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Dictation Time Length: 17:13
March 14, 2022
RE:
Curvis Smith

History of Accident/Illness and Treatment: Curvis Smith is a 59-year-old male who reports he was injured at work on three occasions. He currently provides a mechanism of injury of removing linen from the outside of the shoe, injuring his lower back on both sides. He did not go to the emergency room afterwards. He had further evaluation, but remains unaware of his final diagnosis. He is equivocal about whether he had surgery done, but is no longer receiving any active treatment. He does volunteer that at some point he received injection therapy for his lower back pain, but now it has gotten worse. He volunteered being involved in a motor vehicle collision in September 2020, injuring his left shoulder, treated with four months of therapy. He also alleged a work injury to his right leg and knee and right shoulder after which he had surgery for both.
As per the records supplied, he received an Order Approving Settlement on 04/12/18 to be INSERTED. He then applied for modification of that award. I am in receipt of a Claim Petition for an incident of 03/15/20. He was loading dirty laundry into the laundry shoot and injured his lumbar spine. He also filed another Claim Petition alleging he was pulling linen on 07/19/20 and injured his lumbar spine.

Medical records show he was seen by Dr. Meeteer on 10/17/17. He noted the Petitioner had back issues dating to a work accident of 03/04/13. His summary will be INSERTED as marked. Dr. Meeteer offered 7.5% permanent partial total disability due to the work injury of 03/04/13 with aggravation of his underlying lumbar degenerative disc disease and spinal stenosis that was treated with surgical intervention. It was his opinion no additional disability of an orthopedic nature was due to the subsequent work injury of 11/01/16 which was an innocent aggravation of his preexisting lumbar condition. There were no new objective findings in the medical records available for review to support any increase in his permanent disability as a result of this innocent aggravation.

The Petitioner was also seen on 11/18/17 by Dr. Cataldo. He had previously been seen by Dr. Gaffney on 11/13/14. Dr. Cataldo also referenced additional injuries that will be INSERTED as marked.

On 03/15/20, the Petitioner was seen at Onsite Innovations feeling a pop in his back as he pulled dirty laundry out of the shoot using both hands. He had a back injury in 2014 treated with surgery. This was work related. He had injections prior to surgery. He had a right shoulder injury years ago treated with physical therapy and injections. He had a left knee injury at Bally’s years ago and received physical therapy for that. The back surgery was done by Dr. Ponnappan in 2014. After this evaluation, he was diagnosed with right‑sided low back pain, elevated blood pressure and abnormal urine dipstick.

On 05/04/20, he was seen neurosurgically by Dr. Siddiqui. He had lower back pain that did not radiate down his extremities. His impression was lumbar strain status post lumbar laminectomy four years ago. He recommended a course of physical therapy. He was cleared to continue working full duty, but was laid off due to COVID-19. He followed up with Dr. Siddiqui in the ensuing weeks probably by telemedicine. On 06/18/20, he deemed the Petitioner had reached maximum medical improvement after review of records.

He returned on 07/16/20. Dr. Siddiqui reviewed the MRI from 04/09/13 that showed a right-sided disc herniation at L4-L5. His assessment was lumbar radiculopathy at L4-L5 and L5-S1 for which he recommended an MRI of the lumbar spine. His previous laminectomy and discectomy on the right at L4-L5 and L5-S1 was performed by Dr. Ponnappan on 03/04/14. He believed the current event was an aggravation of his preexisting condition. On 07/21/20, lumbar MRI was performed to be INSERTED. Dr. Siddiqui reviewed these results on 08/10/20 and thereafter recommended epidural steroid injection on the right at L4-L5.

The Petitioner was seen by pain specialist Dr. Corda beginning 02/24/21. He performed a series of injections to the back. Follow-up with Dr. Corda continued through 03/31/20. He reported good relief of pain after the caudal epidural steroid injection. He was authorized to continue work full duty and had reached maximum medical improvement from a pain management standpoint.

Prior records show Mr. Smith was seen on 04/13/10 by Dr. Gaffney. This pertained to a left knee injury he reportedly sustained at work on 05/21/09. He had an MRI and then surgery on the knee by Dr. Zuck. He also related on 10/27/09 he sustained a right shoulder injury for which he recently had surgery and continued with treatment. Dr. Gaffney offered 60% permanent partial disability of the left leg. On 05/10/10, the Petitioner was seen by Dr. McClure. This also pertained to the left knee injury of 05/21/09. His estimate of permanent disability was 10% permanent partial referable to the left leg and he was at maximum medical improvement. Dr. Gaffney reevaluated him on 04/14/11. On this occasion, he offered 65% permanent partial disability of the right shoulder for an incident of 10/27/09. He was reevaluated by Dr. McClure on 06/23/11 relative to the same right shoulder. His estimate of permanency was not included since we do not have his complete report.

On 04/09/13, at the referral of Dr. Patel, he underwent a lumbar MRI given a history of lumbar radiculopathy. That reported will be INSERTED. Dr. Ponnappan performed surgery on 03/04/14 to be INSERTED.
On 08/04/14, Dr. McClure performed another evaluation. This pertained to an injury he allegedly sustained at work on 03/04/13. He was evaluated and offered 10% permanent partial total disability referable to the lumbosacral spine having reached maximum medical improvement. He noted an MRI of the right hip revealed mild trochanteric bursitis. After the 2013 event, he had a lumbar MRI that revealed L4-L5 disc protrusion with right nerve root involvement and L3-L4 protrusion. He remained symptomatic. He stated the Petitioner presented with a history of L3-L4 protrusion, L4-L5 disc protrusion with nerve root impingement for which he had selective nerve root block and then a local decompression. This involved L4 through S1 hemilaminectomy and partial facetectomy and foraminotomy. He did not require discectomy and did not require instrumentation. On 11/13/14, he was seen again by Dr. Gaffney relative to an incident of 03/04/13. His assessment was 70% permanent partial disability in reference to the lumbar spine. He also offered 37.5% at the right hip. He attributed these to the work accident of 03/04/13.

PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal scars about the right shoulder, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. 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. 
LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were healed portal scars about the right knee, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Left hip internal and external rotation elicited right-sided low back tenderness. Motion of the hips, knees and ankles was otherwise full in all spheres without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. 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.

HIPS/PELVIS: Normal macro
CERVICAL SPINE: Normal macro
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 without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed a midline 1.25-inch longitudinal scar with preserved lordotic curve. He sat comfortably at 90 degrees lumbar flexion, but volitionally limited active flexion to 30 degrees. Extension, bilateral rotation, and side bending were accomplished fully. 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. 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.

Curvis Smith has alleged injuring his lower back at work on 11/01/16, 03/15/20, and 07/19/20 as well as his right hip on 11/01/16. These were superimposed upon prior injuries to his lower back and hip as noted above. He had undergone surgery on his low back by Dr. Ponnappan in 2014. He evidently continued to be symptomatic afterwards. He then alleged the injuries cited above. He had additional evaluation including a 07/21/20 lumbar MRI. He accepted injections to the lumbar spine by Dr. Corda. As of 03/31/21, he was released from care to continue full duty. He admits to being involved in a motor vehicle accident in September 2020 in which he injured his left shoulder. He denies injuring his lower back at that time. He received physical therapy for the shoulder. INSERT the usual
There is 0% permanent partial total disability referable to the right hip or lumbar spine as a result of the work incidents on 11/01/16, 03/15/20, and 07/19/20. On those occasions, he at most sustained mild soft tissue injuries in the form of trochanteric bursitis and lumbar strain. These were superimposed upon preexisting disc disease treated surgically in the lumbar spine. This was not permanently aggravated or accelerated to a material degree by the incidents in question. The Petitioner has been able to continue working as a porter at Bally's Casino, the same position he held with the insured at the time of his alleged injuries.
