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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Billie Joe King

CASE ID#: 9357994
DATE OF BIRTH: 01/04/1968

DATE OF EXAM: 10/30/2023

History of Present Illness: Mr. Billie Joe King is a 55-year-old African American male who is an honorably discharged veteran; his service included radio signal transfers and driving the vehicles in the Iraq War. He states following retirement from the Iraq War and being honorably discharged, he is suffering from paranoia and severe PTSD. He states his paranoia is so bad that his wife of 15 years left him. He is though married again, but he states his second wife is little more understanding though she has hard time too dealing with his paranoia. He states after finishing active military duty he started working as a policeman, as a correctional officer at the prison and he states he was written up on several instances on excessive use of force on the inmates because of his paranoia. He states his wife is also a correctional officer. He states he has married second time. He has four children; youngest is 38-year-old. He does not smoke. He does not drink. He does not do drugs. He states he goes to VA for his care and he sees a psychiatrist at VA.

He states he was written up multiple times for using excessive force on the inmates and, because of his paranoia, he finally had to quit working in 2018. The patient states he just has a habit of going into protective mode when his paranoia sets in and he was written up more than 20 times during his job as a correctional officer.
The patient has currently gained weight.

Past Medical History:

1. He has long-standing type II diabetes mellitus.

2. Hypertension.

3. Hyperlipidemia.

4. Sleep apnea. He states he is prescribed CPAP, but he cannot fall asleep if he has to wear the machine.

5. He does have history of depression and anxiety.
6. He also has had lesions in both axillas suggestive of hidradenitis suppurativa.
Operations: Initially, he stated he did not have any surgery, but later he stated he had gastric banding and circumcision.
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Medications: Include:

1. Atorvastatin 40 mg a day.

2. Metformin 850 mg twice a day.

3. Mirtazapine 30 mg at bedtime.

4. Amlodipine/benazepril 10/40 mg daily.

5. Metoprolol tartrate 50 mg twice a day.

6. Quetiapine 400 mg at bedtime.

7. Cholecalciferol 50 mcg a day.

8. Empagliflozin 25 mg half a tablet a day.

9. Tamsulosin 0.4 mg a day.

10. Aspirin 81 mg a day.

11. Ozempic 4 mg pen. The patient states he uses 1 mg once a week.
12. Prazosin 5 mg two at bedtime.

13. BuSpar 10 mg twice a day.

14. Bupropion XR 150 mg a day.

15. Sertraline 100 mg two tablets a day.

Allergies: ADHESIVE.
Physical Examination:
General: Exam reveals Billie Joe King to be a 55-year-old African American male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation. He is able to get on and off the examination table slowly. He is able to dress and undress for physical exam slowly. He could not hop, but he can squat and tandem walk and pick up a pencil and button his clothes and he is right-handed.

Vital Signs:

Height 5’10”.
Weight 320 pounds.

Blood pressure 160/90.

Pulse 80 per minute.

Pulse oximetry 97%.

Temperature 95.7.

BMI 46.

Snellen’s Test: His vision without glasses:

Right eye 20/100.

Left eye 20/70.

Both eyes 20/50.

With glasses:

Right eye 20/50.

Left eye 20/70.

Both eyes 20/40.
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He does shave a hearing aid.

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.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.

Neurologic: He is able to move all four parts of his body. He is right-handed. He has a fair grip in the right hand. He can walk without any assistive device. Straight leg raising is about 90 degrees on both legs. Range of motion of lumbar spine is normal. The patient is independent. He can comb his hair. He can bathe himself.

Specifically Answering Questions for TRC: His gait and station is normal. He has ability to dress, undress, get on and off the examination table, stand on heels and toes, squat, rise, and tandem walk. Range of motion of all weightbearing joints is normal. Straight leg raising is about 90 degrees. He is able to do heel and toe walk and can squat. Joint exam that includes specific range of motion of joints is normal. There is absence of effusion, periarticular swelling, tenderness, heat, redness, or thickening of joints. There is no activity that he cannot do because of pain. There are activities he cannot do because of his paranoia and PTSD. He is not using any handheld assistive device. He is able to raise arms overhead. He has got a good grip strength, pinch strength, ability to use upper extremities in performing gross and fine functions. Right hand is the dominant hand. He has ability to pinch, grasp, shake hands, write, manipulate objects such as coin, pen or cup. He states he can lift 50 pounds. He can sit, stand, move about, lift about 40-50 pounds, carry and handle objects, hear and speak. There is no evidence of cough, labored breathing or use of accessory muscles of respiration, audible wheezing, pallor, cyanosis, hoarseness, clubbing of fingers or presence of chest wall deformity. He is a nonsmoker and there is no history of asthma. A large blood pressure cuff was used to take blood pressure. Peripheral pulses at and below femoral level are normal. There is no intermittent claudication. There is no clinical evidence of congestive heart failure. The patient may have atherosclerotic cardiovascular disease, but I do not have cholesterol or anything to state that. A chest x-ray does not show any evidence of atherosclerosis. There is no brawny edema. No stasis dermatitis. His pulses are good. There is no end organ damage to eyes, heart, kidneys or peripheral vascular system. The patient has no dyspnea on exertion. There is no ascites. There are no clinical signs of jaundice, splenohepatomegaly or peripheral edema. The patient has had some lesions suggestive of hidradenitis suppurativa in both axilla, but they seemed to have all healed and some healed scars are present. His hands and feet appear normal.
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I do not see any end organ damage to heart, kidneys or eyes. The patient has ability to use his hands and arms in gross and dexterous movements and he did not appreciate any signs or symptoms of diabetic neuropathy. His motor system seemed normal with grade 5/5 power. His deep tendon reflexes appear normal. There is no spasticity, rigidity, involuntary movements or tremor. No atrophy. No fasciculations, no myotonia, no myoclonus.

The Patient’s Problems:

1. Long-standing type II diabetes mellitus.

2. History of bilateral hidradenitis suppurativa.

3. Obstructive sleep apnea.

4. Hypertension.

5. Type II diabetes mellitus.

6. Major symptom, which is PTSD and anxiety secondary to his involvement in the war in Iraq.
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