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Dictation Time Length: 08:33
May 3, 2022
RE:
Froylan Cortez

History of Accident/Illness and Treatment: The examinee was accompanied to the evaluation by an individual named Genri Perez who assisted him in completion of his intake form. Our in-office bilingual medical assistant/scribe was also present to assist.

According to the information obtained from the examinee in this fashion, Froylan Cortez is a 27-year-old male who was injured at work on 08/07/20. He fell off of a ladder while cutting a tree. As a result, he believes he injured his right wrist, left elbow, both knees, his nose, and teeth, and with time, he had back pain. He did go to Inspira Emergency Room the same day. He had further evaluation leading to diagnoses of a fractured right wrist and left elbow. He did undergo surgery on the wrist on 08/09/20 consisting of metal implants. He did not undergo surgery on any of the other injured areas. He completed his course of active treatment in March 2021.

Per his Claim Petition, Mr. Cortez fell out of a tree and sustained permanent injury to both arms, the left leg, and right wrist. Treatment records show he was seen at Virtua Emergency Room on 08/07/20. He underwent numerous x-rays and CAT scans to be INSERTED here. He was found to have a comminuted impacted intraarticular distal radius fracture that was reduced in the emergency room under sedation. Post procedure, he was splinted. His left arm was placed in a sling and his left leg in a knee immobilizer. He was going to be admitted for pain management and further orthopedic evaluation.

On 08/07/20, he did undergo a surgery to be INSERTED here. He was discharged from the hospital on 08/10/20. His primary diagnoses were left knee effusion and partial or low-grade tearing of the medial collateral ligament; left radial neck fracture; right distal radius fracture; and right scaphoid fracture.

On 10/06/20, he was seen orthopedically by Dr. Haydel. He simply wrote a work status form stating he was seen that day and was unable to work until the next visit on 10/17/20.
PHYSICAL EXAMINATION

HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. There was a small tiny bump on the bridge of his nose centrally and towards the left. There was no tenderness by palpation of the skull or facial bones. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The nares were patent and the septum was midline. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

UPPER EXTREMITIES: Inspection revealed a rough texture, dirt under his fingernails, dirty palms and callus formation. There was swelling of the right wrist. There was healed scarring about the right wrist. On the volar aspect was a 4-inch healed surgical scar. On the dorsal aspect was a scar measuring 0.75 inches x 5/8th of an inch and was somewhat raised. Skin was otherwise normal in color, turgor, and temperature. Right wrist flexion was to 55 degrees and extension to 40 degrees, full radial and ulnar deviation. Motion of the left wrist, both shoulders, elbows and fingers was full in all planes without crepitus, tenderness, triggering, or locking. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. He was tender to palpation on the ulnar aspect of the volar right wrist, but there was none on the left. 
HANDS/WRISTS/ELBOWS: Phalen’s maneuver on the right was positive, but negative on the left. Finkelstein’s maneuver was positive on the right, but negative on the left. Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.

LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. Inspection revealed chafing of the right knee, but no swelling, atrophy, or effusions. Skin was otherwise normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Normal macro
THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. He was tender in the midline at T9. There was no winging of the scapulae.

LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on his heels and toes without difficulty. He changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He flexed fully to 90 degrees and complained of tenderness while doing so. Extension, bilateral rotation and sidebending were full without discomfort. There was tenderness to palpation about the right sacroiliac joint, but not the left. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

On 08/07/20, Froylan Cortez fell from a tree while he was at work. He was seen at the emergency room the same day and underwent numerous diagnostic studies. He was admitted and injured areas were immobilized. He began physical therapy and was discharged from the hospital on 08/10/20. While at the hospital, he did undergo surgery on the wrist to be INSERTED here.
He was seen at Reconstructive Orthopedics on 10/06/20 that excused him from work until 10/17/20. He was advised to wean out of his knee brace and attend physical therapy. He also reportedly returned to Virtua Health on 10/09/20 regarding a closed fracture of the distal end of the right radius with routine healing. He was referred to Virtua Hand Surgery & Rehabilitation Center. He then was seen by Dr. Bodin in that regard and cleared him for light duty work.

The current examination found Mr. Cortez had swelling, decreased range of motion of the right wrist. There were skin changes on his hands consistent with ongoing physically rigorous manual activities. Phalen’s and Finkelstein’s maneuvers on the right were positive. He had full range of motion of the lower extremities with chafing of the right knee. He had full range of motion of the cervical, thoracic and lumbar spines with no signs of disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.

This case represents 10% permanent partial disability referable to the statutory right hand. There is 0% permanent partial or total disability referable to the left leg or either arm.
