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INTERNAL MEDICINE EXAM FOR DISABILITY EVALUATION
Patient Name: Donald E. Dyer Jr.

SS#: 

CLAIM#: 

DATE OF BIRTH: 

DATE OF EXAM: 01/04/2021

History: Mr. Donald E. Dyer is a 39-year-old African American male who seemed to be pretty vague in giving history. He states he has bipolar disorder, posttraumatic stress disorder, and chronic mental health problems. He states he is going to doctors at MHMR right now. The only medicine he can remember is Seroquel, clonidine, and Abilify. He states he has been to jail seven times. He states the first time he was in TDC for 13 years and second time for five years. He states most of his life he has been there off and on. He states he has chronic mental health problems. He states somebody hit him on the head with gun and he states he has posttraumatic stress disorder since. He states he gets suicidal thoughts, but he will not do anything. He states he has major depression. He states currently he has difficulty walking because he has too many calluses on his feet. He states he is single. He has one child 16-year-old and the child is with the mother. He states he lives with his mother and does not take care of his 16-year-old in any which way. He smokes one and a half packs of cigarettes for the past 23 years. He occasionally does alcohol. He used crack, but quit four years ago.

Operations: History of left inguinal hernia surgery in the past, but the hernia has recurred.

Allergies: None known.

Medications: Medicines at home include:

1. Seroquel.

2. Clonidine.

3. Abilify.
He does not remember the other medicine he is on.
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Personal History: He states he did not finish high school. He barely went up to 10th grade. He states he has done some kind of labor construction work all the time. He states his last job was working as a cook at Denny’s and he may have worked there for hardly a month.

Review of Systems: He denies any chest pains, shortness of breath, nausea, vomiting, diarrhea or abdominal pain.
Physical Examination:
General: Exam reveals Donald Dyer Jr. to be a 39-year-old African American 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 and off the examination table without difficulty. He is able to dress and undress for the physical exam without difficulty. He cannot hop. He can squat. He can tandem walk. He can pick up a pencil and button his clothes. At several pressure points on his feet, he has developed thick calluses which are making it difficult for him to ambulate. This is on the undersurface of both feet. He is left-handed.

Vital Signs:

Height 5’6”

Weight 178 pounds

Blood pressure 120/70

Pulse 83 per minute

Pulse oximetry 97%

Temperature 96.4

BMI 29

Snellen’s Test: His vision without glasses:

Right eye 20/30

Left eye 20/30

Both eyes 20/25

He does not have a hearing aid.

Head: Normocephalic.

Eyes: Pupils are equal and 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. Grade 1-2/6 systolic murmur is present.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema. Signs of chronic venous insufficiency seen over both lower legs. Peripheral pulses are palpable. Calluses on the undersurface of the feet.
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Neurologic: Cranial nerves II through XII are intact. Overall, motor system, sensory system and reflexes appear normal. There is no nystagmus. Finger-nose testing is normal. There is no evidence of muscle atrophy. He has got a good grip strength in the left hand. There seems to be a recurrent left inguinal hernia, small.

Review of Records: Records of MHMR which reveal the patient with bipolar disorder long-standing and depression and psychosis with anxiety and history of polysubstance abuse. This is a visit of November 2019. His diagnosis was mood disorder, psychosis, attention deficit disorder, polysubstance abuse and anxiety disorder. He was also seen on 06/11/20 with severe insomnia. The patient was given 40 mg of Lurasidone at bedtime. The patient also does give a history of long-standing blood pressure, but he is just on clonidine which is also good for blood pressure.

X-ray chest, please see attached report.

Specifically Answering Questions for TRC: Commenting on gross mental status, there is no evidence of current severe psychiatric impairment. There is evidence of chronic venous insufficiency, but there is no edema. There is no evidence of severe respiratory condition. He is left-handed. He has ability to reach, handle, finger and feel. He can ambulate without assistive device. There is persistent disorganization of motor function because of calluses on the undersurface of the feet. He has no crepitus, heat, redness, effusion, or atrophy. Range of motion of the lumbar spine is normal. He is able to sit, stand, move about slowly, lift about 10 to 15 pounds, carry, handle objects, hear and speak.

The Patient’s Problems:

1. Severe mental health disorder. Going to MHMR with mood disorder, polysubstance abuse, anxiety, major depression, and posttraumatic stress disorder.

2. Multiple calluses on the undersurface of the feet making it difficult to walk.

3. Recurrent inguinal hernia.

4. Tobacco use.

5. History of long-standing hypertension and history of asthma as a child, but asthma is under control.
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