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Patient Name: Mark Casey
Date: 03/09/2023

History: Mark Casey is 62-year-old white male who is on disability and on a Medicare Advantage Plan following injuries secondary to a severe motor vehicle accident in 2016, when the Jeep he was driving flipped and he was thrown off the vehicle through the windshield, he was unconscious and he was life-lighted to Memorial Hermann Hospital. He was in the hospital for 15 days. He had multiple rods and bolts put in his back. He states he broke his back and the accident crushed his both feet. He states he has had another accident in the past where he was thrown off a motorcycle and one another accident when he was in high school. The patient is a nonsmoker, but he did smoke for a year or two here or there when he was younger. He states he worked for 27 years doing maintenance of rental properties and was self-employed, but he states he had to quit after the accident. The patient’s right foot and left foot both were crushed. The left foot appears deformed. The ranges of motion of both feet are decreased. He has signs of severe chronic venous insufficiency, both lower legs.
Medications: The patient states his medications at home include:

1. Atorvastatin 10 mg a day.

2. Aspirin 81 mg a day.

3. Omeprazole 40 mg a day as necessary.

4. B vitamins.

5. Uses clobetasol propionate 0.5% cream twice daily.

The Patient’s Labs: Last labs were done on 11/22/22.

The patient has seen Dr. Moore and Dr. Lovett at Central Texas GI.

Personal History: He is single. He has two brothers; one brother died at age 64 of cirrhosis of liver, hypertension and diabetes mellitus. He states he lives next door to his elderly mother. He states he had education up to 11th grade. He states he has some kind of allergic skin rash over his both feet and clobetasol cream helps him.
The patient has had colonoscopy and EGD. The EGD was done on 08/31/21, and the patient was seen with history of esophageal dysphagia, eosinophilic esophagitis noted in biopsy on 2010. The patient has not noticed any particular foods that exacerbate this problem. A diagnosis of GERD is present and managed with TUMS, Mylanta. He was given famotidine 40 mg twice a day in September 2021.
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The patient had an EGD done upper GI endoscopy for esophageal dysphagia and they found a benign-appearing esophageal stenosis that was dilated and biopsied, normal stomach, normal examined duodenum. A benign-appearing intrinsic moderate stenosis was found in the lower one-third of esophagus. The stenosis measured less than 1 cm. The stenosis was traversed. A guidewire was placed. Dilation was performed with a dilator with moderate resistance at 15 mm. The patient also has had colonoscopy done.
The patient had colonoscopy done on 12/06/2017, it showed moderate diverticulosis. The colonoscopy showed no perforation or abscess and no bleeding. The patient was given diet for diverticulosis and advised fiber, increased fluid intake and a colonoscopy in 10 years; so, he is due for colonoscopy in 2027.
Mark Casey was seen with a telehealth visit on 07/14/22, when he called me stating he had been sick and his COVID test was positive. He was advised Paxlovid and other specific COVID-19 treatments, but he just wanted to get Z-PAK and some steroids and finally recovered from it. The patient got flu shot on 12/05/22. He is advised a pneumonia shot, Prevnar 20 and shingles vaccine. The rest of the exam is as in the chart.
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