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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Missael Barreto
CASE ID: 2355429
DATE OF BIRTH: 01/25/1977
DATE OF EXAM: 04/11/2022
Chief Complaints: Mr. Barreto is retired from US Army after giving service from the year 2000 to 2015. He states he is already on disability from the VA for severe PTSD. He states VA is fully aware that he hurt his right shoulder and lower back when he was in the VA.
History of Present Illness: He states while he was in the army he fell from a generator while he was in Germany and hurt his left shoulder. He has not had any surgery on the shoulder done. His shoulder injury was in the year 2006. He states he was in the infantry and he has witnessed too many war atrocities on either party and the patient has lot of PTSD about that. The patient has witnessed death and being shot. He states he does videoconference with the psychologist every few months. He states he has had no surgeries done. He has had reduction in range of motion of his right shoulder.
He has had major depression and suicide attempt. He tried to slash his wrist and he was admitted to VA Hospital in San Antonio. He states after retiring from the army he worked as a border patrol agent where also he sustained PTSD.
He states he has had a sort of depressed affect after working on the frontline in the Infantry Division in the U.S. Army. He states he has hard time sleeping. He drove himself to the office.

Medications: He does not remember the name of the medicine and did not bring the medicines with him, but he states he takes genetic Prozac and duloxetine.
Personal History: He states he is married. He has two daughters. He states he finished high school. He does not smoke. He does not drink. He does not do drugs.

Family History: His father is deceased.
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Physical Examination:
General: Exam reveals Mr. Missael Barreto to be a 45-year-old white male who is awake, alert, oriented, in no acute distress. He is not using any assistive device for ambulation. He is able to get on and off the examination table slowly. He is able to dress and undress for the physical exam slowly. He can hop, squat and tandem walk. He can pick up a pencil and button his clothes. He is right-handed.
Vital Signs:
Height 5’8”.
Weight 190 pounds.
Blood pressure 116/80.
Pulse 59 per minute.
Pulse oximetry 98%.
Temperature 96.5.
BMI 29.

Snellen’s Test: Vision without glasses:

Right eye 20/30.
Left eye 20/40.
Both eyes 20/25.
He does not have contacts or glasses or no hearing aid.
Head: Normocephalic.
Eyes: Pupils 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: Cranial nerves II through XII are intact. Overall, motor system, sensory system and reflexes are normal except for his right shoulder where he can lift his shoulder up to about 100 degrees, but above that he starts having lot of pain. He has a fair grip on the right hand. There is no evidence of muscle atrophy.
Review of Records per TRC: Records sent per TRC for review are some records of May 4, 2021, where the patient had a telephone visit with his primary for right shoulder pain. His COVID screen was negative. His vital signs were good with good blood pressure. The patient was given a flu shot. Abuse and neglect screen was negative. The patient was referred to a VA MOVE! Program. His right shoulder pain and limited range of motion has been present since 2007, and likely caused by heavy lifting. At that time, he had some test results – vitamin D level was 49.3, sugar/glucose was 90 mg/dL, BUN 16 mg/dL, creatinine 1.2 mg/dL, sodium 140, potassium 4.0, chloride 105, CO2 27, and alkaline phosphatase 47. The patient was advised physical therapy, x-ray and MRI of the shoulder. Results are not available.
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The x-ray of the right shoulder shows degenerative changes of acromioclavicular joint with no acute fracture or dislocation.
The Patient’s Problems:
1. History of severe PTSD and major depression with history of suicide attempt for which reason he was admitted to VA Hospital in San Antonio.

2. History of right shoulder musculoskeletal pain with reduced range of motion. The patient states he is already on disability from VA for his shoulder pain. The patient is not using any assistive device for ambulation. He can squat, hop and tandem walk. He has a good grip on the right hand. He is able to pinch. There is no muscle atrophy.
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