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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Asher Grace Davis

CASE ID#: 5939532

AUTHORIZATION #: CD305461

DATE OF BIRTH: 12/03/1961
DATE OF EXAM: 09/12/2023

Ms. Davis is a 61-year-old white female who is here with posttraumatic stress disorder, generalized osteoarthritis, and major depression.

History of Present Illness: The patient states she has severe posttraumatic stress disorder. She states she was 5 years old and her stepmother and father took her to Mexico and she was involved in pornography. She states she was just a child and did not know anything, but has left bad impressions in her head. She states she got sick in 2013, with lot of mental health problems. She is going for “EMDR therapy.” She states she has been sexually assaulted by an unknown person at age 25. She states she does go for counseling.

Operations: Include:

1. Arthroscopic surgery on the left knee.

2. She had GERD (gastroesophageal reflux disease) surgery or fundoplication.

3. In 2019, she had a gunshot wound to her abdomen and she had exploratory surgery in 2021.

4. She had a C-section in 2001.

5. She has had tonsillectomy.

Medications: Her medications at home are multiple. The patient seems to be on every known psychiatric drug.

1. The patient is supposedly on Lamictal ODT 200 mg once a day.

2. Dextroamphetamine 10 mg maybe two a day.

3. She is on levothyroxine 88 mcg a day.

4. Lithium 300 mg two a day.

5. Vyvanse 70 mg once a day.

6. Diazepam 5 mg twice a day.

7. Famotidine 40 mg a day.

8. She is on some medicine for acid reflux.

9. She is on Latuda 40 mg a day.
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10. Bupropion 150 mg a day.

11. She is on some kind of anxiety medicine once a day.

12. Advil or Tylenol p.r.n.

Personal History: She is divorced. She states she was a stay-home mother when her children were little and then she worked at a Life Storage Building for a few months. She lives alone. She states she moved here because her children lived here, but they ended up moving somewhere else.

She states she is divorced after 20 years of marriage. She states her husband started having an affair with another woman and, when she confronted him, he assaulted her. She filed charges against him and then they ended up getting divorce. She did not finish high school. She has GED. She states she smoked one pack of cigarettes a day for 15 years, but has not smoked again since 1993. Socially, she drinks alcohol. Denies use of any drugs.

The patient states she is fairly unhappy about how she was raised and what she had to go through. She is always fairly depressed all the time. She denies any suicidal ideations.

Family History: Father is deceased, had congestive heart failure. Mother is living, has high blood pressure.

Physical Examination:
General: Exam reveals Ms. Asher Grace Davis to be a 61-year-old white female who drove herself to our office. She is not using any assistive device for ambulation. She is able to get on and off the examination table slowly. She is able to dress and undress for physical exam slowly. She cannot hop, but she can squat. She can tandem walk. She can pick up a pencil and button her clothes. She is right-handed.

Vital Signs:

Height 5’6”.
Weight 176 pounds.

Blood pressure 120/70.

Pulse 78 per minute.

Pulse oximetry 99%.

Temperature 96.5.
BMI 28.
Snellen’s Test: Her vision without glasses:
Right eye 20/400.
Left eye 20/400.

Both eyes 20/400.
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With glasses vision:

Right eye 20/50.

Left eye 20/50.

Both eyes 20/50.

She does not have hearing aid.

Head: Head is normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid 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. Overall, motor system, sensory system and reflexes are normal.

Examination of her both hands shows markedly prominent carpometacarpal joints of both thumbs. She has fair grip in both hands. She is right-handed. Reflexes are 1+ throughout.
Review of Records per TRC: No records have been sent per TRC for review.

The information given is mostly what the patient has written in her own handwriting. X-ray of the C-spine shows disc height loss at C5-C6 and C6-C7. X-ray of the right hand shows advanced degenerative changes at the first carpometacarpal joint. X-ray of the left knee shows moderate lateral and mild patellofemoral compartment osteoarthritis.

Specifically Answering Questions for TRC: The patient’s gait and station is normal. The range of motion of both hands appears normal, but she has pain because of arthritis. The range of motion of both knees is also normal, but painful. The patient has fair grip strength, pinch strength, ability to use upper extremities in performing gross and fine functions. The right hand is the dominant hand. She can pinch, grasp, shake hands, write, manipulate objects as coin, pen and cup. The patient appears to be severely depressed secondary to her flashbacks of what she was subject to as a child. She has lot of anxiety. History of gunshot wound and exploratory laparotomy. History of major dpression.

The Patient’s Problems:

1. Major depression.

2. Severe PTSD.

3. The patient is really on polypharmacy of all mental health drugs, which is really of concern because of drug interactions and side effects.

4. Questionable history of attention deficit disorder.

5. Prior history of tobacco use.

6. History of gunshot wound.

7. History of anxiety.
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