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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Jessie Hall III
CASE ID#: 1926706
DATE OF BIRTH: 08/15/1964
DATE OF EXAM: 03/01/2022
Chief Complaints: Mr. Jessie Hall is a 57-year-old African American male who is here with chief complaints of:

1. Bilateral knee pain.

2. Right ankle pain.

3. Recurrent attacks of gout.

4. Difficulty in walking because of right ankle pain.
History of Present Illness: He denies any injuries, but he states he has had gout multiple times. He has long-standing hypertension. He denies any history of diabetes mellitus or asthma.
Operations: None.
Medications: Medicines at home are none.
Allergies: None known.

Personal History: He finished high school. He worked as a heavy equipment and diesel equipment operator. His last job was working two years for Larry Young Paving Company, but he states as he was not able to perform well he was let go off his job. He is divorced. He has six children from all different wives. He does not smoke. He does not drink. He does not do drugs. He states before working for Larry Young Paving he used to work for an oilfield company till that company closed for almost 13 years.
Family History: Noncontributory. His parents are deceased.
Review of Systems: He denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain. He drove himself to work. He has not lost any weight.
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Physical Examination:
General: Exam reveals Mr. Jessie Hall III is a 57-year-old African American male who is awake, alert, oriented and in no acute distress. He is not using any assistive device for ambulation. He is able to get on and off the examination table slowly. He is able to dress and undress for the physical exam slowly. He cannot hop. He can barely squat. He cannot tandem walk. He can pick up a pencil and button his clothes. He is right-handed.
Vital Signs:
Height 5’6”.
Weight 174 pounds.
Blood pressure 150/90.
Pulse 77 per minute.
Pulse oximetry 98%.
Temperature 96.9.
BMI 28.

Snellen’s Test: Vision without glasses:
Right eye 20/40.
Left eye 20/70.
He does not have hearing aid.
Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid not palpable. The patient does give history stating they had done some biopsy out of his thyroid for possible thyroid nodules. He states he was told that his thyroid was overactive, but he has not had any surgery and he is not taking any thyroid replacement.
Chest: Good inspiratory and expiratory breath sounds.
Heart: S1 and S2 regular. No gallop. No murmur.
Abdomen: Soft. Nontender. No organomegaly.
Extremities: No phlebitis. No edema.
Neurologic: Cranial nerves II through XII are intact. Overall, motor system, sensory system and reflexes appear normal. He cannot hop. He can barely squat. He cannot tandem walk. Straight leg raising is about 60 degrees in supine position as well as sitting position. He has coarse grating on testing range of motion of both knees. He has swelling of the right ankle especially on the right lateral malleolus and he states that has been attributed to recurrent gout. He has scanty hair over the legs, but I do not see any evidence of major chronic venous insufficiency in both lower legs. He has good range of motion in both knees. There is no nystagmus. Romberg’s is negative. Finger-nose testing is normal. Alternate pronation and supination of hands is normal.
Review of Records per TRC: No records were sent per TRC for review.
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Specifically Answering Questions for TRC: The gait and station is normal. The patient does not seem to be on any medicine for gout. His muscle strength is grade 5 all over. There is absence of effusion, periarticular swelling. There is tenderness of both knee joints on testing range of motion, but no heat, redness or thickening of joints. He states the cold weather hurts his joints and the gout also gets active. The patient did not bring his medicines with him. So, we have no idea what he takes. He states he uses just a simple cane or a stick for walking at times, but did not bring it with him. He has ability to raise his arms overhead. He has got a good grip strength, a good pinch strength and ability to use the upper extremities in performing gross and fine functions. He has ability to pinch, grasp, shake hands, write, manipulate objects such as coin, pen or cup.
The Patient’s Problems:
1. History of bilateral knee pain.

2. History of musculoskeletal low back pain.

3. History of gout mostly affecting his right ankle and right lateral malleolus.

4. As per history from the patient, history of thyroid biopsy and the patient does not tell me any particular diagnosis except that he was found to have overactive thyroid and long-standing hypertension is present. The patient has not done any job for past two years.
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