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Dictation Time Length: 11:34
November 8, 2023

RE:
William Ernesto Hendriquez Flores
History of Accident/Illness and Treatment: William Ernesto Hendriquez Flores is an 18-year-old gentleman who believes he was injured at work on 08/09/23. He spoke little English, but was able to contact his sister who helped serve as a translator on the phone. According to the information obtained from the examinee in this fashion, he was injured at work involving his face, jaw, left arm, both legs, and internal damage. He was hospitalized and did have surgery for these injuries, but is no longer receiving any active care.

As per his Claim Petition, Mr. Flores alleges he fell in a hole on the roof of commercial business and sustained facial injuries, jaw injuries, left arm, bilateral legs, and liver/internal damage. He also filed an amended Claim Petition with corresponding affidavit. He asserted on the day of the injury he was on the roof of a commercial business and fell through the roof. He met with his attorney who forwarded an Email to the Workers’ Compensation insurance company on 09/23/23 and requested an evaluation by a physician. He then was seen by Dr. Baliga through the attorney. He opined the Petitioner needed orthopedic evaluation with x-rays of the cervical and lumbar spine, left shoulder, sternum, ribs, and right thigh. He also suggested a course of physical therapy and potential MRI studies of the cervical and/or lumbar spine depending on his response. With respect to the left shoulder, he thought an MRI was appropriate. He should also have follow-up with an oral surgeon or ENT to ensure the jaw fracture is appropriately managed. With respect to the liver laceration, he should be followed by a gastroenterologist or internal medicine specialist to ensure it is healing properly.

As per the accident report, Mr. Flores was injured at work on 08/09/23. He fell in a hole of a roof injuring his face, jaw, left arm, legs, and liver/internal damage. The only medical record provided was that of Dr. Baliga’s report from 09/26/23. He ascertained a history relative to the subject event. He evidently was seen emergently at Paoli Hospital and was admitted to the hospital from 08/09/23 through 08/12/23. He did not have the treatment records from the hospital, but it appeared he was treated for a grade IV liver laceration and an open fracture of the mandible in addition to his orthopedic injuries. He did not have the results of radiographic testing. Mr. Flores did undergo surgery consisting of wiring of his jaw to stabilize the fracture. Other than that, he appeared to have received only supportive care for his various injuries. The only records available to Dr. Baliga were the discharge instructions to Mr. Flores. A physical exam was offered and Dr. Baliga listed several diagnoses all of which were attributable to the incident of 08/09/23. He did in fact opine the Petitioner needed medical attention with various specialists and diagnostic studies as listed above.

Mr. Flores currently states that after the hospital he did see the ENT specialist who removed the wires from his jaw. He now seems to be using a mouth brace. He complains of a little pain in his mouth with pain in the low back and chest as well as the upper back. He denies any gastrointestinal symptoms or radicular complaints into the upper or lower extremities. He is not taking any medication. He does not use any splints, braces, supports, or canes or walkers. He is not taking any medication. He has not returned to work since the accident.
PHYSICAL EXAMINATION
HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. There was no tenderness by palpation of the skull or facial bones. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. His teeth seem to be short in stature. He was missing tooth #4 on the upper right secondary to the fall. He seemed to also be missing tooth #18 that he thought was due to his surgery. There was no palpable thyromegaly or cervical adenopathy.
HEART: Normal macro
LUNGS/TORSO: Normal macro
ABDOMEN: Normal macro
NEUROLOGIC: Normal macro
UPPER EXTREMITIES: He wore a sweatshirt that he rolled up for visualization. The fingernails on the thumb and small fingers were quite long bilaterally. Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was 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. 

SHOULDERS: Normal macro
LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was full in all spheres. Left rotation was full, but elicited tenderness at the right sternocleidomastoid. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

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 had full range of motion in all spheres with right side bending eliciting tenderness. 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 08/09/23, William Hendriquez Flores fell through a roof sustaining multiple injuries while at work. He evidently was seen at Paoli Hospital Emergency Room to which he was admitted for several days. He was found to have a fracture of his mandible that was repaired surgically. We are not in receipt of the actual treatment notes. He was found to have a laceration of the liver treated conservatively. He states the only treatment he received after discharge from the hospital was removal of the wires from his mandible fracture. His symptoms are otherwise markedly limited. His clinical exam was also quite benign. At this juncture, I would recommend lumbosacral spine x-rays. Review of his hospital records would also be of assistance and may already include the lumbosacral spine x-rays. The only reason these were suggested is he had complaints of pain with right side bending. His liver laceration has healed and does not require further medical attention unless he developed symptoms there. He requires no additional testing or treatment relative to the left arm or either leg. He has no clinical signs to suggest them being necessary.

We are in receipt of an Email from the Petitioner’s attorney stating he had two Spanish interpreters in his office that would be available to us if necessary. We did contact his office on the day of the exam, but the interpreters were not made available.
At this juncture, I see nothing that would preclude this Petitioner from working in a full‑duty capacity. I would be happy to review the lumbosacral spine x-rays once completed. These are being done for completeness sake.
One more thing: When he was evaluated by Dr. Baliga, he did not perform an examination of the abdomen or HEENT (head, eyes, ears, nose, and throat). Accordingly, his recommendations pertaining to these areas are not substantiated.
