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GENERAL MEDICAL EXAM WITH NEUROLOGIC EMPHASIS PLUS A MEDICAL SOURCE STATEMENT

Patient Name: Nigele Delaware Grant

CASE ID#: 

DATE OF BIRTH: 

DATE OF EXAM: 07/26/2023

History of Present Illness: Mr. Nigele Delaware Grant is a 21-year-old obese African American male who was brought to the office by the patient’s mother. The patient is a 21-year-old and is here with a chief complaint of learning disability. She states he did graduate from high school, but with special education. He has hard time comprehending things. He has hard time reading and writing. He does drive, but the mother states she has to give him directions really good and be on phone with him when he is driving. He is here today because he has had major problems with recurrent abscesses of the pubic hair over his pubis and they have been recurrent. He does not have the abscesses anywhere else over the body like axilla or the groin. He states he has had surgical drainage of these abscesses and, because of its recurrence, they feel he will need to see a specialist. The mother states he is homebound. His main problem is comprehension. He has tried to work for fast-food restaurants, but they all tell him he is slow and does not comprehend the directions given by the staff. She states when he is home he helps clean, he is able to cook and make a sandwich for himself or his mother. He has a 15-year-old *__________* at home. He does not smoke. He does not drink and he does not do drugs. He cannot hold a job because of lack of understanding and inability to read and write. The history form was filled by the patient’s mother. The mother states she works from home. He denies any urinary complaints. He has a history of sleep apnea, but he is not using the machine. The patient is extremely obese and that can prevent effective ambulation. The patient does have driver’s license, but has difficulty driving because of lack of comprehension and lack of ability to find roads. He denies any head injury. He denies any urinary incontinence, bowel incontinence. Denies any back problems. Denies any back surgeries.

Operations: Tonsillectomy and adenoidectomy.
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Medications: At home, none. The mother states he is not on any medication as they finished the antibiotics. He states he was also diagnosed as having attention deficit disorder and was taking Ritalin and he was referred to Tri-County MHMR and the mother took him there and they told that they do not prescribe ADHD medicines. So, he is really without any medication.
Physical Examination:
General: Exam reveals Mr. Nigele Delaware Grant to be a 21-year-old morbidly obese African American male who basically agreed when I asked questions with the patient’s mother smilingly. He is awake, alert, oriented and in no acute distress. He is not using any assistive device for ambulation. He is able to get on and off the examination table slowly. He is able to dress and undress for the physical exam. He can hop, squat, and tandem walk. He can pick up a pencil and button his clothes. He is left-handed.

Vital Signs:

Height 6’3”.
Weight 380.4 pounds.

Blood pressure 120/80.

Pulse 59 per minute.

Pulse oximetry 98%.

Temperature 96.3.

BMI 48.

Snellen’s Test: His vision without glasses:
Right eye 20/25.

Left eye 20/25.

Both eyes 20/25.
He does not have hearing aids. He does not have contacts.

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. Bilateral gynecomastia is seen.

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

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.

Neurological: Essentially intact. Finger-to-nose testing is normal. Alternate pronation and supination of hands is normal. Straight leg raising is about 80-90 degrees on both sides. There is no evidence of muscle atrophy. He can raise his both arms above his head. Reflexes are 1+ throughout. There is no nystagmus.
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Review of Records: Reveals records from Huntsville of Dr. Yousuf reveal the patient has:

1. Attention deficit disorder of childhood.

2. Allergic rhinitis.

3. Acute ethmoidal sinusitis.

4. Dysmetabolic syndrome.

5. Obstructive sleep apnea.

6. Morbid obesity.

7. Strain and sprain of both knees.

8. Adjustment disorder.

9. Unspecified asthma with exacerbation.
The patient is mostly homebound. Does little bit work here or there at home in cooking or cleaning, but mostly uses the phone and sits around. It would be interesting to check his IQ. History of sleep apnea is present.

The Patient’s Problems:

1. Morbid obesity.

2. Possible history of type II diabetes mellitus with the patient’s history of A1c of 9.

3. History of obstructive sleep apnea.

4. History of learning disability and the patient has hard time having any comprehension with the patient having difficulty in reading, writing and comprehending. He did get scholarship to go to Huntsville College, but he could not comprehend the directions when he was trying to play football, hence he was discharged and sent home. I have filled out the medical source statement as best as possible.

5. History of tonsillectomy and adenoidectomy.

6. History of multiple abscesses over his pubis that have been drained multiple times. Possibility of diagnosis of hidradenitis suppurativa is present.
Nalini M. Dave, M.D.

