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Dictation Time Length: 08:10
October 6, 2023

RE:
Cosmin Chelemen
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Chelemen as described in my report of 12/23/20. He is now a 41-year-old male who again describes he was injured at work on 03/02/19. He went to the emergency room afterwards after injuring his lower back. He had further evaluation leading to a diagnosis of a pinched nerve and disc problems. These were treated without surgical intervention. He completed his course of active treatment in November 2022. He denies any previous injuries or problems to the involved areas. He states in 2021 he was loading equipment and injured his back again at his new job. This was his own business. He only underwent x-rays and did not get any injections or further treatment.

As per the records supplied, Mr. Chelemen was seen by Dr. Kirshner on 03/18/22, complaining of back and leg pain. This was a possible takeover treatment evaluation. He noted epidural injections were administered by Dr. Paul through 07/22/19. He was doing well until 12/12/21 when he bent over to tie his shoe while at work and had an immediate increase of his lower back pain. He went to Virtua ER where he had x-rays done and was given medication. He was discharged on Percocet. His pain has improved. He has numbness and tingling in the right lateral thigh, but not the left leg. His symptoms are similar to those he had with 03/02/19 injury, but now worse. Dr. Kirshner performed an exam and referenced an MRI from 09/08/16 and 05/06/19. He had another one on 09/08/16 and then plain x-rays on 05/06/19. Mr. Chelemen also admitted to having neck and back pain from a work-related motor vehicle accident on 01/26/16. At that time, he treated with Dr. Momi and did have imaging done. He had physical therapy and injections which helped this pain and resolved it. Dr. Kirshner concluded he may have had a new work injury on 12/12/21 that caused his current symptoms. He thought it would be appropriate for this injury to pursue further treatment including epidural steroid injections. He concluded the diagnosis of lumbago was not related to the work injury of 03/02/19.

On 02/14/23, he was seen by pain specialist Dr. Sackstein. He rendered assessments of herniated lumbar disc and lumbar radiculopathy. They discussed various treatment options, both conservative and invasive. He evidently elected to pursue an injection afterwards.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection revealed callus formation, dirty palms, skin fissuring and a rough texture to the hands bilaterally. There were no scars, swelling, atrophy or effusions. Skin was otherwise normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 

LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There was chafing of the knees bilaterally, but no swelling, atrophy, or effusions. Skin was 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. Pinprick sensation was diminished on the lateral aspect of the right thigh, but was otherwise intact. Peripheral pulses and soft touch sensations were intact. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Normal macro

THORACIC SPINE: 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. The examinee was able to walk on his heels and toes without difficulty. 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. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 60 degrees with tenderness. Extension, bilateral side bending, and rotation were full without discomfort. He had mild tenderness to palpation at the left sacroiliac joint and right lower paravertebral musculature in the absence of spasm, but not on their corresponding opposite sides. He had no tenderness of the sciatic notches, iliac crests, greater trochanters, or 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. Supine straight leg raising maneuver on the right at 80 degrees and left at 85 degrees elicited only mild low back tenderness without radicular complaints. 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 03/02/19, Cosmin Chelemen injured his back as marked from my prior report. It was noteworthy that he had previous problems with his lower back after a motor vehicle accident in 2016. He had three lumbar injections at that time and had 80% improvement. He started his own business in 2017. We will INSERT what is marked from my prior report. Since evaluated here, he received an Order Approving Settlement on 05/28/21. He returned to Dr. Kirshner on 03/18/22 who ascertained a history of a new injury when he bent over to tie his shoes in his new company. Mr. Chelemen was then seen by pain specialist Dr. Sackstein who administered a lumbar epidural steroid injection.

The current examination showed variable, but essentially full range of motion of the lumbar spine. He had mild tenderness to palpation in the absence of spasm. Straight leg raising maneuvers were negative for clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy. There were skin changes on his hands and knees consistent with ongoing physically rigorous activities.

It remains my opinion there is 0% permanent partial total disability referable to the lower back. He does have preexisting degenerative disc disease that has not been permanently aggravated or accelerated to a material degree by the event in question.
