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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Lindsey H. Jones
CASE ID#: 1898623
DATE OF BIRTH: 10/25/1983
DATE OF EXAM: 03/14/2022
Chief Complaints: Lindsey H. Jones is a 38-year-old white female who is here with chief complaints of severe COVID-19 infection and pneumonia in March 2021.
History of Present Illness: The patient states she and her husband and her children all decided not to take the COVID shots or the booster and all of them got exposed to COVID-19. Her husband got COVID-19 a mild infection for couple of days and all the three children got it, but a mild one, but she was the one who got a bad infection. She went to Scott & White Emergency Room in College Station from where she was admitted. She was found to have COVID-19 pneumonia. She states with the pneumonia and COVID-19 she has intubated and she had two strokes as she was chronically ill. She was transferred to Scott & White Hospital in Temple, Texas where she stayed for more than a month. The patient burst out crying telling her story about COVID-19. She states she has probably developed more immunity and still does not believe in COVID-19 vaccinations and has not taken anything. She states during both strokes she developed weakness of the right side of the body. She states during the second stroke they did not put her even in the COVID ward, but was in a regular stroke intensive care unit. She had suffered speech problems and she needed speech therapy. She developed kidney problems that seemed to have resolved. She has history of postpartum depression after her delivery of youngest child and she felt significantly depressed after COVID-19. She states she has almost recovered from COVID-19 except she knows she is a little bit weaker on the right side compared to the left side. She does not use any assistive device for ambulation. She drove herself to my office for the exam. She is not having any cough or shortness of breath. She dresses and undresses herself. She bathes herself. She is not going for any therapy. Speech problem is cleared up.
She states she has recovered from the COVID pneumonia. She states she still feels somewhat depressed about her situation.

Medications: Her medicines at home include:

1. Toprol-XL 100 mg a day.

2. Losartan 100 mg a day.

3. Eliquis 5 mg twice a day.
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4. Zolpidem 5 mg at bedtime.

5. Topamax for mood problems 50 mg.

6. Atorvastatin 40 mg a day.
7. Cymbalta 30 mg a day.
8. Famotidine 20 mg a day.

9. Ipratropium bromide and albuterol inhaler through nebulizer.

10. Tizanidine 4 mg.

11. Gabapentin 100 mg as needed.
Allergies: None known.

Personal History: She finished high school. She worked for about 10-11 years doing banking . She worked as a teller and a hiring supervisor for different banks and her last job was about 11 years ago. She is married. She has three children, youngest is 11-year-old. She does not smoke. She does not drink. She does not do drugs. She states she has been a homemaker for several years. The patient states her husband is self-employed doing construction work, but he also had to quit working to take care of her when she was in the hospital in Temple, Texas.
I have no records from Scott & White available to see where exactly she had the strokes and what was the course of the illness or anything.
She does not use drugs.

Review of Systems: She denies any cough, chest pain, shortness of breath, nausea, vomiting or diarrhea or abdominal pain. Her mood is on the depressed side. She has had history of depression in the past, but no suicidal ideations.
Physical Examination:
General: Exam reveals Ms. Lindsey Jones to be a 38-year-old white female who is awake, alert, oriented and in no acute distress. She is not using any assistive device for ambulation. She is able to dress and undress for the physical exam without difficulty. The patient did burst into tears couple of times while I was taking the history about her problem with COVID pneumonia and strokes related to COVID. She is left-handed.
Vital Signs:
Height 5’4”.
Weight 225 pounds.
Blood pressure 150/100.
Pulse 77 per minute.
Pulse oximetry 99%.
Temperature 96.
BMI 39.
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Snellen’s Test: Vision:
Right eye 20/20.
Left eye 20/20.
Both eyes 20/20.
She does have contacts.
She does not have a hearing aid.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid not palpable.
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: She can hop, squat, and tandem walk. She can pick up a pencil and button her clothes. She is left-handed. She has got a good grip. She seemed to have a little bit of balance problems on walking. Her speech problem is cleared up.
The patient was the sole historian as she comes by herself to the office and she drove herself to the office.

Specifically Answering Questions for TRC: Her gait and station was normal. She has ability to dress and undress, get on and off the examination table, squat and rise and tandem walk and heel and toe walk. Range of motion of the spine appeared normal. Range of motion of weight bearing joints appeared normal. Muscle strength is 5/5. Straight leg raising is about 90 degrees on both sides. She has ability to squat. She has ability to maintain concentration and tolerate work stress. Motor system, sensory system and reflexes appear normal. There is no evidence of muscle atrophy. She is left-handed. She has got a good grip in her left hand. Alternate pronation and supination of both hands is normal. She is able to pinch. She is able to approximate her fingers on the left hand.
Review of Records per TRC: Reveals records of May 26, 2021, where it shows the patient having multifocal posterior circulation infarcts, greatest involving right cerebral hemisphere and mild hydrocephalus noted is improved. CT stroke perfusion head on April 21, showed no evidence of acute ischemic infarction, but large area of oligemia involving bilateral cerebellar hemisphere and penumbra of 34 cc in the right cerebellar hemisphere and middle cerebellar peduncle possibly related to recent infarctions, large vessel occlusion of basilar artery suspected *__________* acute embolus or thrombus. The patient’s Romberg’s was positive, but finger-nose testing, alternate pronation and supination of the hands were normal and there was no nystagmus and it looks like a speech evaluation was done, which showed voice with good quality, intensity, pitch and breath support. Language comprehension, she follows one, two and three step instructions. Comprehends conversation.
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She is able to count one to ten, count the days of the week and months of the year. She is able to repeat simple words. She had good attention, oriented to time, place and person. Immediate short-term and long-term memory as tested on 09/08/2021 was normal. Reasoning was normal. Problem solving was normal. Thought organization was normal.
The Patient’s Problems: Include:
1. History of severe COVID-19 pneumonia and two strokes, which happened about a year ago and was hospitalized for more than a month at Scott & White Clinic in Temple, Texas.

2. The patient seems to have recovered from her stroke as she was driving and able to handle things herself.
3. She has history of postpartum depression and did get a little bit more depressed after this COVID-19 pneumonia and two strokes.
The other patient’s problems include:

4. History of kidney stone removal, lithotripsy in 2004.

5. Dilatation and curettage for period problems in 2006.

6. In 2021, she had a surgery to remove the blood clot from the brain by using the inguinal approach.
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