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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Jesse Ray Lara Jr.
CASE ID: 2921142
DATE OF BIRTH: 01/06/1977
DATE OF EXAM: 04/26/2022
Chief Complaints: Mr. Jesse Lara is a 45-year-old white male who is here with chief complaints of:
1. Neck pain.

2. Back pain.

3. History of diverticulitis.
History of Present Illness: The patient states for past one to two years, he has had pain in the neck radiating to both arms and pain in the lower back radiating to both legs. He states he was referred to spine surgeons and he has been told he has severe spinal stenosis affecting the whole spine. He has history of numbness in the tips of his fingers. He denies any bowel or bladder problems. He denies any back injuries. He states because of his back and neck pain, his balance is not good. He is not able to bend forward. He does drop things from his hands. He states he had lot of stomach problems last year and he was admitted and his diagnosis was diverticulitis. He states now he knows when to take the antibiotics. So, he had another attack of diverticulitis and he took antibiotics, but did not have to go back to the hospital. He states he has had multiple shots in his neck and back for pain, but he states they do not work. He has had six shots in the back and six in the neck. He states he has not gone to work since August 2021. He has not had any injuries.
Operations: Include appendectomy when he was 25-year-old.

Medications: Medications at home include:

1. Tylenol No.3.
2. Advil.
3. Baclofen 10 mg p.r.n.

4. Methocarbamol 750 mg q.4h.
5. Celebrex 200 mg a day.
6. He states his neck problem is giving him also migraine headaches, he got put on Maxalt for migraine headaches.
Allergies: PENICILLIN and SULFA.
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Personal History: He states he finished high school. He worked as a diesel mechanic and did construction work up until August 2021. He is married. He has three children, youngest is 17-year-old. He does not smoke. He does not drink. He states he used to smoke five years ago and he used to drink alcohol five years ago.
Family History: His father is deceased; had a heart attack at age 54. Mother has hypertension. He has one brother in good health.
Review of Systems: He has neck pain radiating to both arms and tingling and numbness of his both hands and dull sensation to touch on the tips of his fingers especially second and third fingers and he is not able to walk. He is not able to lift. His balance is not good. He has gained weight. His appetite is good. He has been home without work for past one year.
Physical Examination:
General: Exam reveals Mr. Jesse Lara to be a 45-year-old white male who is awake, alert, oriented and in no acute distress. He is not using any assistive device for ambulation, but his gait is abnormal. The range of motion of the lumbar spine has decreased by about 75%. He is right-handed.

Vital Signs:
Height 5’6”.
Weight 320 pounds.
Blood pressure 120/80.
Pulse 66 per minute.
Pulse oximetry 99%.
Temperature 97.3.
BMI 52.

Snellen’s Test: Vision without glasses:

Right eye 20/200.
Left eye 20/100.
Both eyes 20/100.
Vision with glasses:

Right eye 20/25.

Left eye 20/25.

Both eyes 20/20.
He does not have hearing aid.

He does have glasses.

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.
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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. He has got a fair grip in a sitting position though range of motion of C-spine is decreased by 50% and range of motion of L-spine is decreased by about 75%. He tried to dress and undress for the exam in a very awkward position of removing his shoes and socks. He states he does not drive because sitting for a while causes him to have pain and numbness in his hands and legs and he was brought to the office by his wife who drove him to the office.
X-ray of the C-spine shows some degenerative changes in the lower cervical spine. X-ray of the chest is negative. X-ray of the lumbar spine shows mild degenerative changes. No MRI results are available.
Specifically Answering Questions for Disability: The patient’s gait is abnormal. He is not able to sit for a while. He has to keep changing his positions to be comfortable. He has difficulty in dressing and undressing, difficulty getting on and off the examination table. He could not stand on heel and toes. He could not squat. He had difficulty rising from even sitting position and he could not tandem walk. The range of motion of lumbar spine is decreased by about 75%. Range of motion of C-spine is decreased by 50%. Range of motion overall on weightbearing joints in a sitting position is normal. He has had MCL ligament surgery on the left knee. His muscle strength overall is 4/5. There is no atrophy of any muscles. Repetitive activity like lifting things or walking for a while causes him to have increased pain. Straight leg raising is just 30 degrees on both sides. He cannot do heel and toe walking and he cannot squat. There is no evidence of any effusion, periarticular swelling, tenderness, heat, redness. The patient has pain in back of his neck and lower back. The patient uses Tylenol No.3 as well as muscle relaxants. He has had multiple steroid shots in the back and neck. His daily activity restrictions are there because of severe pain and has not been able to go back to work. No handheld assistive devices used. He is able to raise his arms overhead, but he states only for a short time, otherwise he gets dizzy. He has a fair grip strength, a pinch strength, but gets numb if he has to hold things for a while like more than five minutes. He is right-handed. He can grasp and shake things. He is able to write and manipulate objects, but only transitorily for short time. There is no evidence of cough, labored breathing. No use of accessory muscles of respiration. No audible wheezing. No pallor. No cyanosis. No hoarseness. No clubbing of fingers. No chest wall deformity. There is no history of asthma. He is not on any medicines for asthma. He is not on any bronchodilators.
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The Patient’s Major Problems by History:
1. Severe spinal stenosis affecting his C-spine and L-spine with no response to steroid injections in the back and neck.

2. History of diverticulitis at least two recent episodes.

3. History of appendectomy.

4. History of MCL repair of the left knee several years ago.
5. Obesity is present.
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