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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: *__________* Garcia Jr.
CASE ID#: 1956291

DATE OF BIRTH: 03/22/1967

DATE OF EXAM: 04/05/2022

Chief Complaints: Mr. Garcia is a 55-year-old Hispanic male who is wheelchair bound who was brought to the office by his sister with chief complaints of:
1. Right below-knee amputation in 2021.
2. History of diabetes mellitus type II.
3. History of hypertension.

4. History of hyperlipidemia.

5. The patient also gives history of dyslexia.
History of Present Illness: The patient states he was at home in his house and he stepped on a screw and the screw kind of went inside his foot. He states he took it out and tried to doctor it himself, but it did not and got infected. He had one surgery done for severe wound infection in May 2021, but the infection was not getting better and was getting worse. So, he needed a right BK amputation on his right leg in July 2021. He states the wound had hard time healing and he does not have a prosthesis. He has some crutches, but he has fallen several times because he cannot walk properly with the crutches and to prevent further falls and injuries, he is using a wheelchair. He is moved in to live with his sister who has made the house handicapped and disabled house with all the bars and changed the bathrooms.
Past Medical History:
1. History of diabetes mellitus.

2. Hypertension.

3. Hyperlipidemia.

4. History of dyslexia.

Medications: Medications at home include:

1. Gabapentin 400 mg.
2. Insulin 70/30 30 units a day.

3. Furosemide 40 mg a day.
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4. Metformin 1000 mg a day.

5. Topamax 100 mg a day.

6. Divalproex 250 mg a day.

7. Lisinopril/HCTZ 10/12.5 mg a day.

8. Hydroxyzine 50 mg a day.

9. Vitamin C.
10. Calcium.

11. Vitamin B.

Allergies: None known.
Personal History: The patient went up to 10th grade and then did his GED. He states because of dyslexia he had trouble reading and even writing and the school basically passed him so that he would graduate. He is single. He does not have any children. He does smoke a few cigarettes and cigars here and there. He occasionally drinks alcohol socially. He denies use of any drugs. He states he worked as a chef for Red Lobster for 32 years till that closed down during pandemic, then he started working at Cracker Barrel as a dishwasher, but he had not worked since April 30, 2021. He gives another history for many, many years and that is history of seizure disorder. He states when his seizures are “small” his only both upper extremities shake, but when it is a big seizure the whole body shakes. He has seen the neurologist, had an EEG done and that has shown that the patient does have grand mal seizure activity. He states he had childhood seizures and then he was okay up until age 20 when the seizures started again and have continued. He states his last seizure was last week. He has not bitten his tongue, but he has had few episodes where he was incontinent. He states he gets an aura in which all of a sudden his brain tries to focus on something, it could be anything and like a stare. He knows that is coming on and then he has the seizures. So, his seizures really have never been under control and he has never been on Keppra.
Family History: His father died in 2020. His mother died in 2016. One sister deceased in 2007. There is strong family history of diabetes mellitus with father and mother and uncle and aunt and grandparents. He has not seen an eye doctor. He states he gets grand mal seizures when his “whole body locks up”, he loses speech. It takes about 20 minutes of postictal drowsiness with the seizures.
Review of Systems: He gets continued seizures “both small and large”. Basically, seizures are uncontrolled. The sister states he has trouble with funds because he has not worked in more than a year. He has lost about 20 pounds of weight. His appetite is fair.
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Physical Examination:
General: Exam reveals Mr. Garcia Jr. to be a 55-year-old white male who is awake, alert, oriented and in no acute distress. He is using a wheelchair for ambulation. He is right-handed.
Vital Signs:
Height 5’7”.

Weight 274 pounds.

Blood pressure 114/80.

Pulse 83 per minute.

Pulse oximetry 99%.

Temperature 96.3.
BMI 43.

Snellen’s Test: Vision without glasses:

Right eye 20/70.

Left eye 20/70.

Both eyes 20/50.

Vision with glasses:

Right eye 20/30.

Left eye 20/25.

Both eyes 20/25.

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. Distended. No organomegaly.

Extremities: No phlebitis. The right knee shows right below-the-knee amputation and there is marked erythema of the skin, a cyanotic looking skin around the right knee stump area. The left foot has hardly any pulse that is palpable. Severe onychomycosis of toenails of both feet is present. Severe onychomycosis of the hand nails is seen. There seemed to be some osteoarthritic deformities of flexion of PIP joints and several joints of his right foot. There is no nystagmus.
Neurologic: The patient has right BK amputation and is wheelchair bound. We cannot test his gait. The patient is unsteady. He did not bring his crutches and the sister states he has fallen down so many times using the crutches, so they are not letting him use the crutches. So, he is not able to ambulate and was wheelchair bound. He states he is able to dress and undress himself. He needed assistance in getting on and off the table. He cannot do heel and toe walking. He cannot squat and has hard time rising from squatted position and difficulty in tandem walk. The range of motion of lumbar spine is normal in sitting position. The range of motion of all weight bearing joints is best within normal limits.
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Muscle strength is about 4/5 all over and the patient feels his muscles have become flabby. The patient cannot do heel and toe walking and cannot squat. The patient has severe peripheral vascular disease affecting the left leg and also has severe diabetic neuropathy and has severe onychomycosis of toenails. He is not able to get any sensation over his feet. He is able to use his hands, but there seem to be osteoarthritic deformities of index finger and ring finger.
Review of Records per TRC: Reveals records of Dr. Grady Hogue for admission of 07/20/2021 and discharge of 07/22/2021 where it reveals the patient has diabetic foot infection, has a Charcot’s foot refractory to medical care, exhausted all nonsurgical care. The patient has obesity with BMI of 44 and hypertension and a right below-the-knee amputation was done. The patient was sent home on 10 tablets of Norco and gabapentin 300 mg three times a day. The patient had some imaging done that shows calcification of his tibiofemoral vessels. He was weighing more than 300 pounds and has just recently lost weight. The patient had a large fungating appearing wound on lateral aspect of his right lateral malleolus as well as proximally in the leg. There seems to be a healed puncture wound. The patient has had an abdominopelvic CT done, which shows perinephric stranding and distended bladder, was given ibuprofen and Flexeril.
Impression: This is an unfortunate gentleman who is wheelchair bound following right BK amputation. The amputated area the wound has closed finally as per the patient, but there is lot of cyanosis and erythema of the skin around the area of the stump. The patient has good movement of the stump. There were no signs of osteomyelitis on x-ray of tibia or fibula as per x-ray done in 2021. So, he has:
1. Right BK amputation and is wheelchair bound as he is not able to get a prosthesis yet because of lack of insurance.
2. Type II diabetes mellitus.
3. Hypertension.

4. Hyperlipidemia.
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