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Dictation Time Length: 14:16
October 11, 2023

RE:
Eddie Rodriguez
History of Accident/Illness and Treatment: Eddie Rodriguez is a 34-year-old male who reports he was injured at work on 08/22/22. At that time, he was in the back seat of a work truck, sleeping with his right leg stretched and his arm on the seat rest. His head was against the headrest. There was a motor vehicle accident in which he believes he injured his neck and shoulder after which he went to the emergency room. He had further evaluation leading to what he understands to be diagnosis of whiplash and pinched nerve. He did not undergo any injections or surgery, but did have therapy through July 2023.

As per the medical records supplied, he was attended to by EMS personnel on 08/22/22. They transported him to AtlantiCare Emergency Room. He related being the unrestrained rear passenger on the driver side when the vehicle was struck on the passenger side at approximately 35 miles per hour. He had pain in the right shoulder. He was evaluated including physical exam and likely x-rays that are not on my fingertips. He was diagnosed with a minor motor vehicle crash injury, right shoulder injury, right-sided neck pain, and closed head injury for which he was treated and released.

Mr. Rodriguez was then seen on 09/01/22 by Dr. Stern rating his pain in the right shoulder going up to the neck at 8/10. He had numbness and throbbing pain on his arm and shoulder. He did relate having x-rays of the shoulder done at the emergency room. He was diagnosed by this nurse practitioner with right shoulder and neck sprain and strain status post motor vehicle accident. He was instructed to apply heat, continue ibuprofen, and perform range of motion exercises. He was cleared to return to work without restrictions. He did follow up on 09/08/22, reporting some improvement, but had some stiffness especially in the morning when he wakes up. Exam found no signs of external trauma of the right shoulder. There was no swelling or ecchymosis. He had some palpable tenderness over the posterior, lateral and anterior aspect of the shoulder with full range of motion. An additional diagnosis of right cervical strain was also given. His status was to continue as far as work and use of ibuprofen. He followed up here over the next many weeks running through 12/10/22. He had finally undergone a cervical spine MRI, which was negative for disc herniations or nerve root impingement. There was mild facet arthritis. Dr. Stern commented there were no clinical findings at the present time to substantiate any other pathology. He had persistent subjective complaints of right shoulder pain.

A note from EMS on 12/26/22 when he was conscious and alert, actively urinating in an empty parking lot with the Police Department on location. The officer noted he was dispatched for an assault. He admitted to being under the influence of alcohol and marijuana and an unknown controlled substance. He explained he was assaulted in the face an unknown amount of times and believes he was knocked unconscious for 5 to 20 minutes. He was stabilized and taken to the emergency room the same day. He had several laboratory and radiographic studies performed. On exam, the left front upper central incisor was with distal tip broken off. The lower mid lip had a 1 cm inner laceration and 1 cm outer laceration with no active bleeding. He had a CAT scan of the head that showed no acute intracranial abnormality. He had a CAT scan of the facial bones that showed no evidence of fracture. He had a CAT scan of the cervical spine without fracture or subluxation. He was diagnosed with a fractured tooth, closed head injury, assault, and alcohol abuse for which he was treated and released. Mr. Rodriguez was then seen by Dr. Channick for his right shoulder. He claimed that it was injured at work on 08/22/22. He was treated with physical therapy for three months with mild improvement. His current pain was in the right side of his neck with tingling radiating down his right arm into the fifth finger. He stated his pain is worse at rest and better with movement. He denied any history of any other shoulder or neck injuries in the past. He did not convey the history of recent trauma during his assault. X-rays of the right shoulder showed no fractures. No joint or osseous abnormalities. MRI of the right shoulder on 12/08/22 showed no abnormality. MRI of the cervical spine from that same date showed no herniation or central canal stenosis. There is mild multilevel foraminal stenosis greater on the right throughout the cervical spine. Dr. Channick diagnosed right-sided cervical pain with radiculitis and right shoulder joint pain. For the shoulder, he was at maximum medical improvement and does not need further treatment. He will be seeing physiatry for his cervical spine for which he already had an appointment. On 02/09/23, he was seen by Dr. Axelrod for his neck pain. He reviewed the cervical MRI that was unrevealing. He diagnosed cervicalgia and muscle spasm for which independent care was instructed. The Petitioner was seen at the emergency room again on 06/07/23 and diagnosed with acute otitis externa and otitis media of the right ear.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He stated he has a second job which is on his own painting company. He was active in it while out of work for the subject event.
UPPER EXTREMITIES: There was callus formation on the palms consistent with ongoing physically rigorous manual activities. There were no scars, swelling, atrophy or effusions. Skin was otherwise normal in color, turgor, and temperature. Motion of the right shoulder was full in all independent spheres. Combined active extension with internal rotation was to T12. On the left this was to T7. Motion of the left shoulder, both elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering, or locking. 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. 

SHOULDERS: Normal macro
LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was volitionally limited to 30 degrees and right rotation was non-reproducibly performed to 60 degrees. Motion of the cervical spine was otherwise full without discomfort. He had mild tenderness to palpation about the right paracervical musculature in the absence of spasm, but there was none on the left, the trapezii, or in the midline. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. He was tender to palpation in the right suprascapular musculature, but there was none on the left. There was no winging of the scapulae.

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. The examinee pointed out he has a bony growth on the right anterior superior iliac spine that is tender to palpation. This does not have any bearing on the injuries he sustained on 08/22/22. 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. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. 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 08/22/22, Eddie Rodriguez was involved in a work-related motor vehicle collision during which he was unrestrained. He was taken by EMS personnel to the emergency room where he had further workup that was unrevealing. He was treated and released. He then was seen by Dr. Stern who treated him conservatively with physical therapy. Right shoulder MRI was done on 12/08/22, to be INSERTED here. He saw Dr. Stern through 12/10/22.

The Petitioner was also seen by Dr. Channick on 01/27/23 for his neck. Physical therapy was rendered on the dates described. Dr. Channick followed his progress through 02/09/23. Mr. Rodriguez was the victim of an assault and had to go to the emergency room again. He sustained trauma to multiple body areas, but radiographic studies did not show any significant acute abnormalities.

The current evaluation found him to have full range of motion of the right shoulder and back. There was variable mobility about the cervical spine, but no associated muscle spasm. Spurling’s maneuver was negative.

There is 0% permanent partial or total disability referable to the back, right shoulder, or neck. He does remain quite functional as noted in his continued position in the workforce.
