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Dictation Time Length: 13:09
February 20, 2022
RE:
Gabriel Vereen
History of Accident/Illness and Treatment: Gabriel Vereen is a 38-year-old male who reports he was injured at work on 03/29/21. At that time, he was assaulted by another individual. He believes he injured his neck, head, shoulder and back, and was seen at Cooper Emergency Room afterwards. He had further evaluation and treatment, but remains unaware of his final diagnosis. He did accept injections in his neck and shoulder, but did not undergo any surgery in this matter. He is no longer receiving any active treatment.

Treatment records show Mr. Vereen was seen at Salem Medical Center Emergency Room on 03/31/21 complaining of pain all over. He had been in an altercation two days earlier while at work and was struck multiple times to the head and knocked unconscious. He was seen at Cooper and had a CAT scan that was negative after which he was discharged home. They had him undergo a CAT scan of the head that showed no acute intracranial hemorrhage or mass effect. He was then treated and released.
Mr. Vereen was then seen neurologically by Dr. Bennett on 04/21/21. On this occasion, he stated on 03/29/21 he was attacked by a coworker and punched in the back of the head. He was not rendered unconscious. He did drive himself to Cooper Hospital where he was seen in the emergency room. He had a CAT scan of the brain that was unremarkable. He then was seen at a secondary emergency room as well. Upon exam, he was neurologically intact. Dr. Bennett opined it was most likely he sustained closed head trauma (concussion/postconcussion syndrome). He recommended a course of physical therapy for concussion and use of over-the-counter ibuprofen or Tylenol. He followed up with Dr. Bennett on 06/16/21. At that juncture, his concussive symptoms appear to be largely resolved. He did have major complaints related to the right shoulder and right occipital neck both of which were painful. Dr. Bennett recommended orthopedic evaluation.

The Petitioner was seen in that regard on 06/28/21 by Dr. Evering. At this time, he had a constellation of symptoms including numbness and tingling with postural changes of the cervical spine. He related not improving with appropriate conservative treatment that included physical therapy, rest, activity modification, and antiinflammatory medication. Dr. Evering diagnosed pain of the right shoulder, right-sided neck pain, lumbar pain, and internal derangement of the right shoulder. He ordered additional diagnostic studies. MRI of the cervical spine was done on 07/09/21. There were central disc protrusion type herniations at C3-C4 and C4-C5 effacing the ventral CSF space, but no significant central canal or foraminal narrowing. He also had an MRI of the right shoulder on 07/09/21, to be INSERTED here.
The Petitioner followed up with Dr. Evering’s colleague named Dr. Salim on 08/24/21. His symptoms are highly suggestive of C5 radiculitis. He had a positive Spurling’s maneuver on the right. It was he who recommended MRI of the cervical spine also as just noted. He followed up with Dr. Salim on 09/07/21. He did not have any weakness or pain radiating down to his right arm. There were unable to reproduce any symptoms on provocative maneuvers. He had mild discomfort on flexion and extension of the cervical spine, and mild tenderness around the superior aspect of his right trapezius muscle. Dr. Salim concluded his symptoms were myofascial in nature and strongly advised him continuing stretching exercises. He wrote the cervical MRI revealed mild disc protrusion at C4-C5 and C3-C4 without any evidence of significant central or foraminal stenosis. Dr. Salim cleared him to return to work full duty without restrictions. However, they then ascertained from the Petitioner that he neglected to tell them he had already undergone a cervical MRI.
PHYSICAL EXAMINATION
HEAD/EYES/EARS/NOSE/THROAT: He remained in his facial mask, but this was otherwise normal. 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.

NEUROLOGIC: Normal macro

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed multiple traumatic scars on the upper extremities and dirt under the fingernails. There was no swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of the right shoulder was limited to 140 degrees of abduction and 150 degrees of flexion, but was otherwise full. Combined active extension with internal rotation was to T11. 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. He was mildly tender to palpation about the right shoulder, but there was none on the left.  
Of note, he had a shaven head indicative of his ability to reach his arm overhead contrary to his current demonstrated range of motion. Incidentally, he had a well‑muscled physique and did not have his back brace with him.
LOWER EXTREMITIES: He remained in his pants and socks limiting visualization and pinprick testing. Motion of the knees was full with crepitus and patellofemoral clicking without tenderness. Motion of the hips and ankles was full in all planes without crepitus or tenderness. Deep tendon reflexes were 3+ at the patella bilaterally and 2+ at the Achilles. 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.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion of the cervical spine was variable. Active extension was between 25 and 40 degrees, flexion 30 and 50 degrees, rotation right 45 degrees and left 50 degrees with bilateral side bending full to 45 degrees. He had mild tenderness to palpation about the right paracervical musculature and trapezius in the absence of spasm, but there was none on the left or in the midline. 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. The examinee was able to walk on his heels and toes without difficulty. He changed positions fluidly and was able to squat, but complained of low back tenderness despite the spine being in neutral position. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 70 degrees with tenderness. Right side bending was full to 25 degrees with tenderness. Left side bending as well as extension and bilateral rotation were full without discomfort. He had mild tenderness to palpation in the midline at the lumbosacral junction. There was no palpable spasm or tenderness of the sacroiliac joints, sciatic notches, iliac crests, or greater trochanters. 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 03/29/21, Gabriel Vereen was attacked by a coworker. He was able to drive himself to Cooper Hospital Emergency Room where a CAT scan was negative. He then was seen at Salem Emergency Room on 03/31/21. Another CAT scan of the head was done and showed no acute abnormalities.
Mr. Vereen then came under the neurological care of Dr. Bennett on 04/21/21. He thought symptoms were consistent with concussion/postconcussive syndrome and treated him accordingly. A course of physical therapy was rendered on the dates described. He followed up with Dr. Bennett through 06/16/21 when he recommended orthopedic consultation to address his shoulder and neck. Mr. Vereen offered widespread complaints.

He was then seen orthopedically by Dr. Evering and Dr. Salim. They had him undergo cervical spine MRI and right shoulder MRI to be INSERTED here. As of 09/07/21, the Petitioner was cleared to go back to work without restrictions.

The current examination found there to be variable mobility about the right shoulder and cervical spine. The former demonstrated decreased active range of motion; yet he was obviously able to reach his arm overhead to shave his scalp. Active cervical spine motion was variable when he was aware observation was being performed. When distracted, he had full range of motion in all spheres with no signs of discomfort. He was neurologically intact. He complained of low back tenderness with squatting despite the spine being in neutral position while doing so.

There is 0% permanent partial or total disability referable to the head, jaw, neck, back, or right shoulder. In this event, it appears Mr. Vereen sustained soft tissue injuries. These were superimposed on preexisting degenerative changes in the neck. The MRI findings in the right shoulder did not show substantive internal derangement. He has been able to return to a physically demanding position with the insured.
