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Dictation Time Length: 48:52
June 16, 2023
RE:
James Boggs
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Boggs as described in my report of 01/20/20. He is now a 60-year-old male who reports he was injured at work on 02/27/18. On that occasion, he twisted his right knee while unloading. He did not go to the emergency room afterwards. He had further evaluation leading to a diagnosis of a torn meniscus treated surgically in May 2022 by Dr. Demorat. He has completed his course of active treatment. He states prior to this event his knees would become sore during work. He denies any subsequent injuries to the involved areas.

Per the records supplied, Mr. Boggs was seen at Onsite Innovations on 03/05/18. He reported ongoing pain in the right knee and it is not related to any bone-related issues like osteoarthritis. He has pain in the right knee when he goes up and down the steps, but has no difficulty with walking straight. He has been compliant with lifting and used Motrin and ice over the weekend with stretching. He related on 02/28/18 he was on the trail of a truck pulling a CooLift. When he went to turn the CooLift around, he felt a pain in his right knee. He finished his route and reported the injury to his supervisor. He did have a history of osteoarthritis and had issues with his knees over six to seven years ago. He reports the old injury to the knee did not cause him daily discomfort and it was intermittent. On exam, he has cracking heard at baseline on both knees. He also had a history of obstructive sleep apnea and deep vein thrombosis and right biceps surgical repair. He was diagnosed with right knee injury and pain characterized as a sprain. He was referred for an MRI of the knee and was begun on medications. He returned on 03/09/18 when they noted the results of the MRI from 03/06/18. It showed severely truncated medial meniscal body and mildly truncated adjacent posterior horn with horizontal femoral-sided tear. There was medial weightbearing mild chondral erosion/thinning. Patellofemoral moderate to severe chondral lesion notably laterally with bone on bone. There was a 1.4 x 1.5 x 2.2 cm intraarticular body dorsal to the medial meniscus posterior horn/root. There was no ligament or tendon tear. He was referred to Dr. Marchetti at Rossman. He followed up again at Onsite on 03/14/18. His appointment with Dr. Marchetti was scheduled for 04/09/18.

On 03/12/18, he was seen by Dr. Marchetti complaining of bilateral knee pain. He had been seen in the past with cortisone injection to the left knee and today’s exam was just a chronic complaint of pain with pulling heavy dollies full of crates of Coca-Cola. On 02/27/18, he was pulling and had wear and tear that he feels, gets grinding and subsequent swelling, tenderness over the medial aspect of the right knee. He had issues with this knee in the past although this recent injury seemed to have made things worse. He also had an injury to the right shoulder in 2014 resulting in rotator cuff repair. Dr. Marchetti reviewed his MRI. He also noted x-rays showed medial compartment changes and patellofemoral changes on the right worse than the left. MRI confirmed medial compartment changes to the medial meniscus and patellofemoral changes as well. After exam, he diagnosed right knee pain and osteoarthritis as well as tear of the medial meniscus of the right knee. They discussed treatment options. He followed up on 04/09/18, noting he had been followed for degenerative joint disease with medial compartment and patellofemoral arthrosis on the right. He now had a flare-up of left knee pain. He claimed he was walking for an extended period of time and now caused some significant effusion of the left knee. He was known to have bilateral degenerative joint disease. He was diagnosed with primary osteoarthritis of both knees. He was then referred for possible injection therapy. He saw Dr. Marchetti again on 06/01/18, having been seen 11 months ago when they discussed possible viscosupplementation. This had not been approved. He was being seen today for possible corticosteroid injection. He had physical therapy and really does not have the same level of discomfort that he had previously. Dr. Marchetti this time diagnosed him with unilateral primary osteoarthritis of the right knee with degenerative medial meniscal tear. A corticosteroid injection was administered to the knee. On 01/14/19, the Petitioner was seen at Rothman by Dr. Pepe for a need-for-treatment evaluation relative to the shoulder. He diagnosed spontaneous rupture of the flexor tendon of the right shoulder along with sprain of the right rotator cuff capsule. I am not in receipt of the referenced attached report that goes with that cover letter.
He saw Dr. Pepe again on 02/11/19, complaining of increasing pain in the left shoulder. Several years ago, an MR demonstrated a small tear. He had been doing his home exercise program. There was progressive pain in the shoulder, exacerbated with reaching, lifting, pushing or pulling, as well as pulling the cases and lifting the cases at work. He was thought to have a probably enlarging rotator cuff tear of the left shoulder. His weakness was progressive so an MRI was ordered. He then saw Dr. Pepe again on 07/29/19. He noted the MRI demonstrated subacromial and interval fluid thinning on the repair, but was largely intact. He had a rotator cuff repair years ago. He was currently working full duty, but had increasing pain in the right shoulder. Dr. Pepe recommended continued observation with a home rotator cuff program. Another corticosteroid injection was instilled to the right shoulder. He deemed the Petitioner had reached maximum medical improvement and could continue to work full duty. Mr. Boggs saw Dr. Pepe again on 12/27/19 for increasing pain in the right shoulder. He was bowling several weeks ago, but denies a specific injury. He has anterior pain, clicking, and catching. He also has cramping in the biceps. Several years ago, he had a rotator cuff repair with a failed proximal biceps tenodesis. He was diagnosed with right shoulder bursitis and partially healed rotator cuff repair and proximal biceps rupture. A corticosteroid injection was instilled. He was going to return on an as-needed basis and was deemed to have reached maximum medical improvement, but may need intermittent injections. On 06/15/20, he saw Dr. Pepe again this time for recurrent pain in the left shoulder where he was known to have a partial rotator cuff tear. He had been working full duty with difficulty reaching, lifting, pushing and pulling. He was diagnosed with shoulder rotator cuff sprain and chronic partial rotator cuff tear. A corticosteroid injection was given to the left shoulder. On 10/19/20, they discussed repeat MRI and surgical repair presumably for his left shoulder, but this is quite vague. On 02/01/21, Dr. Pepe noted x-rays of the left shoulder demonstrated diminished acromial distance of 5 mm, maintained glenohumeral joint space, very small inferior osteophyte of the humeral head. Left shoulder MRI demonstrated an enlarging rotator cuff tear, thin tissue, thin biceps without instability with fluid in the biceps sheath. The tear was enlarging and approximately 2.5 cm. They discussed treatment options including surgical intervention. He followed up on 03/01/21, expressing due to financial reasons he had to cancel his surgery. He has a full thickness large retracted supraspinatus tear. Another corticosteroid injection was given to the left shoulder.
On 12/14/20, he was seen by Dr. Pepe’s physician assistant named Mr. Fiorentino. He had left shoulder surgery on 12/01/21. He had a massive rotator cuff repair with biceps tenodesis. There was poor tissue quality. He complained of expected postoperative stiffness and swelling, but no numbness or tingling. He was going to stay in the sling for the time being and follow up in a few weeks. He did so on 08/29/22 and saw Dr. Pepe. He had 160 degrees of active elevation of the left shoulder, external rotation neutral 50 degrees with no lag and internal rotation is to T12 with a hint of supraspinatus weakness, good external rotation strength and well-healed incisions. He was going to continue the physical therapy program and transition to a home exercise. He was cleared to return to work the following day in a full-duty capacity. He was going to return regarding the left shoulder on an as-needed basis. He does have right shoulder degenerative joint disease and is interested in an injection in December. At his follow-up with Dr. Pepe for the right shoulder, he was a year status post large rotator cuff repair with poor tissue. He has pain with any reaching, pushing or pulling. He was thought to have a probable recurrent rotator cuff tear. X-rays of the left shoulder were ordered and a cortisone injection was given.
On 06/21/18, Mr. Boggs had an orthopedic evaluation by Dr. Demorat. He noted the right knee MRI of 03/06/18 showed evidence of a tear in the posterior medial meniscus that was degenerative, chondral thinning of the medial weightbearing surface, no full thickness lesions or bony edema. The results show more moderate to severe chondral thinning at the lateral patellofemoral joint, near bone on bone. He diagnosed right knee sprain in the setting of underlying preexisting osteoarthritis; bilateral knee arthritis on the left greater than right, not related to the above occupational exposure claim. He thought Mr. Boggs’ increasing right knee pain and sprain was a transient aggravation of preexisting right knee arthritis. He had been receiving injections to the right knee as late as 11/17. He still had pain which was greater than prior to the above injury in February. He was deemed to have reached a stable baseline and was back to work full duty. However, in the next one to two months his knee pain began to worsen prior to returning to his pre-injury baseline level, a series of viscosupplementation injections would be appropriate to further stabilize his inflammatory process. In regard to Mr. Boggs’ occupational exposure claim from 2014 to the present, he did not see causality of bilateral knee arthritis in relation to his claim. His claim is over a four-year period. His arthritic change has been developing and worsening over the course of the last 15 to 20 years. Causative factors that mainly predispose to this degree of arthritis are age, genetics, and weight. Although he had a physical job, there has been no documented trauma within the last four years outside of the above incident in February 2018 that would predispose the development of severe degenerative joint disease as seen by imaging studies. Therefore, any additional treatment in regard to baseline arthritic knee pain should proceed outside his occupational exposure claim in question.
On 09/19/18, Dr. Demorat began treating Mr. Boggs. He recommended viscosupplementation injections. The first Orthovisc injection was given to the right knee on 10/03/18. He had a series of these with the fourth and final injection being given on 10/24/18. He followed up on 12/18/18 describing they provided some relief, but then the symptoms had recurred without new injury. His job is aggressive with kneeling, squatting and climbing as he works with Coca-Cola as a driver. He then underwent a corticosteroid injection to the right knee for arthritis with persistent pain. His progress was monitored by Dr. Demorat on a regular basis. On 06/03/19, he instilled the first in another series of Orthovisc injections. The fourth such injection was given on 07/08/19.
His next visit was on 01/13/20 stating he did well with the injections for about four months. He had no new injury or treatment. He returned on 02/03/20 when another Orthovisc injection was given to the right knee. He completed a series of four injections. On 08/31/20, he was seen along with the review of records from Dr. Frankel dating back to 2014. On this visit, he had bilateral knee pain on the right greater than left. He got stability in the right knee with his last series of Orthovisc injections, but symptoms had recurred. He feels like over the course of the last two years his relief with injection therapy has decreased with still persistent pain with activities. The knee pain started aggressively on 02/27/18 when he was lifting and moving heavy products. It was noted in outside notes that Mr. Boggs was undergoing some treatment for the right knee prior to this with Dr. Frankel. His right knee symptoms had stabilized before this event and he had no new injuries since this event and no new outside causative factors since the event in 2019 (I believe he means 2018). In regard to the left knee, he had chronic intermittent soreness for years that dates back to prior to 2014 as stated in Dr. Frankel’s records. At his first visit with Dr. Frankel, he presented with knee pain. At that stage, he had injection therapy intermittently. He was told by an outside physician named Dr. Ong that knee replacement surgery on the left side should be considered. Mr. Boggs remained symptomatic relative to both knees. It was noted weightbearing x-rays from 08/20/19 were done. They revealed significant medial compartment arthritic change in the left knee with minimal joint space narrowing on the right knee. They again reviewed the right knee MRI from 2018. Dr. Demorat diagnosed left knee progressive knee arthritis that was not work related. For the right knee, he saw causality of his current complaints to the work injury in question. Although he had preexisting arthritic changes, this was stable and mild in nature. It significantly worsened on the workday of 02/27/18 and had never quite been the same. Accordingly, he was referred for new MRI of the right knee. The Petitioner did undergo this study. On 11/17/20, Dr. Demorat reviewed it and compared it to the previous one from 2018. It revealed a progressive posterior horn medial meniscal tear with some mild surrounding chondral thinning, but no bony edema. The lateral compartment was preserved. Patellofemoral compartment had some mid to medial severe chondral damage. A corticosteroid injection was administered again to the right knee. He returned on 01/11/21 when Dr. Demorat reiterated his recommendation for arthroscopic debridement of meniscal surfaces and chondroplasty. The Petitioner agreed to pursue this, but wanted his shoulder surgery first to do the rehab for both shoulders with longer shoulder recovery going first. He was going to contact Dr. Pepe and likely proceed with left shoulder surgery in the next four to six weeks. He did see Dr. Demorat again on 03/08/21 when the first in another series of Orthovisc injections was administered to the right knee. The fourth injection of this series was given on 03/29/21. He was going to continue working full duty.
On 08/30/21, they again discussed surgical treatment for the right knee to treat the right knee in a more definitive manner. However, he would like to delay this until January or February of the following year. He was planning on having shoulder surgery in late November or early December. He was cleared to work in regular duty. He was going to return in four months. At that visit, they would consider a potential cortisone injection to help stabilize any flare in his symptoms with his work duties prior to intervening surgically. At that stage, he also will be planning to get his shoulder done. As far as surgical treatment, they could plan for his knee to have arthroscopic debridement of the surfaces early the following year. On 10/25/21, joint aspiration of the right knee was performed. He was diagnosed with recurrent hemarthrosis and was given another corticosteroid injection. Another joint aspiration was done on 11/11/21 with hemarthrosis. He was going to be placed on modified duty for the next few weeks. If the effusion did not stabilize, they would need to do a new MRI. On 03/07/22, Dr. Demorat referenced the MRI report from 02/28/22, to be INSERTED. If we do not have that report, you can use his description from the formal radiology report that is marked. The diagnostic impression was right knee sprain with early chondral disease and complex persistent progressive tear in the posterior horn of the medial meniscus. He was recovering from non-work-related left shoulder rotator cuff repair and was going to proceed with his rehabilitation. Since it had been over three months since that surgery, it was felt safe to proceed with right knee arthroscopy over the course of the next month. He did undergo surgery on the knee to be INSERTED which should be around 05/19/22. He followed up postoperatively on 05/24/22 status post right knee arthroscopy and partial medial meniscectomy and chondroplasty. He was referred for postoperative physical therapy. On 07/19/22, he was still struggling with pain and stiffness. There was a slight gap in physical therapy and this was extended.
If we do not already have this, INSERT the results of the left shoulder MRI from 03/06/19 and right shoulder from 04/29/19.
On 07/28/20, Dr. Anapolle performed a need-for-treatment evaluation relative to the left shoulder. He noted the left shoulder MRI from 10/01/12 revealed rotator cuff tendinopathy with full thickness posterior supraspinatus tear without retraction as well as acromioclavicular osteoarthritic changes. Left shoulder MRI from 03/17/16 revealed rotator cuff tendinopathy with full thickness supraspinatus tear with 1.4 cm medial retraction progressive since the 10/01/12 study. Acromioclavicular osteoarthritic changes were again noted. Dr. Anapolle then gave his opinions that will be INSERTED as marked.
MRI of the right knee was done on 09/24/20 and compared to the study of 03/06/18. INSERT this if we have not already. He had a left shoulder MRI on 11/11/20, compared to the study of 03/06/19. This should also be INSERTED. On 12/01/21, Dr. Pepe performed left shoulder arthroscopy with rotator cuff repair and biceps tenodesis. The postoperative diagnoses were left shoulder chronic large rotator cuff tear plus biceps tendon instability. Repeat right knee MRI was done on 02/28/22, compared to the study of 02/24/20. INSERT those results here. He had cardiology clearance and then underwent right knee surgery by Dr. Demorat on 05/19/22, to be INSERTED.
We have also been provided with records for Mr. Boggs dating back to 09/24/12 when he was seen orthopedically by Dr. Pepe, complaining of left shoulder pain for the first time. It had been going on for a few years, but became worse in the last eight to nine months after straining it while pulling cases of soda off the truck. History was remarkable for asthma, depression, hypertension, and sleep apnea as well as blood clots in the right leg. X-rays were done in the office and showed no sign of fracture or dislocation. There was concern about rotator cuff tear, so an MRI of the left shoulder was ordered. On 10/18/13, however, the Petitioner returned complaining of right shoulder pain. This had been going on for the last five to six months. It is affecting his gym workouts as he is very active in gym. He was requesting a cortisone injection for the right shoulder and was accommodated in that regard. X-rays demonstrated normal glenohumeral articulation with a well-maintained acromiohumeral distance. The diagnosis was right shoulder tendinitis, to rule out full thickness interval tear of the rotator cuff with biceps involvement. They deferred an MRI study on that day. He was seen by Dr. Pepe again on 10/22/12, having undergone the MRI. It showed a rotator cuff full thickness tear at the posterior supraspinatus footprint measuring 0.6 cm, AP with 0.6 cm transverse gap, partial thickness articular surface tearing also extending into the anterior infraspinatus at its footprint. The remaining rotator cuff tendons were intact. There was mild acromioclavicular osteoarthritis. Dr. Pepe diagnosed left shoulder rotator cuff tear and osteoarthritis. They discussed treatment options and will be scheduled for surgical repair. At follow-up on 01/04/13, he expressed at some point he would like to get fixed hours of his job and the time required for rehabilitation would not work at this time. So, cortisone injection was administered at his request to the left shoulder. On 01/17/14, he returned for reevaluation of the right shoulder. He had pain along the anterior aspect of the shoulder from reaching and lifting. He has a high level job and does a lot of heavy lifting with Coca-Cola bottling company. He had a cortisone injection in October 2013 that gave him significant relief, but the pain recently returned in the last few weeks. Another corticosteroid injection was administered.
On 04/30/14, Dr. Pepe performed right shoulder surgery to be INSERTED here. The Petitioner underwent x-rays of both knees at the referral of Dr. Frankel on 08/20/14, to be INSERTED here.
On 08/29/14, he was seen by orthopedist Dr. Frankel complaining of bilateral knee pain on the right greater than the left. This had been on and off for the past several years. A recent episode of pain started one month ago after playing basketball. Pain is worse with running, climbing stairs, getting up from a chair and playing basketball. Dr. Frankel noted x-rays from 08/20/14 bilaterally demonstrated mild degenerative joint disease at the medial and patellofemoral compartments. He could not exclude degenerative medial meniscal tears without mechanical symptoms. A course of physical therapy was ordered and corticosteroid injections were administered. He followed up on 11/19/14, stating he had been in physical therapy, but not yet receiving the results he would like to. He wanted to be able to go back to playing basketball. They also discussed viscosupplementation injections. Arthrocentesis of both knees was done with ultrasound guidance on 12/17/14. Synvisc injection was also given to the left knee. He was going to return for Synvisc injection #2 to the left knee. He did continue to see Dr. Frankel and had his third Synvisc injection on 12/30/14. His left knee felt strong and is “great”. He also reports his right knee has continued to feel better after the steroid injection two weeks ago in particular with improved pain on the stairs. Arthrocentesis of the left knee under ultrasound guidance was again accomplished along with administration of another Synvisc injection. Dr. Frankel continued to follow his progress. On 03/31/15, he related not being in the gym since Christmas and was just working at that time. He had thrown his back out on 02/25/15. He was out of work for two weeks before progressing back to light duty. He was currently attending physical therapy for the back and doing exercises. He felt ready to start the Synvisc injection series for his right knee. This did initiate on this visit. He had a second such injection to the right knee on 04/07/15. The third Synvisc injection was given on 04/14/15. He related he did six hours of bike riding in Washington DC two days ago, which was taxing for his knees. He feels better overall with the Synvisc series. The Petitioner’s insistence on carrying out physically demanding activities outside of work such as this lengthy bicycle ride and playing basketball is to his detriment. He then continued to receive further injections such as on 07/06/15, going forward over the next several months. On 02/07/16, Mr. Boggs related while working out at the gym in the past week he noticed a certain elliptical piece of equipment aggravated his right knee. He recalls two events that may have led to his knee issues: one event while playing football in the 6th grade and another in the winter of 2014 when he had to pivot while pulling a frame at work and “tweaked his medial right knee.” His right foot started to bother him during the summer of 2015. He speaks about a heel spur that led to increased symptoms in the morning upon getting out of bed. He does stretch in the morning and wears insoles in his work boots that have helped. He had undergone a right knee MRI on 02/15/16, to be INSERTED here. They reviewed these results on 02/17/16. Right foot x-rays from 02/03/16 demonstrated moderate first metatarsophalangeal joint space narrowing, os peroneum with reactive change, plantar calcaneal enthesophyte and bipartite fibular sesamoid. He had right knee pain and clicking with patellofemoral and medial compartment degenerative joint disease, complex tear of the posterior horn of the medial meniscus with right foot dorsal foot pain likely related to the use of his foot to lift his work dolly with concomitant right plantar heel pain in a patient with a heel spur and plantar fasciitis. Although the patient has symptoms attributable to his patellofemoral degenerative joint disease, given the escalation of right knee pain with mechanical symptoms, an MRI needed to be performed to assess whether he had medial meniscal tear. He had failed conservative management and was referred to orthopedics for possible arthroscopy. On 08/29/14, Dr. Frankel performed ultrasound-guided injections to both knees. Similar injections were given through 01/18/16 as noted in the previously described progress notes.
He had x-rays of both knees on 02/03/16, compared to a study of 08/20/14. It showed mild left patellofemoral and lateral compartment degenerative joint disease and small left knee joint effusion. There was no actual description of the right knee x-ray result. The right foot x-ray on 02/03/16 found first metatarsal into the joint space moderate narrowing, os peroneum with possibility of painful os peroneum syndrome, and heel spur. He did have an MRI of the right knee on 02/15/16, to be INSERTED. He had an MRI of the left shoulder on 03/17/16, to be INSERTED. MRI of the left knee was done on 11/03/16, to be INSERTED. 
Mr. Boggs did see Dr. Ong on 02/06/18 complaining of bilateral knee pain on the left worse than the right for several years. He had been managed by Dr. Pepe for several years, having last seen him in January. He has become very frustrated with his arthritic knee and had failed conservative management, therapy, antiinflammatory medications, steroid injection, viscosupplementation injection, and activity modification with really no improvement. His left knee symptoms were actually worsening. Evaluation of x-rays showed moderate to severe degenerative joint disease of the left knee with significant loss of the articular cartilage of the medial compartment, varus malalignment, and patellofemoral arthritis. Right knee x-rays showed mild degenerative joint disease with mild varus malalignment. Dr. Ong diagnosed primary osteoarthritis of the left knee with failed conservative treatment. He discussed left knee replacement surgery. He does not appear to have pursued that path particularly at that time. On 02/28/18, he was seen by Dr. Goren at Onsite Innovations. He stated he was in the trailer of his truck pulling a CooLift earlier that day. He went to turn the CooLift around and felt pain in the right knee. He finished his route and reported the injury to his supervisor. He has a history of osteoarthritis and had issues with his knee over six to seven years ago. He reported the old injury to the knee did not cause him daily discomfort and it was intermittent. The description of treatment from this visit was I believe incorporated from the earlier progress note.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He was extremely focused on his subjective complaints.
UPPER EXTREMITIES: Inspection revealed healed portal scars of both shoulders, but no swelling, atrophy, or effusions. There was radial deviation of the right long and ring fingers at the DIP joint. Skin was normal in color, turgor, and temperature. Left shoulder abduction was 155 degrees and flexion 150 degrees with internal rotation to 75 degrees without crepitus. Motion of the shoulders, elbows, wrists and fingers was otherwise full in all spheres without crepitus, tenderness, triggering, or locking. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally. Manual muscle testing was 5– for resisted left shoulder external rotation, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 

SHOULDERS: Normal macro

LOWER EXTREMITIES: Inspection revealed bilateral venous varicosities of the calves. There was swelling and tenderness to palpation of the left infrapatellar area, but there was none on the right There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, atrophy, or effusions. Skin was otherwise normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

KNEES: There was a positive McMurray’s maneuver on the left, which was negative on the right. There were negative Fabere’s, Apley’s compression, Lachman’s, ligamentous distraction tests, and anterior and posterior drawer signs for internal derangement. There was no varus or valgus instability when manual pressure was applied to each knee.

CERVICAL SPINE: Normal macro

THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. He was able to walk on his heels and toes complaining of right knee and left hip pain. He changed positions fluidly and was able to squat to 65 degrees. Inspection of the lumbosacral spine revealed a normal posture and lordotic curve. Inspection revealed a well-healed transverse 2.5-inch in length scar that he attributed to a boil being removed from his right lower back. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

I would like to INSERT what is marked from the cover letter to be INSERTED here. Notably, the claim was only accepted for right knee sprain.
IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

James Boggs has alleged a series of acute and occupational claims to his knees and shoulders. He has had extensive treatment as noted above so will not be repeated in its entirety here. He did submit to various surgical procedures to be INSERTED.
It is noteworthy the Petitioner was insistent on playing basketball which is jolting on the knees as well as riding a bicycle for extended periods of time. He not only claims to have primary injuries, but also derivative injuries. It is clear the Petitioner had prior claimed injuries in 2014. When I saw him previously, this was in relation to an acute injury of 03/25/14 and an occupational injury from 2014. His current claim involves a distinct injury to the right knee on 02/27/18 and then derivative left knee injury. He also then filed occupational claims for both knees and an occupational derivative claim for the left shoulder.

I may have you INSERT some information from my prior report that will be marked.
I will offer assessments of permanency and causation for the right knee in particular and likely the other body parts.
