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INTERNAL MEDICINE EXAM FOR DISABILITY EVALUATION
Patient Name: Cody Ray Hurt

CASE ID#: 2564921

DATE OF BIRTH: 02/06/1977

DATE OF EXAM: 04/07/2022

Chief Complaints: Mr. Cody Ray Hurt is a 45-year-old male who is here with chief complaints of generalized pain.

History of Present Illness: The patient states he has done construction work all his life. His main problem started when he was cutting a tree in 2014 and apparently he fell down about 20 feet while cutting the tree and he states he hurt his back and neck. He states he was taken to Seton Medical Center Hospital where he was examined and put in the hospital for two days. He was told he had broken his T9, T10 and T11 vertebrae, lacerated his kidney and he broke some ribs. He states he was sent home on pain pills. He states he went back to work a few days later, but his performance was not good and wherever he started working, because he would miss days because of pain, that he would not have a job at that place and he would be fired. He denies any bowel or bladder problems. He states for the past two to three years his pains have gotten really worse. He states he has low back pain that radiates to both lower legs. He denies bowel or bladder problems. He states his neck hurts. He states he has a cane at home that he uses for ambulation. He states he cannot drive because of pain and he was brought to the office by his friend. He states for the past couple of years he worked as an electrician helper, but even that he could not work and he could not stand for a while, so he quit his last job. His last job working as an electrician helper was about six to eight months ago.

Past Medical History: No history of diabetes, hypertension, or asthma. 

Medications: Medicines at home none.

Personal History: He finished high school. He is single. He has no children. He smokes half a pack of cigarettes a day for the past 20 years. Occasionally drinks alcohol.

Allergies: He is allergic to ERYTHROMYCIN.
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Family History: Noncontributory.

Operations: Ruptured appendix and appendectomy.

He states sometimes he does a little bit things a few hours here or there just to make money for food.

Family History: Father died in 2016 of throat cancer and COPD. His mother died six weeks later of lung cancer and diabetes mellitus. He has three sisters – one with lupus and one with epilepsy and one is healthy. He states the place where he worked did not have any workmen’s compensation. 

Review of Systems: The patient seems to be in chronic pain, unable to walk properly. He appears in distress because of pain. His gait is abnormal. He has frequent falls. 

Physical Examination:
General: Exam reveals Mr. Cody Ray Hurt to be a 45-year-old male who is awake, alert and oriented and in mild distress. He did not bring any cane or assistive device to the office, but he uses it at home. He was wearing a back brace on the day of exam. His gait was extremely abnormal with broad based slow careful gait. He cannot hop, squat or tandem walk. He had a hard time picking up a pencil. He is left-handed. He can button his clothes. Range of motion of every joint of his body appeared extremely painful and slow. He is left handed.

Vital Signs:

Height 5’5"

Weight 152 pounds

Blood pressure 116/76

Pulse 81 per minute

Pulse oximetry 98%

Temperature 96.8

BMI 25

Snellen’s Test: His vision without glasses:

Right eye 20/200
Left eye 20/100

Both eyes 20/100
With glasses, vision: 
Right eye 20/50

Left eye 20/40

Both eyes 20/30

He does not have hearing aides. He has glasses. 
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Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. Thyroid is not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema. His straight leg raising is barely 30 degrees on both sides in supine and in sitting position. Range of motion of L spine is decreased by about 90%, but there does not seem to be any muscle atrophy. He has a fair grip though he is slow in even making a grip and winces with pain when he makes a grip. He is able to raise his both upper extremities above his head, but he does it extremely slowly. It is like he is in so much pain that he is able to do whatever I asked him to do in a slow motion. 

Neurologic: Cranial nerves II through XII are intact. There is no muscle atrophy. Reflexes are 1+ throughout. Alternate pronation and supination of the hands is normal. Romberg’s is positive.

Review of Records per TRC: Records of Scott & White Clinic in Taylor, Texas, where the patient was seen on 03/16/20 with history of lumbar and sacral spinal injury five years before and he had complained of stiffness of neck on lateral head flexion, weakness of the right upper extremity. The patient has used marijuana. Azithromycin causes anaphylaxis. The patient appeared in distress even when he was seen in 2020 with pain. The patient at that time had right paracervical muscle spasm and tenderness, right trapezius tenderness and it was felt that the patient had cervical paraspinal muscle spasm following traumatic spinal injury several years ago. They thought it was low likelihood for any acute neurologic emergency or stroke. He was advised followup with ortho. A CT of the cervical spine without contrast done in March 2020 shows no acute cervical fracture. No high-grade central spinal canal stenosis. At C6-C7 facet arthropathy and some vertebral spurring contribute to severe right and moderately severe left neuroforaminal stenosis. There is straightening of the cervical lordosis. The patient was advised Flexeril. He does not know if any lumbar spine MRI was ever done or not. The patient’s range of motion of C-spine is also decreased by about 90%. He has no nystagmus. Every part of his body works in a extremely slow motion because of increased pain.

The Patient’s Problems:

1. History of back injury and cervical spine injury probably in 2014 when he fell off a tree while cutting the tree. He had fallen off about 20 feet from the ground from the tree and got just some emergency care and had no proper long-term followup. 

Cody Ray Hurt 

Page 4

He continued to work with pain, but they would let him go because he would not be regular in coming to work and cannot do his performance because of increased pain.

2. Generalized acute pain making the patient in distress.

3. History of fall 20 feet from the ground while cutting a tree in 2014.
4. History of back injury reported at that time and neck injury.

5. The patient was seen in 2020 at Scott & White Clinic with severe neck pain and was found to have spinal stenosis and cervical spondylosis with narrowing of the canal at C5-C6 levels.

6. History of musculoskeletal low back pain.

7. Abnormal gait.
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