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Dictation Time Length: 07:44
July 20, 2023
RE:
Danny Flippen
History of Accident/Illness and Treatment: Danny Flippen is a 65-year-old male who reports he was injured at work on 10/13/22. At that time, he slipped on water that was on the floor causing his head to hit a column without loss of consciousness. He also twisted his left foot and fell to the ground. He did go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He had physical therapy, but no surgical intervention. Rest of that section is normal
As per the medical records supplied, Mr. Flippen was seen at the emergency room where he worked the same day. He came in with bruising and swelling to the right forehead. He had been taken his blood pressure medication in three days. He denied loss of consciousness. He underwent a CAT scan of the head that showed sinus mucosal disease without evidence of acute traumatic brain injury. He also underwent x-rays of the left foot and ankle that were negative for fracture. He was diagnosed with a sprain of the left ankle, head injury, and hypertension for which he was treated and released.

On 10/17/22, he followed up at Occupational Health complaining of pain in the left foot. He had been off work and using crutches, keeping the left foot elevated since his ER evaluation. He was to remain non-weightbearing. He was provided with a cane to ambulate to his car and ankle support for compression and stability. If he did not improve, they would consider an MRI of the foot although this was unlikely. He continued here through 10/25/22. At that time, Dr. Abramowitz was concerned about his head. He initially was more concerned about his left foot. He had been taking ibuprofen for headaches. He just had his first physical therapy session that day. He was placed on restricted duty and was to follow up on 11/04/22. I am not in receipt of further documentation from that provider.

However, on 03/17/23, he was seen by Dr. Hollawell. X-rays were repeated and showed no acute osseous abnormalities. He was rendered diagnosis of left ankle sprain and left foot sprain. He recommended continued therapy as well as ice for any discomfort. He was to follow up in three to four weeks, but does not appear to have done so.
PHYSICAL EXAMINATION
HEAD/EYES/EARS/NOSE/THROAT: He localizes the tender area where he struck his head on the right upper forehead near the hairline. This was not swollen, red or warm, but was tender to palpation. Examination of the head found it to be normocephalic. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

LOWER EXTREMITIES: Inspection revealed onychomycosis of the great toenails bilaterally. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, swelling, 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. He had superficial tenderness to palpation about the left fifth and first metatarsals, but there was none on the right.
FEET/ANKLES: 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 stand on his heels and toes, but not walk on them. He changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. 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. Active supine straight leg raising maneuver on the left at 80 degrees elicited only low back tenderness without radicular complaints. On the right, at 90 degrees, no low back or radicular complaints were elicited. 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.

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.

On 10/13/22, Danny Flippen slipped at work striking his head against a column and twisting his left foot. He was seen at the emergency room the same day where x-rays and CAT scan were negative. He followed up with Occupational Health who initiated him on therapy. He also was seen by Dr. Hollawell who recommended continuation of therapy. At his visit of 03/17/23, he stated that full-duty work was possible.

The current examination found he ambulated with a physiologic gait. There was no limp and he did not use any hand-held assistive devices for ambulation. He had superficial tenderness to palpation about the left fifth and first metatarsals. Provocative maneuvers of the feet and ankles were negative. He could stand on his heels and toes. He was neurologically intact.

There is 0% permanent partial or total disability referable to the head or statutory left foot. He has been able to return to his full-duty capacity with the insured after missing only approximately two weeks of work.
