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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Jennifer L. Boyd

CASE ID#: 6337158

DATE OF BIRTH: 10/18/1982

DATE OF EXAM: 09/05/2023

History of Present Illness: Ms. Jennifer Boyd is a 40-year-old white female who is here with chief complaints of:

1. Severe depression.

2. Anxiety.

3. Major depression.

4. Multiple suicide attempts.

5. History of being treated with ECTs for severe depression, but caused memory problems. So, the patient does not want to get further ECTs.

6. History of posttraumatic stress disorder as the patient has a special needs child who had severe seizures in a row and the child is only 8 years old and causing her significant anxiety and depression looking at her. She states her father has passed away two years ago and she saw him suffer, which again created too much of posttraumatic stress disorder.
The patient states she has known about her depression since she was age 13 and she started having suicidal ideation since age 16. She states she has chronic neck pain and back pain. She states she has had multiple steroid shots in the neck and back. She states for the past one year she has not been able to go to the pain management because of her worsening mental health problems. She states she recently for some unknown reason had problem with right shoulder pain and it took three or four days for it to calm down. She states she had a discectomy in 2010. She states she went for steroid shots every six weeks either in the neck or the back. She states she has a history of overdose on her psychiatric pills for major depression. She states she feels depressed all the time. She states she has some suicidal thoughts all the time. She states her lower back hurts with pain radiating to both legs. She states she has attention deficit disorder. Jennifer states her depression is so bad that her psychiatrist had to give her MAO inhibitors to combat her depression. She states because of that she cannot take ADD medicine and then she cannot focus and cannot function properly.
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Medications: The patient’s medicines at home include:
1. Iron.
2. Tizanidine 4 mg twice a day.

3. Lithium 300 mg three times a day.
4. Phenelzine 15 mg three times a day.

5. Albuterol inhaler p.r.n.

6. Tylenol No.4 p.r.n.

The patient has had multiple hospitalizations for mental health. She states she was hospitalized twice in 2021 and once in 2022.

Allergies: PENICILLIN.
Social History: She is currently not employed. She retired from A&M after 14 years of job secondary to her mental health problems and her last job was in April 2021. She is married. Her husband is disabled with severe rheumatoid arthritis. She has two children. Her daughter is 8 and son is 6. She does not smoke. She does not drink. She does not do drugs. The patient states these days she is crying all the time.

Physical Examination:
General: Exam reveals Ms. Jennifer L. Boyd to be a 40-year-old obese white female who is awake, alert and oriented, in no acute distress. She had extremely depressed affect with the patient crying throughout the interview. She is not using any assistive device for ambulation, but she states when she goes for a walk with the dog she does use a cane. She is left-handed.

Vital Signs:

Height 5’9”.
Weight 252 pounds.

Blood pressure 116/66.

Pulse 81 per minute.

Pulse oximetry 97%.

Temperature 96.7.

BMI 37.

Snellen’s Test: Her vision with glasses:
Right eye 20/30.
Left eye 20/25.

Both eyes 20/20.
Head: Normocephalic.

Eyes: Pupils are equal and reacting 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.
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Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.
Neurologic: Otherwise intact. Range of motion of lumbar spine deceased by about 75%. Range of motion of C-spine decreased by about 50%. There is a 2.5 to 3 inches scar in the lower back of previous back surgery in 2010. Finger-to-nose testing is normal. She is left-handed. Alternate pronation and supination of hands is normal. Reflexes are 1+ throughout. There is no evidence of muscle atrophy.

Review of Records Sent per TRC:  Reveals records of MRI of the lumbar spine done 07/30/21, which reveals the patient has lumbosacral spinal canal stenosis. There is worsening neuritis and spinal stenosis of lumbosacral spine region. There is an interval progression of T12-L1 disc herniation, interval retraction of L4-L5 disc herniation and L5-S1 disc herniation. The patient’s PHQ-2 was positive with a score of 5. She has had three knee surgeries on the right knee for tear of medial meniscus. She has acid reflux, anemia, and gastroesophageal reflux disease. The patient has had a gastric sleeve in 2010. An x-ray of the lumbosacral spine, please see attached report.

The Patient’s Problems:

1. Recurrent major depression with suicidal ideations.

2. Multiple hospitalizations for major depression.

3. History of being treated with ECT for severe major depression, but she cannot tolerate it because it gives her memory problems.

4. History of lumbar radiculopathy.

5. History of cervical radiculopathy.

6. History of obesity.

7. History of right knee surgery.

8. History of attention deficit disorder.

9. History of being treated with MAO inhibitors because of the severity of depression. The patient is still currently severely depressed.
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