Nalini M. Dave, M.D.

Board Certified – Internal Medicine

1201-D Briarcrest Drive

Bryan, TX 77802

Tel: 979-776-5600

Fax: 979-704-5461

GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Arthur Jordan Aasgaard
CASE ID: 6068802
DATE OF BIRTH: 09/08/1962
DATE OF EXAM: 04/13/2023
History: Mr. Aasgaard is 60-year-old white male who is honorably discharged from the Air Force. He states Air Force has given him 80% disability from the VA. The patient has hearing problems and vision problems. He states he has had detached retina in the left eye and some other retinal problems in the right eye he has had surgery for it. He has hearing loss in both the ears and tinnitus and he states he wears hearing aids, but in a hurry, he forgot to bring them. He states he has had right knee surgery x2. He has had cataract surgery in the right eye and he has had detached retina surgery in the left eye. He states he has carpal tunnel syndrome bilateral. He has sleep apnea and uses a CPAP machine and the CPAP mask is giving him lot of irritation and redness on both sides of the face. In February 2023, he has had left Bell’s palsy and he is recovering from it. He does have history of high blood pressure and high cholesterol. He states his both knees hurt. He cannot bend his knee properly. He states he has had problem with the right foot and right tendo Achillis tendon and has to wear a CAM boot, a walking boot. He has braces over his both knees. His straight leg raising is about 30 degrees on the right side and about 45 degrees on the left side. He is not able to extend his knees properly and he is not able to flex his knees properly too.

The patient does get allergy shots at VA. Most of his care is through VA.
Medications: Medicines at home are multiple and include:

1. Losartan.

2. Hydrochlorothiazide.

3. Azelastine nasal spray.

4. EpiPen because of severe allergies.

5. Allegra for allergies.

6. Doxycycline 100 mg twice a day.

7. Prednisone 20 mg two tablets a day.

8. Urea 20% cream on his knees.

9. Atorvastatin 80 mg.

Allergies: He has lot of food allergies to MILK, AVOCADO, LATEX, and BANANAS.
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Personal History: He is married. He has three children. He states all the three are still living at home; the youngest is 17-year-old. He smokes one cigar a day off and on for the past several years. He does drink alcohol socially. He states he worked as a receiver and did all kinds of jobs at Kroger Grocery Store for 44 years and just recently retired. He was a volunteer fireman.
Family History: Noncontributory.
Review of Systems: He denies any chest pain, shortness of breath, nausea, vomiting, diarrhea, or abdominal pain. His main problem is neck pain. He has neck pain, knee pain, low back pain and right foot pain. He denies any bladder or bowel problems. He does give history of diagnosis of carpal tunnel syndrome both hands and they get painful. He is right-handed.
Physical Examination:
General: Physical exam reveals Mr. Arthur Jordan Aasgaard to be 60-year-old white male who is awake, alert, oriented and in no acute distress. He is using a cane for ambulation. His gait is extremely abnormal. He is limping. He was asking for a handicap sticker and I advised him to ask his PCP. He cannot hop, barely squat. He cannot tandem walk. He is tall enough so he can pick up a pencil. He is able to button his clothes.

Vitals Signs:
Height 6’1”.
Weight 225 pounds.
Blood pressure 150/100.
Pulse 83 per minute.
Pulse oximetry 98%.
Temperature 96.4.
BMI 30.
Snellen’s Test: His vision without glasses:
Right eye 20/100.

Left eye, only hand motion.

Both eyes 20/70.

With glasses vision:
Right eye 20/40.

Left eye, only he can see hand motion.

Both eyes 20/30.
Head: Normocephalic.
Eyes: Pupils are not equal and not reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid is not palpable.
Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.
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Abdomen: Soft and nontender. No organomegaly.
Extremities: No phlebitis. No edema. He has varicose veins over both lower legs. He keeps his right knee somewhat in a flexed position. His right foot is swollen and pain on range of motion of the right foot. His left knee, he cannot straighten his left knee. It stays in a fixed flexion position at about 100 degrees. Range of motion of both knees is painful. Peripheral pulses are palpable.
Neurologic: Cranial nerves II through XII appear intact. His Bell’s palsy seems to have resolved. Finger-to-nose testing is normal. Alternate pronation and supination of hands is normal. There is no nystagmus. Reflexes are 1+ throughout. Range of motion of C-spine is painful and decreased by 50%.
Review of Records per TRC: Only the patient’s written history. I do not have any medical records of VA or anywhere else, but he does go to Houston VA for his care.

Specifically, there is no evidence of muscle atrophy.
The Patient’s Problems:
1. Long-standing hypertension.

2. Long-standing hyperlipidemia.

3. Bilateral knee pain with range of motion problems.

4. Right foot pain.

5. Musculoskeletal neck pain.

6. History of bilateral neurosensory hearing loss.

7. History of retinal detachment in the left eye.

8. History of cataract surgery in the left eye.

9. History of some kind of vision problem in the right eye and has had surgery; does not know the name.
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