PAGE  
4

Dictation Time Length: 13:40
January 14, 2022
RE:
Lekeisha Chambers
History of Accident/Illness and Treatment: Lekeisha Chambers is a 46-year-old woman who reports she was injured at work on 04/01/19. On that occasion, she fell over a large bin full of work equipment. The left side of her body hit the floor. She believes she injured her head, left hip, left arm, left shoulder, back, chest, and left ribs. She was seen at Robert Wood Emergency Room the same day. She had further evaluation, but remains unaware of her final diagnosis. She did not undergo any surgery and is no longer receiving any active treatment.
According to the records provided, Ms. Chambers was attended to by EMS personnel on 04/01/19. She was lying on the floor complaining of pain on the left side including her back, neck, lower and upper extremities, stating she had a trip and fall at work. She was then seen at Robert Wood Johnson Emergency Room the same day. They performed several x-rays to be INSERTED here. She was diagnosed with diagnoses of left shoulder pain, left hip pain, and low back pain, and prescribed medications.

On 04/02/19, she was seen at Patient First stating she fell about noon the previous day and landed on her left side. She had multiple x-rays completed. She was advised she had contusions. Since then she had pain going down her left shoulder with tingling into the hands. She retained shoulder and arm motion, but had significant pain. She had been taking tramadol and ibuprofen from the emergency room, which seemed to help. She denied loss of consciousness. She was diagnosed with contusion of the left shoulder, left hip, as well as sprains of the cervical and lumbar spine. She was placed on activity modification with full-duty release effective 04/08/19. She returned on 04/05/19, reporting she felt slightly better. She was released to full-duty work effective 04/10/19, but in the interim could perform modified activities.

On 04/17/19, she was seen by Dr. Saxena. He found full range of motion of both shoulders and both hips. He diagnosed acute pain in the left hip and pain in the left shoulder for which he ordered a CAT scan of the chest to assess for a rib fracture as she was having trouble breathing after a traumatic injury. She will do physical therapy for the left hip and shoulder. She followed up with him on 05/01/19 and was referred for MRI of the left hip and shoulder. He wrote a CAT scan showed no rib fractures. She could continue working full duty without restrictions. She saw Dr. Saxena through 05/29/19. On this occasion, she stated she hit her head and had ringing in her left ear.

On 02/21/20, she underwent an MRI of the left shoulder to be INSERTED. She also had an MRI of the left hip on 02/25/20, to be INSERTED here. PLEASE CORRECT THE RECORDS LIST. On 07/01/20, Dr. Saxena had her undergo an MRI of the left hip to be INSERTED. Dr. Surrey had her undergo a lumbar MRI on 04/28/21, to be INSERTED.
The Petitioner brought in with her a copy of a report from Regional Independent Medical Evaluations on 10/26/21. He confirmed she was discharged from care at maximum medical improvement on 08/23/21. History is remarkable for asthma and a motor vehicle accident in 2008 or 2009 with injury to her cervical and lumbar spine. She underwent chiropractic care for those injuries. He offered a litany of diagnoses and gave assessments of impairment that will be INSERTED as marked. It is notable that these are all soft tissue injuries.

She also provided us with a progress note from Patient First dated 11/30/21. She was prescribed diclofenac and Flexeril for muscle spasm. There was, however, no actual progress note provided. She was advised that she had a BMI of 38.1 and recommended weight loss.
PHYSICAL EXAMINATION
HEART: Normal macro
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. There was no tenderness to palpation about the sternum. Barrel compression maneuver was negative.

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. She was tender to palpation of the left acromioclavicular joint, but there was none on the right. 

SHOULDERS: Normal macro

LOWER EXTREMITIES: Inspection revealed pes planus deformities bilaterally. 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. Motion of the left hip was guarded to 0 degrees of internal and external rotation, but was otherwise full. Motion of the right hip as well as both knees and ankles was full in all planes without crepitus or tenderness. Deep tendon reflexes were 1+ at the patella bilaterally and 2+ at the Achilles consistent with her body habitus. 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. She was mildly tender to palpation at the inferoanterior aspect of the left knee, but there was none on the right.
KNEES: Knee maneuvers had to be deferred.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active flexion was variable between 25 and 40 degrees with extension and bilateral rotation full to 60 and 45 degrees respectively. Active right rotation was 65 degrees and left 60 degrees. 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: Normal macro

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. She was able to stand on her heels and toes. She changed positions fluidly and was able to squat to 30 degrees and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. She sat comfortably at 90 degrees lumbar flexion and actively flexed to 80 degrees. Extension, bilateral rotation, and side bending were accomplished fully. 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 maneuver on the left at 70 degrees elicited only low back tenderness without radicular complaints. There was also a positive reverse flip maneuver on this side for symptom magnification. Supine straight leg raising maneuver on the right at 90 degrees failed to elicit any low back or radicular complaints. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. She had a positive trunk torsion maneuver 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 04/01/19, Lekeisha Chambers tripped and fell at work landing on her left side without loss of consciousness. She was attended to by EMS personnel and transported to the emergency room. She underwent numerous radiographic studies that failed to show any acute abnormalities. After being released from the emergency room, she followed up at Patient First on 04/02/19. They continued to treat her conservatively.

Orthopedic consultation began with Dr. Saxena on 04/17/19. This ran through 05/29/19. The Petitioner then was seen by another physician who referred her for several MRI studies to be INSERTED here. On 10/26/21, she was seen at Regional Independent Medical Evaluations who rendered very generous estimates to several body areas notwithstanding her diagnoses were soft tissue in nature.

The current examination found her to be an endomorph who was obese. There was no tenderness to palpation about the torso or sternum. She had full range of motion of the upper extremities. She would not allow range of motion at the left hip for internal or external rotation. Examination of the knees and ankles was unrevealing. There was variable mobility about the cervical spine. She was able to stand on her heels and toes. Sitting and supine straight leg raising maneuvers failed to correlate with one another. She had positive reverse flip maneuver and a trunk torsion test for symptom magnification. Neural tension signs were negative

This case represents 0% permanent partial or total disability referable to the left side of her body. I discovered on the summary of the cover letter there was additional treatment summarized on records we were not provided. Please INSERT the summary as marked.
