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INTERNAL MEDICINE EXAM FOR DISABILITY EVALUATION

Patient Name: Stephanie Renee Nolen
CASE ID #: 5096301
DATE OF BIRTH: 03/31/1973
DATE OF EXAM: 02/20/2023
Chief Complaints: Stephanie Renee Nolen is a 49-year-old white female who was brought to the office by her boyfriend. The patient states she is not able to drive currently. She states she uses Baylor Scott & White in Brenham for her medical needs and has been told she has arthritis in both shoulders. She states her major problem is pain in both hips and arthritis of the hips. She has pain over the left knee.

History of Present Illness: The patient’s history is quite complicated. She states she was in a severe car accident on 04/04/2009. She states her husband was driving the car and was drinking and they were near Palestine, Texas. He was driving at 100 miles an hour. She states she tried to convince him to slow down, but he would not. She states he ended up hitting a tree. She states his chest hit the steering wheel and ruptured his heart. She states her seat belt broke and she was thrown off the vehicle and she was ejected. She was life-flighted for blood in the brain. She was admitted to the hospital for a month. She states a few months later she was driving. She had a light stroke. She ran off the road. She states usually at the end of the road where they have only right and left turns, but she did not see that that there was no road in front and went to an empty field and her car was totaled. The patient states she also has lot of mental health problems with anxiety, posttraumatic stress disorder, manic depression, and obsessive-compulsive disorder. She states she will give one example of her OCD that when she uses deodorant in her arms it has to be in the same five-time spray in each arm; otherwise, she cannot function. She states she had some problem with her liver in 2007 and she was in a coma and she was even put on a liver transplant list, but some things changed and then she was taken off the list. She states her main problem is anger. She goes from anger to rage very easily and all that has happened after the car accident and they have told her that she has a spot on the MRI of her brain, which does lead to anger problems.

Medications: Medications at home include:

1. Paxil.

2. Abilify.

3. Ropinirole.

4. Depakote.

Allergies: None known.
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Personal History: She is single now. She has four children; youngest is 23-year-old. She does not smoke. She states she used to drink, but quit in 2018. She states she finished high school and did some paralegal studies, but did not complete it. She states she tried to have her own cleaning business in Colorado for three or four months, but she quit.

Physical Examination:
General: She is right-handed.

Vital Signs:

Height 5’3”.

Weight 168 pounds.

Blood pressure 120/70.

Pulse 87 per minute.

Pulse oximetry 98%.

Temperature 96.7.

BMI 30.
Snellen’s Test: Her vision is:

Right eye 20/200.

Left eye 20/200.

Both eyes 20/50.

She states she does use glasses, but forgot glasses at home.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.

Neurologic: Cranial nerves II through XII are intact. There is problem with range of motion of both shoulders left more than right. The patient cannot hop, squat, or tandem walk. She has hard time picking up a pencil. She can button her clothes. She is right-handed. She can raise her left upper extremity up to about 30 degrees and then she cannot raise it up unless she lifts the left arm with her right hand. The patient gives history that recently she fell off a step ladder at home couple of months ago when she was trying to get a small little cup from a cabinet and since then her left shoulder has been hurting pretty bad. Reflexes in general 1+ throughout. The patient’s gait is slow, careful and normal. She is not using any assistive device for ambulation, but she could not squat or hop or tandem walk.

Review of Records per TRC: Reveals records of 05/09/2011, where an x-ray of the C-spine shows relative straightening without a fracture. There is a note that says that the patient has had head trauma with a little bit of residual headaches status post motor vehicle accident with multiple traumas to neck, shoulder and knee.

Stephanie Renee Nolen

Page 3

A lab, please see attached report.

An x-ray of the left hip, please see attached report.

An x-ray of the left knee, please see attached report.

The Patient’s Problems are: Multiple, including:
1. History of bilateral hip pain.

2. History of left knee pain.

3. History of left shoulder pain.

4. History of PTSD.

5. History of liver failure in past and the patient put on transplant list, but currently the patient is not on any transplant list and did not get liver transplant.

6. History of anxiety.

7. History of obsessive-compulsive disorder.

8. History of anger problems. She states even she sometimes forgets to shut off the oven.
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