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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Bobby Ray Hennigan
CASE ID: 5598287
DATE OF BIRTH: 04/13/1968
DATE OF EXAM: 06/15/2023
Chief Complaints: Mr. Bobby Ray Hennigan is a 55-year-old African American male who is here with chief complaints of:

1. Chest pain.

2. Three valve replacement surgeries done in March 2023.

History of Present Illness: The patient states his health started deteriorating about a year, a year and a half ago. He was working for Sanderson Farms on the assembly line for almost five years and he had to quit working because he started having chest pains, shortness of breath and fatigue, so he quit working there.
History of present illness reveals the patient went to the emergency room locally with hemoptysis and chest pain, they kept him here three days and then he was transferred to Houston Hospital Tertiary Center where he was evaluated and he underwent three different valve replacement surgeries. He was in the hospital for about six weeks and then discharged home. The patient states he is having a hard time buying medications and his daughter is trying to help him out with that. He states he continues to have chest pains. His other major medical problem was he got a gunshot wound to his abdomen in 1989, and needed an extensive surgery. He states he also had a gunshot wound that went through his right elbow and now he has a fixed flexion abnormality or deformity of the right elbow. His right hand is okay. He has no atrophy of the muscles, but he cannot flex his right elbow completely.

Operations: Include three valve replacements and abdominal surgery following gunshot wound in 1989.
Medications: Medications at home include:

1. Dilantin 100 mg one in the morning, one at noon and two at bedtime.

2. Warfarin 5 mg daily.

3. Metoprolol ER 25 mg half a tablet a day.

4. Ferrous gluconate 324 mg a day.
5. Colchicine 0.6 mg a day.
6. Spironolactone 25 mg a day.

7. Fluticasone propionate 50 mcg a day.
8. Oxymetazoline nasal spray.
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Allergies: IODINE.
Personal History: He states he did not finish high school, he only went up to the 10th grade. He has done construction jobs. His last job was working at Sanderson Farms for five years, but he quit in July 2022, because of his health. He states he had no insurance when he had the valve problems. He is single. He has five children. He states he lives with his daughter. He does smoke half a pack of cigarettes a week for the past 35 years. He drinks couple of beers a day. He denies doing any drugs.
Family History: Reveals father and mother are deceased. One brother is murdered and one sister died of unknown cancer.
Physical Examination:
General: Reveals Bobby Ray Hennigan to be a 55-year-old African American male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation. He is able to dress and undress for physical exam without difficulty. He is able to get on and off the examination table without difficulty. He drove himself to the office. He is right-handed.
Vital Signs:

Height 6’2”.

Weight 176 pounds.

Blood pressure 110/70.

Pulse 98 per minute.

Pulse oximetry 98%.

Temperature 96.3.

BMI 23.

Snellen’s Test: His vision without glasses:

Right eye 20/50.

Left eye 20/100.

Both eyes 20/40.

He 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. Grade 1-2/6 systolic murmur is heard. Possibly, a mild grade 1-2/6 diastolic murmur is heard too. There is no S3 gallop. There is a midline scar of previous cardiac surgery.
Abdomen: Soft and nontender. No organomegaly. Active bowel sounds are present. There is a very irregular thick scar over his abdomen where he had the gunshot wound.
Neurologic: The patient is awake, alert, and oriented. He is in no acute distress. Overall, motor system, sensory system and reflexes appear normal. Finger-nose testing is normal. Alternate pronation and supination of hands is normal.
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The patient has a restricted range of motion of his elbow in that he cannot flex his elbow all the way touching his right arm, but his flexion is stuck at about 40 degrees. There is no atrophy of muscles of his hand. Of significant finding noted, he has clubbing of the nails of all toes and all the fingers. His nails though appear pale, but definite clubbing is present. He is right-handed. He is able to make a fist.

Review of Records Sent by the Disability Services: Reveals the patient was transferred because of coughing up blood and vomiting of blood for evaluation of mitral and aortic valve replacement and apparently no EGD or anything is done. There is also a remote history of seizures several years ago, it is not clear whether the patient is on Dilantin or Keppra, but the notes of the hospital reveal he was on Keppra and now he is discharged home on Dilantin probably because of financial reasons, but he has not had a seizure in a longtime. The patient had a heart catheterization on 02/28/2023, with non-obstructive coronary artery disease and echocardiogram showed significant aortic insufficiency, mitral stenosis, tricuspid regurg and right ventricular failure and he was transferred to Texas Medical Center for valve replacement. He underwent mitral valve replacement bioprosthetic Epic 31 mm, aortic valve replacement bioprosthetic Inspiris 23 mm and tricuspid valve ring annuloplasty 34 mm, left atrial appendage resection for severe rheumatic mitral stenosis, aortic insufficiency and severe tricuspid regurgitation. The patient needed blood transfusion, was intubated. He was started on aspirin 81 mg, atorvastatin 40 mg, budesonide nebulizer twice a day. He was given intravenous cefazolin, Lanoxin 0.125 mg a day, famotidine 20 mg IV q.12 hours. He was given Keppra 500 mg twice a day. He was given mupirocin nasal apply twice a day He was given pantoprazole 40 mg a day. He was given vancomycin 1000 mg q.12 hours. He was given IV Cardene, IV milrinone, fentanyl was used for pain control and then he was found to be allergic to iodine. The patient’s fentanyl was discontinued and then started on acetaminophen with hydrocodone, albuterol ipratropium. The patient has been home. He is not able to restart work because he states he still hurts over his chest. He seems to be having intermittent atrial fibrillation/flutter.
The Patient’s Problems:
1. History of rheumatic heart disease with status post mitral valve, tricuspid valve and aortic valve replacements and removal of atrial appendage.

2. History of gunshot wound to the abdomen in 1989, needing multiple abdominal surgeries.
3. Gunshot wound also to the right elbow and he is left with a fixed flexion deformity of the right elbow.

4. History of grand mal seizures is present, but he has not had a seizure in several years and he takes his medicine, in fact he did not even think that was a big thing to tell me that he had a history of seizures and it is only when asked he says he has not had any seizure recently and that he does drive and he drove himself to the office; his last seizure may have been several years ago.
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