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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: David Greer

CASE ID#: 6798086

AUTHORIZATION CODE: CD321924
DATE OF BIRTH: 12/22/1966

DATE OF EXAM: 10/16/2023

Chief Complaints: Mr. David Greer is a 56-year-old white male who is here with chief complaints of:

1. Generalized peripheral neuropathy affecting both upper and lower extremities.

2. Type II diabetes mellitus.

3. History of back surgery.

4. History of poor balance when he walks, feeling unstable.

5. Constipation.

History of Present Illness: The patient states he has had problem with neuropathy for many years and some doctors have suggested he start taking gabapentin. He states:

1. He has long-standing diabetes mellitus since 2008 and uses Lantus insulin and metformin.
2. He also has long-standing hypertension and uses losartan.
3. He also has history of glaucoma.
4. He states he has to use a cane for ambulation because his balance is pretty bad.
5. He gets short of breath related to mild exertion.
Operations: Include discectomy in 2002, and surgery on the hand in 2023. The patient had a back surgery in 2002. He had a fractured clavicle in 1987. He states he had an open heart surgery in 1995, because his ex-wife used a butcher knife over his chest “because she wanted his insurance” and needed emergency cardiac surgery. The patient goes to Scott & White Clinic and had some plastic surgery on his hand.

Medications: At home, are multiple, include:

1. Lantus insulin 30-40 units a day.

2. Metformin 500 mg twice a day.

3. Naprosyn 500 mg twice a day.

4. Losartan 50 mg a day.

5. Cyclobenzaprine 10 mg at bedtime.

6. BENGAY.

7. Tea tree oil.

Allergies: IBUPROFEN.
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Personal History: The patient is divorced. He has had education only up to high school. He has not done a job in many years. He states he lives by himself. He states he does drive. He states he was accompanied by a friend, but he was the one who was driving. He has two children; youngest is 24-year-old. He states he used to smoke two packs of cigarettes a day for almost 10 years, now he dips snuff. He does take one drink a day. He does use marijuana.

Family History: Essentially noncontributory. His both parents are living and has a brother in good health.
He states he was involved in a bad car wreck in 2009, when his car he was driving rolled over and he injured his left knee.

Mr. Greer has not worked in several years. Apparently, he was in prison for 10 years and just got out in October 2022. He is not employed currently. There is a definite history of hepatitis C and apparently he has never been treated. He has history of hepatitis B also. He has never had colonoscopy. The patient states he has his own house and lives in the house. He is not depressed. He has no suicidal ideations. He has not been in prison in the past one year.

Physical Examination:
General: Exam reveals Mr. David Greer to be a 56-year-old white male who is using a cane for ambulation. He cannot hop, squat or tandem walk. He had hard time picking up a pencil. He can button his clothes. He is right-handed.

Vital Signs:

Height 5’11”.
Weight 200 pounds.

Blood pressure 134/84.

Pulse 88 per minute.

Pulse oximetry 97%.

Temperature 96.4.

BMI 28.

Vision with glasses:

Right eye 20/70.
Left eye 20/70.
Both eyes 20/50.

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. Scar of previous cardiac surgery for steak knife injury to his heart seen.
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Neurologic: Range of motion of lumbar spine is decreased by 75%. He is right-handed. Alternate pronation and supination of hands is normal. Finger-to-nose testing is normal. There is coarse grating on testing range of motion of the left knee. The patient’s gait overall is extremely abnormal and it looks like he does need use of a cane for proper ambulation. He has extremely reduced sensation to touch and pressure over both upper extremities and lower extremities. He could not pass the monofilament test. His gait is abnormal and station is abnormal. He has ability to dress and undress. He was very unstable when trying to get on and off the examination table. He could not do heel and toe walking, squatting or raising or tandem walking. The range of motion of the spine is decreased by 75%. Range of motion of left knee shows coarse grating. Muscle strength is 4/5 all over. Sensory system reveals reduced sensation to touch and pressure from both elbows down and both knees down. He seems to have peripheral neuropathy. Reflexes are barely 1+ throughout. Straight leg raising is about 60 degrees on both sides. He cannot do heel and toe walking or squatting. The patient is extremely unstable without having to stand. He has slightly reduced grip strength because of some tendon repair he got it done in 2023. His pinch strength is also slightly reduced though he is able to use the upper extremities in performing gross and fine functions. Right hand is the dominant hand. He has the ability to pinch, grasp, shake hands, manipulate objects such as coin, pen or cup. The patient has ability to sit and stand, but moving about, lifting, carrying and handling objects is difficult as he is unstable. He could not read the chart without the glasses and with the glasses his vision was 20/70 right eye, left eye 20/70 and both eyes 20/50. His motor strength is grade 4/5 in both upper and lower extremities. He cannot feel anything below his elbows in the upper extremities and the sensation is dull on both lower extremities below his knees. He has onychomycosis of toenails. He has tinea pedis of both feet. Peripheral pulses are palpable. He is right-handed. Finger-to-nose testing is normal. There is no nystagmus. Reflexes are 1+ throughout.

An x-ray of the chest, please see attached report. His CMP, please see attached report. An x-ray of the left knee, please see attached report. An x-ray of the lumbosacral spine, please see attached report.

Review of Records per TRC: Reveals a hemoglobin A1c of 7.8 in October 2022. He has history of untreated hepatitis C. He also had tinea pedis of his right foot. He has onychomycosis of the toenails.

The Patient’s Problems:

1. Long-standing diabetes mellitus with diabetic neuropathy.

2. History of back surgery.

3. History of unstable gait.

4. History of poor balance.
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5. History of long-standing tobacco use and now dips snuff.

6. History of marijuana use.
7. History of being in prison for about 10 years and just was released a year ago.

8. History of chronic back pain.

9. History of stab wound to the chest very close to his heart by his ex-wife.

10. History of motor vehicle accident when his car rolled over and since then he has left knee pain and abnormal gait.
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