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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Larry Doncharanza

CASE ID#: 7411590

DATE OF BIRTH: 03/16/1963

DATE OF EXAM: 11/07/2023

Chief Complaint: Mr. Larry Doncharanza is a 60-year-old white male who is here with chief complaint of severe back pain.
History of Present Illness: The patient has had problem with back pain since 2014. He has had steroid shots in the ER. He has had shots in the back. He states he is a first class master welder for past 40 years and he states because of his chronic pain him missing a lot of work going for pain management, going for shots and going for MRIs, his job called him and told him that he was fired from the job that he could no longer return to work. The patient states he has been told he has degenerative disc disease. He states he saw some doctors at Scott & White Clinic locally who suggested he have L5-S1 ALIF surgery. The patient always wanted to go for a second opinion and he went for second opinion to Dr. Jonathan Friedman whose assessment was the patient has lumbar radiculopathy M54.16. He has greater than seven years of intractable back pain and episodic right-sided radiculopathy and he has had epidural steroid injections. He has had a selective L5 right nerve root block which was effective for three weeks and MRI scan shows widely degenerative findings with significant disc disease and multiple visualized lumbar levels and Dr. Friedman felt it was hard to delineate one level being worse than the other and no meaningful nerve compression and he suggested that surgery is not the answer. Hence, the patient as well as the family has deferred from doing surgery. They are planning to go Scott & White Clinic in Temple, Texas for shots. The patient states he also has had a motorcycle accident when he was 21. He states he has severe right-sided low back pain that radiates to right leg and there is numbness of his whole right leg on the undersurface of the foot mostly on the lateral side of the foot that goes upwards. He denies any bowel or bladder problems. He states his pain is at the level of 8-9 all the time. He denies any history of diabetes mellitus or asthma.

Medications: He states he was give hydrocodone for a while, but after that, he stopped it. He does give history of high blood pressure and uses:

1. Lisinopril 10 mg.

2. Amlodipine 5 mg a day.

3. Baclofen 10 mg.

4. Celebrex 100 mg.
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Allergies: None known.

Social History: He does not smoke. He does not drink. He finished high school and did little bit of college.

Personal History: He is married. He has four children; the youngest is 28 years old. Does not smoke. Does not drink.  Does not do drugs. His parents are deceased. He did some oil field work in the past.

Review of Systems: He denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain. The patient’s range of motion of lumbar spine is decreased by about 75%. There is no evidence of muscle atrophy. Straight leg raising is about 60 degrees on both sides seated and supine. Reflexes are 1+ throughout. There is no evidence of muscle atrophy. There is no nystagmus. Finger-to-nose testing is normal. Range of motion of C-spine is normal.

Physical Examination:
General: Exam reveals Mr. Larry Doncharanza to be a 60-year-old white male who is awake, alert and oriented and appears to be in chronic pain. He is not using any assistive device for ambulation. He is walking slowly, carefully bent forwards. He is right-handed.

Vital Signs:

Height 6’3”.

Weight 264 pounds.

Blood pressure 136/80.

Pulse 78 per minute.

Pulse oximetry 97%.

Temperature 97.4.

BMI 33.
Snellen’s Test: His vision without glasses:
Right eye 20/200.

Left eye 20/100.

Both eyes 20/70.
With glasses vision:
Right eye 20/20.
Left eye 20/20.

Both eyes 20/20.
He has no hearing aids.

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.
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Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.

Neurologic: Exam does give evidence of right-sided lumbar radiculopathy with numbness extending from undersurface of his right foot all the way to the hip and the back.

An x-ray of the lumbar spine shows anterior wedge compression fracture at L1, degenerative changes with disc space narrowing and anterior osteophyte formation at T11-T12, T12-L1 and L5-S1. There is atherosclerotic calcification of abdominal aorta. The acuity of fracture and assessment for central canal and/or neuroforaminal stenosis was not assessed, but could be better assessed with MRI. The patient apparently had MRI done and all his x-rays and MRIs were reviewed by Dr. Friedman who gave the opinion that no surgery is going to benefit him.

No records were sent per TRC for review.

The Patient’s Problems:

1. Long-standing hypertension.

2. Acute and chronic back pain.

3. Right lumbar radiculopathy.
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