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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Marvin Daniel Smith

CASE ID: 2160581

DATE OF BIRTH: 07/28/1985
DATE OF EXAM: 04/04/2022
Chief Complaints: Mr. Marvin Daniel Smith is a 36-year-old white male who is here with:

1. Congestive heart failure.

2. Cardiomyopathy.

3. Poor ejection fraction.

4. Defibrillator placement.

History of Present Illness: The patient states he worked for an oilfield company as a mechanic for several years, but he states he got into a wrong crowd and for past two years prior to his heart problem, he started taking methamphetamine and after he had been on it for several years, he was developing some shortness of breath and tachycardia and irregular heartbeat for which reason he was seen in the emergency room and diagnosed as having cardiomyopathy and irregular heartbeat. He states he has gone into atrial fibrillation several times and he had to be zapped several times for conversion. He states he has been found that he does not have any blockage of coronary arteries. He states he quit his work and he started having heart problems in 2018.

Past Medical History:
1. History of irregular heartbeat.

2. History of chronic congestive heart failure with poor ejection fraction.

Medications: Medications at home are multiple that include:

1. Torsemide.

2. Warfarin.

3. Ramipril.

4. Carvedilol.

Allergies: None known.

Personal History: He finished high school and then went to work for oilfield for several years. He is married. He has no children of his own. He has three stepchildren, the youngest is 22-year-old. He does smoke half a pack of cigarettes a day for at least 11 years. He states he stopped drinking alcohol or doing drugs.
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Review of Systems: He gets tachycardia and episodes of irregular heartbeat, which was found to be atrial fibrillation and hence he is on blood thinner. He is short of breath on mildest exertion. I felt while he was dressing and undressing for the exam he became short of breath huffing and puffing. He denies any chest pain. He gives history of leg edema. He gives history of fatigue. He states he and his wife both are living with his paternal grandmother who helps support them.

Physical Examination:
General: Exam reveals Mr. Marvin Daniel Smith to be a 36-year-old white male who is awake, alert, and oriented, in mild distress because of shortness of breath. He is right-handed.

Vital Signs:

Height 5’9”.

Weight 266 pounds.

Blood pressure 170/110.

Pulse 94 per minute.

Pulse oximetry 98%.

Temperature 96.7.

BMI 39.

Snellen’s Test: His vision without glasses:

Right eye 20/40.

Left eye 20/100.

Both eyes 20/30.

He does not have contacts. He does not have hearing aids.

Head: Normocephalic.

Eyes: Pupils are 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. There is a pacemaker defibrillator in place on the left upper chest. There seems to be a grade 2-3/6 systolic murmur and also grade 2-3/6 diastolic murmur that I can hear, possible S3 gallop is present.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. +1 pitting edema is present. Signs of chronic venous insufficiency are seen. H has onychomycosis of all the toenails.

Neurologic: Cranial nerves II through XII are intact. Overall, motor system, sensory system and reflexes were normal. His grip in the right hand is good.

Review of Records per TRC: Reveals a hospital admission of 05/11/2021 and discharge of 05/16/2021 where the patient was admitted with acute on chronic congestive heart failure exacerbation with systolic dysfunction with ejection fraction of 15%, chronic kidney disease stage III, acute respiratory failure with hypoxia secondary to congestive heart failure, chronic methamphetamine abuse and nonischemic cardiomyopathy.
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A chest x-ray done showed no acute cardiopulmonary abnormality. Right upper quadrant ultrasound done shows no abnormality. Hemoglobin of 14, hematocrit 46, platelets 207,000. BUN 22, creatinine 1.7. BNP was 481 on admission. Total bilirubin 2.9 and albumin 3.4. Urine drug screen positive for methamphetamine use. Acute hepatitis panel was negative.
Medications: The patient was discharged on:

1. Spironolactone 50 mg a day.

2. Hydralazine 25 mg three times a day.

3. Aspirin 81 mg a day.

4. Sodium bicarbonate 650 mg twice a day.

5. Carvedilol 6.25 mg twice a day.

6. Torsemide 20 mg in the morning and afternoon.

7. Eliquis 5 mg twice a day.

8. Isosorbide 20 mg three times a day.

9. Lisinopril 10 mg twice a day.

The Patient’s Problems are:

1. Chronic congestive heart failure.

2. History of methamphetamine use.

3. History of defibrillator in place.

4. History of atrial fibrillation intermittently. The patient is on chronic anticoagulation on warfarin. The ejection fraction what he knows last was 15 to 20%.
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