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GENERAL MEDICAL EXAM WITH ORTHOPEDIC EMPHASIS

Patient Name: Deborah Hinkley

CASE ID#: 5953375

DATE OF BIRTH: 11/10/1957

DATE OF EXAM: 08/31/2023

History of Present Illness: Deborah Hinkley is a 65-year-old white female who was brought to the office by her daughter, as she is not able to drive because of bilateral shoulder pain. Ms. Deborah Hinkley states in 2019, her left shoulder hit a bathtub when she tripped over the cord of her foot spa in her bathroom and ended up hurting the neck and left shoulder. She states her left humerus cracked in four different places and she has had weakness of the left arm, left shoulder and neck pain since. She is a registered nurse and was working at the hospital and was assisting the patient and trying to get up. She states “I told the patient to pick up, hold her by the neck,” but she held her by her right arm and basically stretched it so far to get up. She states she injured her right shoulder when she was doing that maneuver of helping the patient get out of bed She went for physical therapy and they let her do reduced amount of work part-time and finally she had to quit. She states she is on long-term disability through some insurance that she has had. She states she has cervical radiculopathy and also lumbar radiculopathy. She had a spinal cord stimulator put in as a trial, but that did not work. So, she does not have an indwelling spinal cord stimulator. She had one ESI injection in the back and she states she may be due for another shot. She goes to Austin pain clinic. She states she has weakness of both shoulders. She is not able to raise her arm above her head. She is not able to hold things properly with her hands because grip in both hands is poor. She states because of the injuries she has developed something called allodynia, which is all her muscles are very tender and they hurt.
Past Medical History: The patient has:

1. Type II diabetes mellitus since 2015.

2. High blood pressure since 2017.

Operations: Multiple, including gallbladder surgery, tonsillectomy, left ovary removal, tubal ligation, heart catheterization x 2 in 2005 and 2023. A trial spinal cord stimulator was placed, but it did not show any improvement, so no permanent placement was done.

Allergies: She is allergic to ALLEGRA.
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Medications: At home, include:
1. Losartan.

2. Protonix.

3. Levothyroxine.

4. Sertraline.

5. Hydrochlorothiazide.

6. Trelegy.

7. Montelukast.

8. Rosuvastatin.

9. Gabapentin 300 mg twice a day.

10. Norco twice a day.

11. Ozempic 0.5 mg once a week.

12. CoQ10.

Personal History: The patient is divorced. She has two children; youngest is 32 years old. She is a registered nurse. She has worked more than 25 years as a nurse at different hospitals. Her last job was in March 2022, when she hurt her right upper extremity. She does not smoke. She does not drink. She does not do drugs.
Family History: Stroke and high blood pressure in father. Both her parents are deceased. She states the heart catheterization was essentially normal with a few plaques and was given cholesterol medication and she was told she might have early pulmonary hypertension.

Physical Examination:
General: Exam reveals Deborah Hinkley to be a 65-year-old white female who is awake, alert and oriented, in no acute distress. She uses a walker for ambulation though the patient did not bring the walker with her. She states she uses this so that she does not fall. She cannot hop. She cannot squat. She cannot tandem walk. She had hard time picking up a pencil. She can button her clothes, but it is little hard. She is right-handed.

Vital Signs:

Height 5’3”.

Weight 273 pounds.

Blood pressure 116/60.

Pulse 71 per minute.

Pulse oximetry 96%.

Temperature 96.5.

BMI 48.
Snellen’s Test: Vision without glasses:
Right eye 20/200.

Left eye 20/200.

Both eyes 20/100.
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With glasses vision:
Right eye 20/50.
Left eye 20/40.

Both eyes 20/40.
There is no hearing aid.

Head: Normocephalic.

Eyes: Pupils are equal and reactive to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. 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.

Neurologic: Cranial nerves II through XII are intact. In the motor system, the patient has difficulty raising her arms above the head. She can barely lift up her shoulder up to about 60 degrees, but cannot do any more. The range of motion of both shoulders is severely reduced. Grip in both hands is severely reduced about 3-4 only. The patient states she has to be extremely careful when she holds a mug; otherwise, it will definitely fall. There is no evidence muscle atrophy. Range of motion of C-spine decreased by 50%. Her straight leg raising on the right side is 15 degrees and on the left side is about 45 degrees.

The Patient’s Problems:

1. Bilateral shoulder pain right more than left.

2. Type II diabetes mellitus for past 10 years.

3. History of high blood pressure for past five years.
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