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Dictation Time Length: 36:32 & 15:43
January 28, 2022
RE:
Saul Cosme
History of Accident/Illness and Treatment: Saul Cosme is a 54-year-old male who reports he was injured in a work-related motor vehicle collision on 05/02/18. At that time, he was a seatbelt and shoulder harness restrained driver sitting at a red light. A car making a right crashed and hit his vehicle exactly on the driver’s side corner. He did not sustain any direct bodily trauma or loss of consciousness. He complains of having immediate burning in his neck and shoulder. He believes he injured his left shoulder and neck area and went to the emergency room in Atlantic City. With this and subsequent evaluation, he understands his final diagnoses to be bulging disc and a torn rotator cuff. He did not undergo any surgery on either. He completed his course of active treatment on 08/27/21. At first, he denied any previous problems or injuries with the involved areas. He then revealed he did sustain additional motor vehicle accidents for what he says was pain. These occurred with him hitting trash cans, etc. He denies any subsequent injuries to the involved areas. I did probe him about the numerous other motor vehicular accidents he described as occurring on 07/27/09, 09/21/09, 06/10/10, 02/14/11, 08/25/12, and 09/09/13. He also had x-rays in 2002 perhaps connected to a prior injury. He did reveal several other injuries and treatment that will be INSERTED in the subsequent section.

As per his Claim Petition, Mr. Cosme alleged that he injured his cervical spine and left shoulder as a result of the motor vehicle accident on 05/02/18. Treatment records show he was seen at AtlantiCare on 05/04/18. He gave a history of a motor vehicle accident injury on 05/02/18, to be INSERTED as marked. He was driving a bus on the job and was in a car accident. He complained of sharp pain in the left shoulder and radiates to his upper neck. He immediately wanted to get an MRI of his left shoulder. They noted he had been seen at the emergency room where no x-rays were obtained. This speaks against substantive trauma at that time. He also had a significant past medical history of diabetes type II since 2009, hypertension, hepatitis C, depression, high cholesterol, history of drug and alcohol abuse, obesity, three-level lumbar fusion in 2005, as well as cortisone injections in the past in the lower back. He was examined and diagnosed with a strain of the neck, left shoulder, lumbar region, and thoracic myofascial strain. Dr. Bisk offered comments in his plan that will be INSERTED from page 2 of his note.

On 05/07/18, the Petitioner returned to this office. He stated he was feeling better, but then did yard work over the weekend and felt stiff the next day. He was currently working light duty. He states that he used cold compresses since the previous visit and actually felt great the next day. His pain was pretty much resolved completely to the point where he even cut his grass and did weed whacking without difficulty. He then felt some stiffness the following morning when he awoke, which has persisted but is resolving. Currently he just has stiffness to the neck and lower back without any radicular symptoms. He had full range of motion and strength of the shoulder without any clicking or instability. Exam also showed negative straight leg raising maneuvers. He was instructed to continue performing cold compress applications. He was also cleared for a full-duty trial starting the following day. On 05/15/18, Mr. Cosme returned. He was offered a short course of physical therapy that he deferred. He saw Dr. Bisk and his physician assistant again on 05/22/18. Upon exam, there was no midline spinal tenderness in the cervical, thoracic or lumbar regions. There was no spasm appreciated. There was trapezius spasm, but full cervical and lumbar range of motion in all planes. He had a well-healed lumbar scar. He had negative straight leg raising and negative Spurling’s maneuver. Rotator cuff strength testing was intact with no gross instability. It was noted x-rays of the left shoulder on 05/04/18 were negative. Dr. Bisk concluded the patient’s lumbar strain had resolved. He again offered and recommended physical therapy that the Petitioner again deferred. He was then referred for orthopedic specialist consultation and transfer of care. He was going to follow up with his primary care physician regarding elevated blood pressure. He still continued to be seen by Dr. Bisk on 06/18/19. He was then referred for pain management. It was recommended that his work status be restricted duty. It was noted he in the interim underwent cervical spine and left shoulder MRI. The latter showed partial rotator cuff tear treated with physical therapy and cortisone injection. He was released to full duty by orthopedics and had a final follow-up on 06/20/19. He was referred to pain management by orthopedics for an epidural steroid injection and pain medication for the cervical spine. He was discharged from their care three months ago. Mr. Cosme had been discharged from care on 05/22/18. There was then a long gap in treatment until he returned on 06/18/19.

On 05/30/18, he was seen by a pulmonary specialist for follow-up on his obstructive sleep apnea syndrome. He stated he needed papers filled out for New Jersey Transit for his commercial driver’s license. He presented with no other acute issues at this time. This speaks against ongoing orthopedic complaints relative to the subject event. He was using a CPAP device. On 09/17/18, he was seen by Dr. Nehas for an acute respiratory infection.

Dr. Barr performed an orthopedic evaluation on 06/20/18. Mr. Cosme complained of neck and right arm pain with numbness and tingling into his fingers. He had no complaints in the lower back. He reports no prior neck problems. He was working regular duty. He had a history of a motor vehicle accident on 03/20/17 in which he injured his right rotator cuff. He had an injury to his lower back in 2017 and was treated by Dr. Momi at Coastal Spine. He also had a prior back issue from a car accident in 2005. He underwent a lumbar fusion by Dr. Sabo afterwards. He did have injections to his low back on 05/22/18. History was also remarkable for right anterior cruciate ligament reconstruction. Dr. Barr diagnosed a cervical sprain with right arm pain. He made recommendations that will be INSERTED as marked from that note. Dr. Barr monitored his progress.

On 09/11/18, he noted cervical spine MRI from 09/04/18 reported mild broad herniation on the right at C3-C4 and right C4-C5, disc osteophyte at C5-C6 and broad herniation on the right at C6-C7. He was referred to pain management for cervical epidural injection. His Neurontin and Skelaxin were also reviewed. At the final visit with Dr. Barr on 10/30/18, he stated the injection Dr. Polcer had recommended was not approved. He was still having neck pain and pain into the left arm. The right arm was doing better with Neurontin. The side of his radicular symptoms switched. Upon physical exam, he had 85% normal range of motion of the cervical spine. This was notwithstanding the fact he had previously been noted to have full range of motion of the cervical spine. Dr. Barr did not have anything else offer this individual. He opined Mr. Cosme was not capable of working full duty. So, he was going to be on permanent light duty restrictions for now. If he does get an epidural, he would be reevaluated to see how he responds, but he was not recommending surgical intervention at that point. He renewed prescriptions for Flexeril and Neurontin.

On 09/04/18, he underwent a cervical spine MRI to be INSERTED here. On 12/27/19, he had a repeat cervical spine MRI at the referral of Dr. Kirshner that was compared to the prior study of 09/04/18. Those results will be INSERTED here. On 06/28/21, he had another cervical spine MRI at the referral of Dr. Kirshner. It was compared to the cervical MRI from 2019. Those results will be INSERTED here as well.
A pain management evaluation was done by Dr. Polcer on 10/12/18. He diagnosed cervical radiculopathy and opined the Petitioner was a good candidate for epidural steroid injection, but his insurance will not cover this procedure. Since he already had physical therapy, Dr. Polcer did not have anything else to offer him. He was already on gabapentin and had reached maximum medical improvement status. He returned to Dr. Polcer on 11/30/18, noting clearance from his endocrinologist before injection was still pending. On this occasion, he complained of continued neck pain radiating up the back of his head. His neck pain also radiates down into the shoulder and shoulder blade on his left side and down his entire right arm reaching his hand. Dr. Polcer on this visit recommended a cervical epidural steroid injection. He continued to follow the Petitioner’s progress over the ensuing months and years. On 05/06/21, it was noted he underwent radiofrequency ablation on 03/26/21 and reported no relief. On 06/03/21, he reported a significant amount of relief following the recent occipital nerve blocks. He still had a degree of neck pain, but it was manageable. No further injections were indicated. Dr. Polcer deemed he had reached maximum medical improvement from a pain management standpoint. He suggested follow-up with surgery to see if there were any further options for the residual pain he was having.

Mr. Cosme presented to the emergency room again on 10/25/18. This was with hyperglycemia whose onset was six days ago and gradual. His home glucometer identified a blood sugar of 300+. He ran out of glimepiride six days ago and when he spoke with his endocrinologist, she did not feel the patient needed the medication any longer and did not refill it. He was also on Tresiba and Trulicity. He did undergo a chest x-ray that showed no acute pulmonary disease. He also underwent laboratory studies, EKG, and physical examination. His medication was adjusted in the emergency room. His blood sugar improved from arrival. He was going to follow up with endocrinology so they can decide whether to put him back on glimepiride or adjust his other medication or begin a new treatment plan.

On 09/26/18, he was seen by endocrinologist named Dr. Szplech. She ascertained a history of diabetes mellitus type II, hypertension, hepatitis C, status post therapy, hyperlipidemia, history of illicit drug abuse – none since 1993, history of alcohol abuse – none since 1993, morbid obesity, status post bariatric surgery, hypogonadism, and diabetes mellitus diagnosed in 2009. She noted his laboratory studies. He complained of neck pain, but otherwise offered no new complaints. He did not convey being involved in the subject event. Neurologically, he had no focal or motor deficits. He made medication adjustments for his diabetes.

On 12/28/18, Dr. Polcer performed a cervical epidural steroid injection for cervical radiculopathy. On 10/09/20, he performed radiofrequency rhizotomy on the left at C4 and C5. He did attempt a C5-C6 medial nerve rhizotomy. The diagnoses were cervicalgia. On 03/26/21, he attempted cervical rhizotomy at C5. He was able to perform right cervical rhizotomy at C3 and C4.
On 06/06/19, Mr. Cosme presented himself to the emergency room at AtlantiCare complaining of chronic neck pain. He claimed where the incident occurred was in physical therapy. His original injury was in a 2015 motor vehicle collision. This does not correlate with the date of the subject event. He provided history of bulging cervical discs and left rotator cuff tear from the 2015 motor vehicle collision. He complained of right trapezius pain and stiffness radiating down his right arm starting after going to physical therapy for his rotator cuff last week. He was also seeing pain management who gave him injections that helped with the pain he was having. The new orthopedic doctor he is seeing started him on physical therapy. He had the same pain as when his bulging discs were bothering him before the injections and this returned. He was rendered diagnosis of trapezius muscle spasm, neck pain, and cervical radiculopathy. He was prescribed Naprosyn, lidocaine patch, diclofenac topical gel, and Flexeril oral tablets.

On 08/14/19, he was seen orthopedically by Dr. Demorat. This was to reevaluate for left shoulder partial cuff tear. He was not back to work in this stage as he had an injury a week or two ago aggravating his neck pain. He was also scheduled to undergo a non‑work-related shoulder surgery with Dr. Dalzell in the next two weeks. With regards to the left shoulder, his symptoms were stable overall. Upon evaluation, he had very minimal symptoms of the left shoulder and no significant motion loss. He had good strength of the rotator cuff. He did have some decreased range of motion of the cervical spine with paraspinal tenderness on the right greater than the left. He rendered a diagnosis of left shoulder strain and partial thickness cuff tear that was stable. He was to continue treatment for his non-work-related right shoulder complaints as well as his work-related neck complaints, but with reference to the left shoulder he had reached maximum medical improvement and discharged from care on full duty.

Dr. Kirshner performed a spine surgical consultation on 09/19/19. He noted the Petitioner had been seen by Dr. Polcer who administered two injections on the neck. The first injection gave him 50% relief and the second was 100% relief. He was told by Dr. Demorat he had a torn rotator cuff on the left shoulder. Surgery was discussed, but he did not want to pursue it at that time. He returned to work and on 06/07/19 had to perform a road test. He was pushing and pulling. He stated he passed the test and had a two-hour layover before going to work. He stated he started having return of his neck pain at that time. His pain felt the same as it did before the injection. He was taking oxycodone, OxyContin, and Flexeril from Dr. Qadir for his back which also helped his neck symptoms. He enumerated the Petitioner’s previous injuries and x-rays. He had a back fusion by Dr. Sabo in 2005 that helped significantly. In the summer of 2019 he slipped and fell cleaning his deck. He landed on his buttock and went to pain management and was treated with medication only. This speaks to another non-work-related injury. Dr. Kirshner diagnosed cervicalgia and recommended return to pain management for repeat injections. He was authorized to work in a light duty capacity. He saw Dr. Kirshner again on 10/31/19. He had six to seven physical therapy sessions by then. He reports improvement in his neck pain, range of motion and strength. He stated all exercises help. The heat and massage are helping too. He remained on OxyContin, oxycodone, Flexeril, and ibuprofen. He related he got the OxyContin and oxycodone from Dr. Qadir for his right shoulder. This is notwithstanding the fact that he previously reported resolution of his right shoulder symptoms. Dr. Kirshner noted he had a cervical spine MRI that amongst other things identified degenerative disc disease. He opined that was preexisting and not causally related to the work injury of 05/02/18. However, the other diagnoses were. These included broad disc osteophyte complexes and herniated disc eccentric towards the right side causing moderate spinal stenosis at C3-C4 and C4‑C5; right-sided lateral herniated disc at C6-C7 causing right lateral recess stenosis and right foraminal stenosis. On 12/12/19, he noted the Petitioner had undergone right shoulder surgery in 2019. At the visit of 01/09/20, he continued to have neck pain, but denied any arm pain, numbness, tingling, or weakness. He had his MRI done and brought it in for review. He was still getting medication from Dr. Qadir for his right shoulder. He was also on Lyrica for an unrelated medical issue. On 04/02/20, he was evaluated via teleconference. He stated he saw Dr. Polcer and on 02/20/20 received cervical injections. He had about 100% relief for one month. He followed up with Dr. Polcer two weeks after the injection. He was feeling well at that point, so he was discharged. However, he states that last Thursdays his pain started coming back. He woke up with stabbing pain in the back of his neck. Dr. Kirshner stated the results of the cervical MRI from 12/27/19, to be INSERTED here. He recommended the Petitioner see pain management for cervical radiofrequency ablations and cleared him for light duty. He saw Dr. Kirshner through 04/30/20, when he was to follow up after injections.

On 06/10/21, he saw Dr. Kirshner complaining of back pain. He had the cervical ablations done with Dr. Polcer in March 2021 with slight relief for a couple of months. He had an occipital nerve block done on 08/20/21. He reports slight relief lasting through today. He reports continued pain in the base of his neck. He reported pain in his right arm as well as numbness and tingling. He denied any pain, numbness or tingling in his left arm stating this resolved after the ablations. Relative to his back pain, Dr. Kirshner did not make any particular mention of evaluation of that area. He did refer Mr. Cosme for repeat cervical spine MRI for surgical planning. On 07/08/21, he returned with the MRI. He wanted to try to live with his symptoms and would hold off on surgery at that time. He noted the results of the cervical MRI from 06/28/21 that will be INSERTED as marked on the bottom of page 3 and the top of page 4. Dr. Kirshner recommended decompression and artificial disc replacement of C3-C4 and C4-C5. Mr. Cosme did not wish to pursue surgery at that time. He was going to participate in a home exercise program. He was deemed capable of working full duty and was placed at maximum medical improvement on this visit. On 05/25/21, Dr. Polcer wrote correspondence regarding this individual. He stated Mr. Cosme was having unilateral cervicogenic headaches on the right side when seen for his most recent office visit. He explained the treatment that had been rendered. Given the fact he had classical occipital distribution headaches, he felt it would be medically reasonable and appropriate to proceed with the recommended occipital nerve block. He acknowledged there may be limited evidence for such treatment in the literature. He personally successfully performed this block on many patients and found most of them received prolonged relief of these types of headaches. This would be a one-time injection after which he would have reached maximum medical improvement.

According to the prior records provided, Mr. Cosme had x-rays of his lumbar spine on 03/02/00 due to back pain. These were read as normal. He had a lumbar spine MRI on 03/14/00, to be INSERTED here. The additional x-rays and MRI reports will be INSERTED here as well. There are also some CAT scan reports.
On 12/21/04, he was seen by a gastroenterologist named Dr. Santoro. The Petitioner’s diagnoses at that time were chronic hepatitis C and history of colon polyps, to evaluate for colorectal neoplasm. Dr. Santoro saw him again on 05/08/06. He recently applied for life insurance and several laboratory abnormalities were detected. Ultrasound of the right upper quadrant was ordered to rule out fatty liver. Colonoscopy would also be scheduled. Dr. Santoro monitored his progress from a gastrointestinal perspective through 09/22/14. Additional diagnoses at that time were eradicated post interferon pegylated and ribavirin chronic hepatitis C, hepatomegaly with fatty liver secondary to diabetes, obesity, and history of malignant polyp. He was going to have a lap band surgery. Dr. Santoro was going to request a liver biopsy be done at the time of the lap band by Dr. Patel.

On 02/28/05, he was admitted at Shore Memorial Hospital under the care of Dr. Sabo. Diagnoses were lumbar discogenic syndrome, lumbar herniated disc, status post motor vehicle accidents of 01/25/02. He performed lumbar spine surgery to be INSERTED here. He was admitted to the hospital again on 02/28/05 and was discharged on 03/06/05. While hospitalized he had low-grade fevers and significant pain that was addressed with aggressive physical therapy. Workup for the fever demonstrated atelectasis only and this improved without use of any antibiotics. He did undergo colonoscopy on 09/14/06 by Dr. Santoro. Carotid artery duplex ultrasound was done on 05/30/13. An abdominal ultrasound was also done the same day.
The Petitioner underwent a commercial driver’s license medical examination on 01/07/14 by Dr. Nehas. He was cleared for two-year certificate. On 07/24/14, the Petitioner went to AtlantiCare Emergency Room with hyperglycemia, nausea and fatigue whose onset was 10 days ago and gradual. He was admitted to the hospital for further attention. He was thought to have most likely gastroenteritis as the cause of his abdominal pain; elevated blood sugars; hyponatremia most likely pseudo-hypernatremia; volume depletion from diarrhea and decreased oral intake. He was going to continue on intravenous fluids. He was discharged from the hospital on 07/25/14. On 07/26/14, he was seen by Dr. Verrengia post discharge. She performed an exam and noted his laboratory studies. The plan was to follow his liver function tests and lipase results over time. A right upper quadrant ultrasound was going to be evaluated for elevated liver function tests and lipase. He did undergo this ultrasound on 07/26/14 and found hepatomegaly and fatty infiltration of the liver.
Dr. Patel saw him on 09/30/14 for ongoing weight issue. He was being seen for gastric band replacement. His diagnoses included morbid obesity. He was referred for the typical diagnostic studies and consultations prior to this surgery. He was seen on 07/28/15 by Dr. Sabo, having last been seen in 2005. He had bariatric surgery on 06/15/15 and his low back pain started one week after that surgery. He was just increasing his physical activity. He admitted to a prior 2004 motor vehicle accident injury whose case was settled. He had low back pain prior to that related to a fall at home. On this visit, Dr. Sabo diagnosed lumbar radiculopathy and postlaminectomy syndrome. He recommended x-rays, Ultram, and physical therapy. On 07/28/15, he was seen and had transfer of care by Dr. Sabo (this appears to be a duplicate of something I just dictated). He continued see Dr. Sabo through 10/27/15. He was status post posterior lumbar interbody fusion from L3 through S1 on 02/28/05. Continued pain management was deemed appropriate. It was thought he might have sacroiliac joint dysfunction that could be responsive to an injection. He did have lumbar spine x-rays on 08/03/15, to be INSERTED. Lumbar MRI was done on 09/23/15, to be INSERTED.
He was seen by pain specialist Dr. Qadir on 10/02/15 in follow-up. Most of his pain was located in the low back. He diagnosed lumbosacral intervertebral disc degeneration, spinal enthesopathy in the sacrococcygeal region, low back pain, osseous stenosis of the neural canal in the lumbar region, spinal stenosis of the lumbosacral region, fusion of the lumbosacral spine, spondylosis without myelopathy, bilateral facet pain at L2-L3 and central pain syndrome. He initiated the Petitioner on pain medications and discussed facet injections. These were administered on 12/10/15.

He was seen by Dr. Perry who is a urologist on 11/09/16. Follow-up with him was rendered through 03/30/17.

On 12/30/16, the Petitioner was seen by Nurse Practitioner Scharf at AtlantiCare. This was for a date of injury of 12/30/16. While he was driving a bus, he felt a pinch in his right lower back after turning the steering wheel followed by shooting pain down both legs. He was now experiencing pain in the right lower back and right ribs. He had back surgery in 2005. He was diagnosed with lumbar strain and begun on Motrin and cyclobenzaprine. He stated he wanted an MRI and that he could not drive since he was in too much pain. He was then seen by neurosurgeon Dr. Momi beginning 01/12/17. Treatment with him continued through 01/08/18. He reported being recovered completely in regards to his low back pain and lumbar radiculopathy. More importantly, his FCE indicates a good consistent effort and no limitations at work. He was cleared to return to work full duty full time with no restrictions at maximum medical improvement. CAT scan of the lumbar spine was done on 02/06/17, to be INSERTED.
On 03/28/17, he was seen by Dr. Dalzell. He complained of right shoulder pain that was injured in a motor vehicle accident. He finally had his MR arthrogram that showed a SLAP tear of the posterior superior biceps tendon. They discussed treatment options including surgical intervention. However, he could not consider same due to other constraints. A corticosteroid injection was then administered to the shoulder. He saw Dr. Dalzell through 04/14/17. On that occasion, he reported getting out of a parked car with the hand on the steering wheel when he was struck from behind by a car that had lost control. He developed pain in the area of his rotator cuff. X-rays of the right shoulder showed no acute abnormalities. He was diagnosed with a right shoulder rotator cuff strain for which he was initiated on conservative care. He saw Dr. Dalzell again on 07/07/17. He finally had his MRI arthrogram. They reviewed its results and discussed treatment options. This also appears to be a duplicate of a previous note. Lumbar MRI was done on 05/30/17 and compared to a study of 09/23/15. Those results will be INSERTED here.
These voluminous prior records demonstrate that Mr. Cosme was involved in several prior motor vehicle accidents and personal injuries. He received extensive care throughout the musculoskeletal system. This primarily involved the lumbar spine for which he underwent surgery. He remained under pain management care through 2018, only shortly before the subject event. It does not appear that he received substantive treatment for the left shoulder or cervical spine prior to the subject event.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There was a healed 2.5-inch longitudinal anterior scar at the right shoulder, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Right shoulder motion was full in all individual spheres without crepitus or tenderness. Combined active extension with internal rotation was to L3. Motion of the left shoulder, both elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering or locking. 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. 

HANDS/WRISTS/ELBOWS: Normal macro
LOWER EXTREMITIES: Normal macro

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve. He had excessive adipose tissue, but no apparent scars. Active flexion and right side bending were full to 50 and 45 degrees respectively. Extension was non-reproducibly limited to 25 degrees. Right rotation was 70 degrees and left side bending 40 degrees. Left rotation was full to 80 degrees. He had tenderness of the right medial trapezius musculature in the absence of spasm, but there was none on the left. He was also tender at the upper paracervical musculature on the right, but there was none on the left in the absence of spasm.

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. Inspection of the lumbosacral spine revealed normal posture and lordotic curve. Inspection revealed a midline longitudinal scar measuring 3 inches in length. There was another right paramedian longitudinal scar measuring 3.5 inches in length. 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. Both sitting and supine straight leg raising maneuvers were deferred.
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 05/02/18, Saul Cosme was involved in a work-related motor vehicle collision. Based upon the mechanism of injury and observations shortly after this impact occurred, it does not appear that it was particularly severe in nature. Mr. Cosme sought treatment for his cervical spine and left shoulder. He went to various facilities. He saw several different specialists. Numerous diagnostic studies were performed particularly about the cervical spine. He accepted a variety of injections from Dr. Polcer with varying responses. He also was seen by spine surgeon named Dr. Kirshner who recommended surgery that Mr. Cosme declined.

He previously underwent cervical spine x-rays on 01/25/02. He also had filed a Claim Petition for a lower back injury on 10/30/16, # 2017–1856. The synopsis of the prior records will be INSERTED once I dictate them.

The current examination of Mr. Cosme found there to be variable but decreased range of motion about the cervical spine. When distracted, he did have full range of motion in all spheres with no signs of discomfort. He had some tenderness to palpation, but no paravertebral or trapezius muscle spasm. Spurling’s maneuver was negative for radiculopathy. He did not have any weakness, atrophy, or sensory deficit in either upper extremity. Incidentally noted was healed surgical scarring about the lumbar spine.

This case represents approximately 5% permanent partial total disability at the neck regardless of cause. In my view, he did have extensive multilevel preexisting degenerative disc abnormalities. These were not caused, permanently aggravated or accelerated to a material degree by the event in question. We will have to review the prior records to also comment about prior problems he had with the cervical spine. In terms of the left shoulder, there is 0% permanent partial total disability. He did undergo non-work-related right shoulder surgery by Dr. Demorat in the midst of treatment after this accident. He also was being treated concurrently for diabetes mellitus, pain, and was receiving pain medications from Dr. Qadir.
