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Dictation Time Length: 06:35
January 26, 2023
RE:
Jacquelyn Halas

History of Accident/Illness and Treatment: As you know, I previously evaluated Ms. Halas as described in my reports above. She is now a 73-year-old woman who again asserts she was injured at work on 08/28/17. She stepped off of a step at work and gentleman on bicycle ran over her foot and knocked her down. As a result, she believes she injured her foot, elbow and knee. She understands her final diagnosis to be a fracture on the right foot, tear in the medial meniscus, and left elbow injury. On 07/12/18, she underwent repair of her meniscal tear. She continues to be seen periodically by Dr. Diverniero who administers injections.

Since seen here, she received an order approving settlement on 10/13/20. On 02/28/22, she applied for an increase. In that regard, she was returned to Dr. Diverniero on 07/17/19 for right knee and right hand pain. She had been treating at Rothman with a lubricant series injection last one of which was in March and this provided her with good relief. She uses a cane for support. She presented with an MRI for review that will be INSERTED here as marked. He also noted her history of arthritis, thyroid condition, hypertension, right and left shoulder surgery, carpal tunnel release surgery, hysterectomy, and cholecystectomy. She saw Dr. Diverniero again on 09/18/19 described that she had good relief from the Depo-Medrol injection given at the last visit. She then accepted her first in the series of orthovisc injections to the knee. She continued to see Dr. Diverniero periodically through at least 08/12/22 when he gave her another corticosteroid injection to the knee. His ongoing diagnosis was left knee arthritis and osteoarthritis of the right knee.

She did undergo surgery by Dr. Diverniero on 07/12/18 to be INSERTED if not already incorporated into the first report. She was also seen by Dr. Cataldo on 03/20/19. He noted her course of treatment and performed an evaluation culminating in estimates of disability to the left arm, left leg, and right foot.

PHYSICAL EXAMINATION

LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

Inspection revealed swelling of the left knee, but no atrophy or effusions. Rest of that is normal through manual muscle testing was 5​/5 for left hamstring strength, but was otherwise 5/5. She had nonlocalizing tenderness to palpation about the left knee, but there was none on the right.

KNEES: There were negative Fabere’s, McMurray’s, Apley’s compression, Lachman’s, ligamentous distraction tests, and anterior and posterior drawer signs for internal derangement. There was no varus or valgus instability when manual pressure was applied to each knee.

She had equivocally positive McMurray’s maneuver on the left, which was negative on the right.

THORACIC SPINE: Normal
LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on her heels and toes without difficulty. She changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

She ambulated with a limp on the left using a cane in her right hand. She was able to stand on her toes, but not on her heels. She changed positions fluidly and was able to squat to 65 degrees and rise.

IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

INSERT as marked from my prior report since evaluated here, she received an order approving settlement. By then, she had an impairment rating given by Dr. Cataldo on 03/20/19. She returned to Dr. Diverniero and accepted a series of corticosteroid and orthovisc injections over the next several months. She reports she gets these periodically.

The current exam found there to be full range of motion of the left knee although there was some swelling there. Provocative maneuvers were virtually all negative with an equivocally positive McMurray sign. She did have a limp when she ambulated and use a cane in her right hand.

Then I will INSERT what is marked as far as my prior impressions and permanency rating.
