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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Sandra Vanetta Conley

CASE ID#: 7410958
DATE OF BIRTH: 08/17/1962

DATE OF EXAM: 12/12/2023

Chief Complaint: Ms. Sandra Conley is a 61-year-old African American female who is here with chief complaints of three strokes and high blood pressure.

History of Present Illness: This patient is 61 years old who was brought to the office by her sister. The patient has never driven in her life. She states she has had five children. She states after the birth of her third child she went into sort of coma and passed out and an MRI done revealed the patient had a mild stroke. She states that was the first stroke in 1982. Her second stroke was in 2006, when she felt her angle of the mouth was drooping and she went to the emergency room and was told she had a stroke and her third stroke was in year 2000. Following the multiple strokes, it is difficult for the patient to walk, she cannot sit for while, she feels tired, her gait is abnormal, her muscle strength in the legs is extremely weak.

Medications: At home, are:

1. Lisinopril 20/25 mg once a day.

2. Aspirin 81 mg a day.

Allergies: None known.

Personal History: The patient is divorced. She has five children. The youngest child is 35 years old. She did finish high school. She has done multiple jobs. She did housekeeping for Junction 505 and she did housekeeping for St. Joseph Hospital for about 12 years. She does not smoke. She does not drink. She does not do drugs. Currently, she lives with her daughter. Her both parents are deceased.

Family History: Family history of heart attack and diabetes is present.

Review of Systems: The patient denies any headaches, nausea, vomiting, diarrhea, or abdominal pain. She states she cannot sit for too long and she cannot stand for too long. She denies any urinary incontinence. She denies any bowel incontinence. Her speech is good. Her vision is as best as it can for her age and she does wear glasses. She has no difficulty swallowing. She does have problem with memory. She has short-term memory problems.

Sandra Vanetta Conley

Page 2

Physical Examination:
General: Exam reveals Ms. Sandra Vanetta Conley to be 61-year-old African American female who is awake, alert and oriented and in no acute distress. She is using a cane for ambulation. Her gait was extremely abnormal. She barely could take few steps and it looked like that it needed a lot of effort for her to walk with both feet. She cannot hop, squat or tandem walk. She had hard time picking up a pencil. She had hard time buttoning her clothes. She is left-handed.

Vital Signs:

Height 5’7”.

Weight 148.6 pounds.

Blood pressure 118/68.

Pulse 64 per minute.

Pulse oximetry 100%.

Temperature 96.6.
BMI 23.

Vision without glasses:

Right eye: 20/800.

Left eye: 20/800.
Both eyes: 20/800.

With glasses vision:

Right eye: 20/50.

Left eye: 20/50.

Both eyes: 20/50.

She does not have 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. There is no clubbing or cyanosis.
Neurologic: The patient’s reflexes are extremely brisk on both lower legs. The patient’s gait is so abnormal that I am thinking of she may have had paraplegia secondary to some other problems or secondary to disc problem in the back. The patient has good motion in her both upper extremities and she can raise her arms above her head. She has got a fair grip in both hands. There is no evidence of muscle atrophy, but there is increased rigidity in both lower legs. The patient is not able to climb stairs, ladders, kneel, squat, bend, pushing, pulling. Lifting or carrying small amounts is okay. Finger-to-nose testing is normal. Alternate pronation and supination of hands is normal. There is no nystagmus. Sensory system is normal.
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The patient seems to have paraplegia rather than right hemiplegia or left-sided hemiplegia. I do not have any reports of CAT scans or MRIs done. When I examined her gait, it took a lot of effort for her even to make a few steps and it was like she is lifting her whole leg up to put one step and then take the second step extremely slowly. The patient is mostly homebound and can fix a quick sandwich with much effort with her hands because she cannot walk.

Review of Records: Reveals the patient has gait disorder, high blood pressure. The range of motion of lumbar spine is decreased by about 75%. Range of motion of both knees is decreased by 50%. Muscle strength in both lower legs is about 3/5. There is no periarticular swelling, effusion, tenderness, heat, redness or thickening of joints. The patient seems to have paraplegia; etiology unknown, history of three strokes in the past, long-standing hypertension and possibility of multiple sclerosis with this kind of gait exists. The patient is able to use her upper extremities for short time, but even her unbuttoning of clothes is clumsy and very abnormal gait is present.
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