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Dictation Time Length: 09:00
July 3, 2023
RE:
Andrew Wozniak
History of Accident/Illness and Treatment: Andrew Wozniak is a 52-year-old male who reports he was injured in a work-related motor vehicle collision on 06/06/22. At that time, he was the restrained driver that was struck on the front left side bent of the vehicle. There was no airbag equipped in his car. His chest on the steering wheel and his face frontally. He did not experience loss of consciousness. He was seen at Jefferson Emergency Room the same day to which he was admitted for two days. He understands his final diagnosis to be a sternal fracture, right rib fracture, nose fracture, and left foot injury. He did undergo an unspecified surgery during his course of treatment, but is no longer receiving any active care.

As per his claim petition, Mr. Wozniak alleges he was driving from one patient’s house to another and was involved in a motor vehicle accident. This resulted in sternal fracture, two broken ribs, broken nose, orthopedic injuries and neurologic and neuropsychiatric injuries. Medical records show, he was seen at Jefferson Health Emergency Room on 06/06/22. He described being involved in a motor vehicle accident in which he T-boned another vehicle that was turning into the road. He did not a loss of consciousness. The airbags did not deployed although he was restrained. He complained of chest pain secondary to external bruise as he notes that his chest as well as his face. There was a nasal deformity and some bleeding thereafter, but no shortness of breath. He had bruising overlying the forehead. History was remarkable for a torn meniscus, hyperlipidemia, hypertension, sleep apnea, and mild obstructive sleep apnea. He was evaluated and had bruising and tenderness to the mid-subxiphoid area of the chest. He also had a CAT scan of the head that showed no acute intracranial hemorrhage or mass effect. There was an acute nasal bone fracture bilaterally. There was no acute abnormality of the cervical spine. The latter was identified in a CAT scan of the cervical spine. CAT scan of the facial bones showed no intracranial hemorrhage or mass effect. There was an acute nasal bone fracture bilaterally, but no acute traumatic abnormality of the cervical spine. Check CAT scan of the chest, abdomen and pelvis showed a disc placed fracture of the right sixth and seventh rib near the costochondral junction. There were degenerative changes involving the right glenoid. He had a minimally displaced sternal fracture although there was no associated fluid collection, correlate with physical exam and symptoms. There was no acute abnormality involving the intrathoracic, intra-abdominal a pelvic regions. Exam showed nasal swelling and laceration as well as a positive seatbelt sign. Mr. Wozniak also underwent extensive laboratory studies and apparently was admitted to the hospital for further treatment.

He was seen by Dr. Greene on 06/20/22. He noted the petitions course of treatment to date. He was transferred to Cooper Hospital where he was observed after being assessed at Jefferson Hospital. Dr. Greene ordered updated x-rays of the ribs in particular and sternum. He had rib and sternum fractures healing in acceptable alignment. He has placed on modified duty starting next Monday. Other diagnoses included multiple fractures of the ribs on the right side. He followed up with Dr. Greene on 08/22/22. X-rays showed healing sternal fractures in acceptable alignment. He discharged the petitioner to full duty noting the previous day he had performed 20 push-ups. He had no ongoing pain at that time.
PHYSICAL EXAMINATION
HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. There was no tenderness by palpation of the skull or facial bones. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

There was a suggestion of swelling on the proximal nasal bone that was not tender to palpation.
LUNGS/TORSO: Clear to auscultation and percussion. There were no rhonchi, rales, wheezing, or crackles. There was no use of the accessory muscles of respiration noted. Palpation of the rib cage did not elicit tenderness. Barrel compression maneuver was negative.

There was tenderness to palpation about the right anterior chest wall.
NEUROLOGIC: Alert and oriented to time, place, and person. Speech was clear and coherent. Tongue was midline. Cranial nerves II-XII were grossly intact. There were no lateralizing signs. Gait was steady. Romberg maneuver was negative and no ataxia to tandem gait was detected. No pronator drift was evident. There was normal finger-to-nose and heel-to-shin testing. Rapid alternating hand movements were completed satisfactorily. 

She had full range of motion of the upper and lower extremities. Deep tendon reflexes were symmetric. Strength and sensation was intact. No signs of incoordination or dysequilibrium were present.

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 

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.

There was mild tenderness to palpation of the left distal middle metatarsal. There were left greater than right ____. There was healed scarring anteriorly of the left knee consistent with an ACL repair. He reported the space between the second and third toes on the left is wider than right. This was difficult to appreciate.
CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

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 his heels and toes without difficulty. He 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.
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.

On 06/06/22, Andrew Wozniak was involved in a ____ motor vehicle collision. He did not experience loss of consciousness and there was no airbag deployment. He was seen at Jefferson Health Emergency Room the same day and underwent numerous diagnostic studies. These were remarkable permanently only for rib and sternal fractures. He then was transferred to Cooper Hospital for further observation. After discharge he followed up with Dr. Greene on 06/20/22. He had Mr. Wozniak performed modified duty. As of 08/22/22, he was asymptomatic and had done 20 push-ups. He was then discharged from care.

He currently relates his nose and face feel better. He has sternal pain when weight-bearing on his during upper body exercises. He has left foot discomfort and numbness on occasion that he questions to be a circulation issue. There was no swelling or stiffness of any body parts.

There is 3% permanent partial total disability referable to the torso for the residuals of his sternal fracture and rib fractures that are healed. There is 0% permanent partial or total disability referable to the nose, head, or feet. 
