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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Robert B. Newsom
CASE ID: 2696113
DATE OF BIRTH: 03/12/1992
DATE OF EXAM: `02/28/2022
History: Mr. Robert Newsom is a 29-year-old obese white male who is here with chief complaints of:

1. Learning disability and getting a diploma with special education classes.

2. Possible history of hyaline membrane disease as a child.

3. History of diabetes mellitus for the past five to seven years.

History of Present Illness: The patient states he is “disabled” because he has a learning disability and he attended special education classes. He still lives at home with his parents. He does not drive. He was brought to the office by his mother. He states because of his lung problems a hot weather makes him short of breath; so, if at all he has to work, he has to work where he can do a job inside.

About five years ago, he was diagnosed as having type II diabetes mellitus and he has to take the medications. He states he may have had increased amounts of steroids for his breathing problems for him to get diabetes.
Operations: He states he had surgery for deviated nasal septum and nasal polyps several years ago, but he stases his problems are come back.
Medications: Medications at home include:

1. Metformin.

2. Glyburide.

Allergies: He is allergic to PENICILLIN.

Personal History: He is single. He is never married. He has no children. He has one brother who is in good health. He states he has done different kinds of jobs for the past three weeks. He is working as a dishwasher at the Crestview Home. He does not smoke, he does not drink and he does not do drugs. He states he is independent as far as his personal hygiene is concerned. When I asked him if he bathes himself, his answer was “when I remember to”.
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Family History: Diabetes is present. He states his father passed away several years ago and now he lives with his mother.

Review of Systems: He currently denies any chest pains or shortness of breath or nausea, vomiting, diarrhea, or abdominal pain. He states he keeps gaining weight. 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 barely squat. He can tandem walk. He can pick up a pencil and button his clothes. He is left-handed.
Physical Examination:
Vitals Signs:

Height 6’5”.

Weight 325 pounds.

Blood pressure 110/80.

Pulse 96 per minute.

Pulse oximetry 96%.

Temperature 96.7.

BMI 39.

Snellen’s Test: His vision without glasses:
Right eye 20/50.

Left eye 20/70.

Both eyes 20/50.

His vision with glasses:
Right eye 20/40.

Left eye 20/30.

Both eyes 20/30.

He does not have hearing aid.

Head: Normocephalic.

Eyes: Pupils 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. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.

Neurologic: Cranial nerves II through XII are intact. There is no nystagmus. There is no clubbing. Finger-nose testing is normal. Alternate pronation and supination of hands is normal. Romberg’s is negative. The patient has good motor strength in all four upper extremities. Reflexes are 1+ throughout. The examination of the feet in diabetes reveals the patient had redness and signs of healing infection around the toenail base of the left foot and a blood blister on the medial side of the right big toe. Onychomycosis of toenails is present.
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Review of Records per TRC: Reveals records of Dr. Zenia Nicolwala, where the patient is seen for a routine visit where the patient declined to get tested for HIV. Advised TD booster. The patient’s medication list was reconciled. The patient’s hemoglobin A1c in June 2021, was 12.9, which is much elevated.

Specifically Answering Questions for Texas Rehab Commission: The patient’s gait and station is normal. He has ability to dress and undress, get on and off the examination table, squat and rise, tandem walk, stand on heels and toes. Range of motion of all joints including lumbar spine appears normal. Range of motion of all weight bearing joints is normal. Muscle strength is grade 5 in all joints. I do not notice any problem with any motor, sensory or reflex abnormalities. A repetitive activity does not cause significant reproducible muscle weakness. Straight leg raising is about 90 degrees on both sides. The claimant has ability to do heel and toe walk and ability to squat. There is no evidence of effusion, periarticular swelling, tenderness, heat, redness or thickening of the joints. There is no evidence of subluxation, contracture or ankylosis. He denies any back pain or neck pain. He has ability to raise his arms above his head. There are no signs of severe fatigue. The patient has good grip strength, pinch strength and ability to use the upper extremities in performing gross and fine functions. The dominant hand is left hand, has ability to pinch, grasp, shake hands, to write, manipulate objects such as coin, pen or cup.

The Patient’s Problems:

1. History of learning disability since childhood. The patient barely went through high school with special education classes. He states he was born with hyaline membrane disease and needed a lot of respiratory care when he was younger and lot of steroids that he needed for control of sinus infection. There are no notes to suggest the patient has had any IQ testing done to see what he is capable of doing. The patient states he is not able to keep any job because he is sensitive to changes in temperature outside and is not able to do jobs that make him work outside. He states his most current job is for the past three weeks working as a dishwasher indoors at a Crestview Home.
2. History of diabetes mellitus for the past six to seven years with diabetic foot problems in that he has chronic paronychia around the left big toe with onychomycosis of toenail on the right big toe, has a blood blister on the medial side of the right big toe, scanty hair over the legs. He did not complain of any sensory loss over both feet.
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