	r1: No signs of nerve tension or abnormalities
	r2: Normal sensory perception


	Differential Diagnosis: Patient presents with recurrent headaches exhibiting moderate to severe throbbing pain, commonly accompanied by symptoms such as nausea, vomiting, and sensitivity to light and sound. These episodes are consistent with the characteristics of migraines. Migraines can be triggered by various factors including stress, specific foods, hormonal fluctuations, and environmental stimuli.

Additionally, the patient experiences frequent dull and aching pain on both sides of the head, indicative of tension headaches. Muscle tension in the neck and shoulders may contribute to these headaches. Tension headaches often arise due to stress, poor posture, or fatigue.


	r3: Further evaluation and consideration of the patient's medical history are recommended to confirm the diagnosis and develop an appropriate treatment plan.
	r4:  May 15, 2023
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