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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Claud Allen Johnson

CASE ID#: 9124108

DATE OF BIRTH: 02/25/1982

DATE OF EXAM: 11/09/2023

Chief Complaint: Claud Allen Johnson is a 41-year-old white male who is a retried marine who is here with a chief complaint of back pain.

History of Present Illness: The patient is here with diagnosis of bulging disc, arthritis, spinal stenosis, and foraminal stenosis. The patient states he worked in the Marines and was in the Iraq War when he was driving convoy patrol cars and security vehicles. He states he was hit by shrapnel in the legs and arms, he was thrown very high up in the air and got injured. He states he started developing right lumbar radiculopathy. He states once he retired as a marine he started doing construction work and then started working in the retail. He states he worked in retail at Lowe’s doing heavy lifting, heavy boxes. He states but his back gave up. So, he is no longer doing heavy lifting. He states he still works for Lowe’s store where they use his services as a guide to do whatever is necessary. He states he has been working for Lowe’s for the past seven years.

Past Medical History: No history of diabetes mellitus, hypertension or asthma.

Medications: At home:
1. BuSpar 10 mg twice a day.

2. Methocarbamol 500 mg four times a day.

3. Diclofenac 50 mg twice a day.

4. He is not taking any hydrocodone.

Personal History: He is married. His wife works for Lowe’s also, but in the painting department. He has two children 19 years old and 21 years old. He does not smoke. He states he drinks a case of beer over a week. He denies use of any drugs.

Family History: Positive for hypertension and hyperlipidemia.

Review of Systems: He denies any bowel or bladder problems. He states he feels beaten up in that his back hurts and he cannot do much lifting, cannot do much walking and he has chronic pain.
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Physical Examination:
General: Exam reveals Mr. Claud Allen Johnson to be a 41-year-old pleasant white male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation. He is able to get on an off the examination table slowly. He probably cannot hop. He can squat with assistance. He can tandem walk. He had hard time picking up a pencil. Change of position causes him to have pain.

Vital Signs:

Height 5’11”.
Weight 216 pounds.

Blood pressure 130/70.

Pulse 60 per minute.

Pulse oximetry 98%.

Temperature 96.4.

BMI 30.

Snellen’s Test: His vision:

Right eye 20/20.
Left eye 20/25.
Both eyes 20/20.
He does not have hearing aids. He does not have glasses.

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.

Neurologic: Range of lumbar spine is decreased by about 70%. Straight leg raising is about 30 degrees on the right side and 60 degrees on the left side. Finger-to-nose testing is normal. Alternate pronation and supination of hands is normal. There is no evidence of muscle atrophy. Reflexes are 1+ throughout. When I tested him on his gait, you could see that the patient was wincing with pain and keeping his muscles tight and walking very slowly and carefully, so that he does not hurt. There is no evidence of muscle atrophy.

Review of Records per TRC: Reveals records of possible VA where the patient has complained of right shoulder pain in the morning. This was a visit of 09/06/23. The exam reveals the patient has winged scapula and range of motion is painful. The patient had labs in August that showed no anemia. Good sodium, potassium, chloride and bilirubin. His right x-ray shoulder was read as normal. No fractures or dislocations.
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X-ray of the right femur shows increased sclerosis and the x-ray reading doctor feels this is unstained appearance and a nonspecific finding. There is a CT of the lumbar spine, which shows L3-L4 disc bulge annular and osteophytes and central canal narrowing, severe right foraminal stenosis, and severe right lateral recess stenosis.
The Patient’s Problems: This is a pleasant 41-year-old honorably retired marine who has lower back pain and has been told it is because of bulging disc, spinal stenosis, osteoarthritis and foraminal stenosis and he is currently on NSAIDs and muscle relaxants and waiting for surgical evaluations.
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