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GENERAL MEDICAL EXAM WITH ORTHOPEDIC EMPHASIS

Patient Name: Anjanette Lashawn Hawkins
CASE ID #: 

DATE OF BIRTH: 

DATE OF EXAM: 03/27/2023
Chief Complaints: Ms. Hawkins is a 49-year-old African American female who is here with chief complaints of:

1. Osteoarthritis.

2. Back pain.

3. Torn gluteus maximus muscle.

History of Present Illness: She started having problems with her right knee about 14 years ago. She states she only got attention to the right knee just about six years ago. She got started on Naprosyn, but without any improvement. Currently, she is taking meloxicam. She states in about 2021, she was in a car accident at which time she was found to have a torn gluteus maximus on the left side. Somewhere in between, the patient also sustained some low back pain and is under care of Scott & White physicians including pain management physician. She has had three shots in the back for her left lumbar radiculopathy the last one being in January. She denies any bowel or bladder problems. She states she has aches and pains over the right knee, the lower back, and both hands. She states she is right-handed. She cannot hold things for a while because she ends up dropping them. She is able to drive off and on. She states she drove to the office today. She states she only drives a small distance.

Past Medical History:
1. History of hypertension.

2. Low back pain.

Operations: None.

Medications: Her medications at home include;

1. Gabapentin 300 mg two tablets a day for three days.

2. Tizanidine 4 mg a day.

3. Phentermine 37.5 mg once a day.

4. Amitriptyline 25 mg at bedtime.

5. Meloxicam 15 mg a day.

6. Ferrous gluconate once a day.

7. Lisinopril/HCTZ 10/12.5 mg once a day.
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Allergies: None known.

Personal History: She is single. She finished high school. She states she started working at age 22. She worked for six years at the School District as an aide for special needs patients, then she worked for few years at C.C. Creations doing heat press till she got laid off in 2020. She has four children, the youngest is 16-year-old. She states she has two grandchildren at home that are 3-year-old and 1-year-old. She states several years ago when she was younger she sustained burns on the right foot, the left foot and some on the right arm. She states she was trying to pour some hot grease out of her door and her utensil hit the door and the grease spilled on the other side hurting her. Those burn marks seemed to have healed. Her chronic pain persists. She has never smoked. Occasionally, socially drinks alcohol.
Review of Systems: The main problem the patient has is she is not able to work and not able to walk a distance because of her back pain and right knee pain. She denies bowel or bladder problems. Her gait is normal for short distance. She does not use any assistive device for ambulation when she has to walk short distance. She states she has not tried long distance, so she has not used any assistive device. Range of motion of affected joint especially the right knee joint is abnormal. She can barely flex her knee to about 90 degrees. Extension is normal, but she cannot flex it more. Repetitive activity causes significant muscle weakness. She states she likes to stay home and not even do grocery shopping. She does online shopping because of pain. She has fair grip strength, pinch strength and ability to use upper extremities in performing gross and fine functions for a limited time. Right hand is the dominant hand. She has ability to pinch, grasp, shake hands, write, manipulate a coin or pen or a cup only for a short time. She cannot hold the cup for more than 10 minutes or so. The medical source statement was filled with the patient’s ability to do things and see the attached sheet for that.
Physical Examination:
General: Reveals Anjanette Lashawn Hawkins to be a 49-year-old African American female who is awake, alert and oriented, in no acute distress. She is not using any assistive device for ambulation. She is able to dress and undress herself without much difficulty. She cannot hop, squat or tandem walk. She is able to pick up a pencil and button her clothes.
Vital Signs:

Height 5’4”.

Weight 224 pounds.

Blood pressure 116/80.

Pulse 77 per minute.

Pulse oximetry 100%.
Temperature 96.7.
BMI 39.
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Snellen’s Test: Her vision:

Right eye 20/25.

Left eye 20/30.

Both eyes 20/20.
She does not have contacts or glasses and she does not have a hearing aid.

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. Burn marks are seen on the lateral side of right foot and left foot and over the medial side of right arm. Peripheral pulses are palpable.
Neurologic: Cranial nerves II through XII are intact. Except for the right knee and range of motion of lower back, there does not seem to be any muscle atrophy and range of motion is essentially normal, but the patient cannot sustain any activity because of pain. The range of motion of lumbar spine is decreased by 50%. Reflexes are 1+ throughout.

Review of Records per TRC: Reveals records of Scott & White Clinic where the patient has been under care of Dr. Jared Anderson and on 01/16/2023, the patient received L5-S1 epidural steroid injection for lumbar radiculitis. Previous to that, the patient was seen in Pain Clinic on 08/17/2022 and the patient has been participating in a physician directed home exercise program. The patient had an injection on 08/17/2022, which provided 100% relief and lasted till 10/14/2022. The patient rates her pain as severe in the lower back radiating to left leg and the patient feels numb and has sharp pain. The patient states the pain is worsened with cold, on moving wrong or quick. Medicines help her pain. The patient had told in January that her activity level has improved since her last visit in August. Mood is normal. No infections. No history of diabetes medicine and the patient is not on any blood thinners. The patient’s pain medicines included meloxicam, amitriptyline and tizanidine that help her with her pain and it was determined that the patient also had bilateral lumbar paraspinal tenderness. The patient has lumbar radiculitis and lumbar spondylosis. The patient has had a lumbar CT done in the past. The Scott & White notes revealed the patient is slowly improving as far as prolonged walking. The sit to stand is resolved. Lifting, pushing and pulling are improving. Work-related activities and the CT of the lumbar spine done on 12/25/2021, shows degenerative changes of lower lumbar spine with associated moderate left neural foraminal stenosis. The patient has received 11 visits in skilled physical therapy. The patient has weakness in the gluteus and hip flexors and has difficulty with functional mobility and gait for long periods of time due to impaired activity tolerance. The patient was advised weight loss.
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There is a note of St. Joseph by Dr. Anne Moser of 01/17/2022, where the patient had a tubal ligation in 2006. The patient was taking gabapentin at that time and the patient’s diagnosis is osteoarthritis with lumbar radiculopathy.

The Patient’s Problems are:
1. History of generalized osteoarthritis especially affecting the knees right more than left knee and left lumbar radiculopathy with left neural foraminal stenosis and has had three shots of steroids in the back; the last one being in January 2023.

2. History of hypertension.

3. History of not able to function well secondary to osteoarthritis and pain.

4. History of injury to the gluteus maximus of the left side during car accident and the pain is still persistent. So, the patient has developed basically something called chronic pain.
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