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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Andrew Clifton Byrd

CASE ID#: 6815855
DATE OF BIRTH: 11/21/1963

DATE OF EXAM: 11/21/2023

Chief Complaint: Mr. Andrew Clifton Byrd is a 60-year-old African American male who is here with a chief complaint of low back pain for the past several years.

History of Present Illness: The patient states he has had this low back pain for many years and he states when he stands for a while his both legs get numb and then he has tendency to fall. So, he is really not doing anything much. He denies bowel or bladder problems. He denies any operations. He denies any MRIs or physical therapy. He does give history of high blood pressure. He is not taking any medication.
Past Medical History: History of high blood pressure. No history of diabetes or asthma.

Operations: No operations.

Medications: At home, only over-the-counter ibuprofen p.r.n. No blood pressure medicine.

Personal History: He is single. He was brought to the office by a friend. He states he did not go to school after the ninth grade and he never learned how to read. So, he has hard time reading. His friend helps him fill out the paperwork. He states because he did not study he did construction work or cut grass. His last job was about five years ago. He states he used to live with his father, but he passed away and his home was not in a proper condition. So, he moved out of that home. He basically lives with friends when they allow and for how long they allow to stay in their homes.

Social History: He does not smoke, does not drink, does not do drugs.

Family History: His parents are deceased.

Physical Examination:
General: Exam reveals Mr. Andrew Clifton Byrd to be a 60-year-old African American male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation.
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He is able to get on and off the examination table slowly. He is able to dress and undress for the physical exam slowly. He could not hop. He could not squat. He could tandem walk. He can pick up a pencil and button his clothes. He states he does not drive. He was brought to the office by a friend. He is left-handed.

Vital Signs:

Height 5’8”.
Weight 173 pounds.

Blood pressure 130/60.

Pulse 78 per minute.

Pulse oximetry 98%.

Temperature 96.7.

BMI 26.

Snellen’s Test: His vision without glasses:

Right eye: 20/200.

Left eye: 20/200.

Both eyes: 20/200.
He does not have contacts, glasses and no hearing aids. He was able to listen to the conversation though.

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. He has swelling of his left ankle and painful range of motion. He states while walking around his foot had gone into a hole and he twisted his ankle causing him to have pain and ankle sprain.

Neurological: Range of motion of lumbar spine decreased by 50%. There is no evidence of muscle atrophy. Reflexes are 2+ throughout. He is left-handed. He has got a good grip strength. He is able to raise his arms above his head. Peripheral pulses are palpable. Finger-to-nose testing is normal. Alternate pronation and supination of hands is normal. The patient states he can sit, but he has hard time standing because when he stands for a while he becomes extremely shaky and weak and that he would fall down. Scanty hair over the legs suggestive of chronic venous insufficiency.

X-ray of the lumbar spine shows mild dextroconvex lumbar scoliosis at L4, degenerative changes of both hips, facet arthropathy of mid to lower lumbar spine.
Review of Records per TRC: No records were sent per TRC for review.
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Specifically Answering questions for TRC: The patient’s gait is slightly abnormal because of problems with his left ankle. He has ability to dress, undress and get on and off the examination table. He had difficulty doing heel and toe walking, squatting, to rise after squatting, and even tandem walking. Range of motion of lumbar spine decreased by 50%. Range of motion of all joints appeared essentially normal. Motor strength and reflexes appear normal. There is no evidence of any muscle atrophy. Repetitive activity is not causing any reproducible muscle weakness. Straight leg raising about 60 degrees on both sides. He is not able to do heel and toe walking or squatting. There is no effusion, periarticular swelling, tenderness, heat, redness or thickening of any joints. There is no evidence of subluxation, contracture, bony or fibrous ankylosis or instability. The patient has low back pain that gets worse when he stands. The only medicine he takes is ibuprofen as necessary over-the-counter. The patient does not have a job and he has been living from home to home at any friend’s house whoever could keep him. He is not using any assistive device for ambulation. He has ability to raise his arms over the head. He has a good grip strength, pinch strength and ability to use upper extremities in performing gross and fine functions. The dominant hand is left hand. He has ability to pinch, grasp, shake hands, to write and manipulate objects such as coin, pen or cup. His back pain affects his ability to stand and move about, lift, carry, handle because he becomes extremely unstable.

The Patient’s Problems: Back pain with inability to stand for a while because of neuropathic pain and numbness of legs suggestive of some sort of spinal stenosis or cord compression.
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