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NEUROLOGIC EXAM FOR DISABILITY EVALUATION
Patient Name: Kevin Alan Ruzicka

CASE ID#: 2177187

DATE OF BIRTH: 06/24/1971
DATE OF EXAM: 02/08/2022
Chief Complaints: Mr. Kevin Alan Ruzicka is a 50-year-old white male who is here with chief complaints of:

1. Long-standing hypertension.

2. Type II diabetes mellitus.

3. Anxiety.

4. Stroke.

History of Present Illness: The patient states when the patient had the stroke, the patient was taking care of his brother who has manic-depressive illness and schizophrenia. He states he was standing up and, all of a sudden, he fell; this happened on 06/13/2020 and his brother then called 911 and he was taken to the hospital, was admitted and was told he had a massive stroke. The patient states after this happened he went to the hospital. He had speech problems. He was markedly confused. He states all his memory has not come back. He states since then he has also developed something called benign positional vertigo and he cannot drive and is homebound. He states he also developed swallowing trouble, which has since improved. He states his blood pressure does go up high and, recently, he was in a hospital emergency room for 5 to 6 hours. He occasionally still gets double vision. He states for past two years, he has been diagnosed as having diabetes mellitus. He has also developed diabetic neuropathy in both hands and feet. He states he gets twitching of the muscles of his body all the time. He has had problem with anxiety and depression. He states his memory is bad. He states he has never forgotten to shut off his electric stove, but he has left keys on his front door and kept it there whole day and whole night. He feels because of neuropathy, his grip in right hand is not good and he drops things. He states he worked for Alcoa for several years till Alcoa closed in 2008. He states when Alcoa closed, he moved with his mother to take care of his elderly mother. He currently denies any bladder problems, bowel problems, speech problems or swallowing problems. He has severe off and on tingling and numbness of his hands and feet secondary to his diabetes. The patient has strong family history of anxiety and mental health disorders. When he was admitted on 06/13//2020, he had developed transient right hemiparesis, which since has almost cleared up as he is not using any assistive device for ambulation.
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Past Medical History:
1. History of diabetes mellitus with diabetic neuropathy for past few years.

2. History of hypertension.

3. History of multiple strokes in the past on MRI.

4. History of right hemiparesis on the stroke he developed on 06/13/2020.

5. He also states he was told he had an atrial septal aneurysm.

Medications: Medications at home include:

1. BuSpar 5 mg twice a day.

2. Gabapentin 100 mg three tablets at bedtime.

3. HCTZ 12.5 mg a day.

4. Lisinopril 40 mg a day.

5. Hydroxyzine 10 mg twice a day.

6. Atorvastatin 40 mg a day.

7. Metformin 500 mg a day.

8. Escitalopram 10 mg a day. The patient states he was on Prozac before, but that did not suit him and he had bad thoughts on Prozac, so he was put on escitalopram.

Personal History: He states he finished high school. He did not do any college. He was divorced now. He has four children. His youngest child is 17-year-old. He states he was getting paid up till now from Kindred Healthcare to take care of his brother, taking care of him at home, but right now the brother had shifted to live with his another brother and he is living all by himself and he has no income. He states he worked for Alcoa doing crane operator work for 13 years. He does smoke one pack of cigarettes a day for past 30 years. He denies drinking alcohol or doing drugs. He states he bathes himself. He states he cannot stand properly, so he sits down and takes a bath and not shower. His parents are deceased. His youngest child is 17 years old, but he has no contact.

Family History: Anxiety and depression.

Review of Systems: He denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain.

Physical Examination:
General: Exam reveals Mr. Kevin Alan Ruzicka to be a 50-year-old white male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation. He is able to dress and undress himself without difficulty. He is able to get on and off the examination table without difficulty. The grip in his right hand is slightly weak. He attributes that to diabetic neuropathy and he has constant tingling and numbness in his both hands and feet of glove and stocking pattern. He is right-handed. There is no history of seizures.
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Vital Signs:

Height 6’1”.

Weight 220 pounds.

Blood pressure 132/80.

Pulse 79 per minute.

Pulse oximetry 97%.

Temperature 96.8.

BMI 29.
Snellen’s Test: His vision without glasses:

Right eye 20/200.

Left eye 20/200.

Both eyes 20/200.

With glasses his vision is:

Right eye 20/40.

Left eye 20/30.

Both eyes 20/30.

He has glasses, but has no hearing aid.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light. Extraocular movements appear normal. There is no nystagmus.
Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema. Peripheral pulses are palpable.
Neurologic: He has grade 4 power in right upper and right lower extremity, but has good motor strength and good muscle strength in rest of his body. His reflexes are generalized 1+ throughout. He is able to do finger-nose testing on both sides without any problem. He can do alternate pronation and supination of his hands. Cerebellar function in terms of positional vertigo is some kind of vertigo present and his Romberg’s is positive. He can sit, stand, and move about, but he is not able to drive because of vertigo. He can pick up a pencil and button his clothes. He is able to take care of his personal hygiene.

Review of Records: Reveals records of Baylor Scott & White of 06/18/2020. The records reveal the patient has history of patent foramen ovale and cryptogenic stroke. The patient was recently discharged from the hospital on 06/13 with cryptogenic stroke where he was found to have small patent foramen ovale with right to left shunt. He presented to the hospital on 06/13 with right-sided weakness and slurred speech. MRI confirmed the clinical stroke diagnosis. He states for past few months he has had intermittent neurologic symptoms including left-sided weakness and falling four months ago. He continues to have weakness and some speech problem after being dismissed from the hospital, but denied any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain or palpitations.
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Operations are none. He has smoked one pack of cigarettes a day for at least 25 to 30 years. An EKG showed sinus rhythm and normal EKG. A normal chest x-ray done on 06/13. A CT of the head showed age-indeterminate multifocal white matter hypodensities and superimposed likely chronic lacunar infarcts in the left caudate body and left lentiform nucleus with scattered areas of superimposed chronic small vessel ischemic disease. Echocardiogram was abnormal with small patent foramen ovale with right to left shunt and there is an atrial septal aneurysm. Hypertriglyceridemia is present and this stroke is called a cryptogenic stroke. The patient had a lengthy discussion with the cardiologist and they discussed risks and benefits of PFO closure versus anticoagulation. The patient does not wish to undergo an invasive procedure. He would just prefer to have his blood pressure treated and be on anticoagulation. He also would need a thrombophilia workup to look for factor V Leiden deficiency, antithrombin III deficiency, lupus anticoagulants, antiphospholipid antibodies, JAK2/STAT testing, and prothrombin abnormalities. The patient had a normal INR and a normal PTT, which makes thrombophilia less likely. The patient was given lisinopril and rivaroxaban, which is Xarelto and the patient’s medication list states he is not taking Xarelto at this time. There are notes of a family nurse practitioner of 06/25/2020, which reveal the patient with right-handed stroke with multi-infarcts in a patient who is a chronic smoker; counseled on smoking cessation. The patient is advised a transthoracic echocardiogram. The MRA of the neck showed no hemodynamically significant stenosis. The patient in 2020 was given slight disability unable to carry out his usual activities, but able to look after his own affairs without assistance. He was put on aspirin 81 mg, atorvastatin and metformin. His labs of 2020 show sodium 137, potassium of 5.5, CO2 24, BUN 11, creatinine 1.10 and glucose of 298. At the time of discharge in 2020, the patient had right hemiparesis and some dysarthria, which since has completely cleared up.

Specifically Answering Questions for Texas Rehab Commission: The patient’s gait and station is normal. His muscle strength maybe level IV on right upper and right lower extremity, but grade 5 all over. He has signs of diabetic neuropathy. Reflexes are 1+ throughout. He is able to name past two Presidents. He is able to think. His attention span seems okay. His vocabulary was fair and he was brought to the office by his aunt as he is not driving because of vertigo, but all the complete history that I have dictated was provided by the patient and he is not using any assistive device for ambulation.

The Patient’s Problems: History of patent foramen ovale leading to stroke on the right side in June 2020 and today being 02/08/2022 and the patient seems to have recovered. He is living by himself and able to take care of his affairs except because he has developed vertigo he does not drive.
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