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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Lubin Hernandez III
CASE ID: 3068584
DATE OF BIRTH: 10/07/1971
DATE OF EXAM: 05/03/2022
Chief Complaints: Mr. Lubin Hernandez is a 50-year-old Hispanic male who appeared extremely frustrated with his medical problems and was at times appearing sort of angry because he seemed to be in lot of pain. His major problems include:
1. Recent diagnosis of type II diabetes mellitus.

2. History of COVID pneumonia last year for which he was in the hospital for 17 days.

3. History of back surgery in 2017. He states he had back pain for a long time, but he finally got surgery done and he states he was barely good for 2 to 3 months and now he is back to the same shape again.

4. History of two strokes.
History of Present Illness: He states his first stroke was in 2015. He states he was angry and he felt his vision to be foggy. His blood pressure increased. He seemed to be under increased stress. He went to the doctor and he was told he had heart enlargement too and he developed stroke affecting the left side of his body and was admitted. He states he was weak for about six months, but he barely then got his strength back on the left side. He states in 2021, he was waking up and he was home and he did not feel himself, his body was shaking and he went to the hospital and he was weak on the right side of his body. He did not have any speech trouble. He did not have any seizure. He did not have any vision problems, but he was told that he had a stroke affecting right side of his body. This happened in 2021. He states 2021 was a bad year for him because he got COVID pneumonia, he got a stroke on the right side and he got diagnosed with full-scale type II diabetes mellitus.
Operations: Just include a back surgery in 2017.
Medications: Medications at home include:

1. Carvedilol.

2. Amlodipine.

3. Metformin.

4. Aspirin.
Allergies: None known.
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Personal History: He is married. He has five children between ages 25 and 33. He used to smoke one to one and half packs of cigarettes a day for past 31 years, but quit in 2015. He occasionally drinks alcohol. He denies use of any drugs. He was continuously sighing with pain. He states since he had the back surgery his gait has become crooked and his spine has become crooked in that he moves his whole right side of the body at a different angle than the rest of the body. He has onychomycosis of toenails. He denies any chest pains, but he gives history of shortness of breath and fatigue and difficulty walking. He states the days he does not have back pain he is in better mood and can do a little bit work, but otherwise because of his right-sided weakness he has a bad grip, he drops things from the hand, he cannot even hold a coffee cup. He has done education up to 10th grade and then he did some construction work all his life and then he drove trailers behind the trucks. He has not had any job in past one year.
Review of Systems: He denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain.
Physical Examination:
General: Exam reveals Mr. Lubin Hernandez III to be a 50-year-old Hispanic male who is awake, alert, oriented and in distress. He was using a cane for ambulation. His gait was extremely abnormal. He could barely walk a few steps and he had to straighten out multiple times when he got up from the chair. He could not hop, squat, or tandem walk. He had hard time picking up a pencil. He could not button his clothes. He is right-handed.
Vital Signs:
Height 6’.
Weight 290 pounds.
Blood pressure 130/88.
Pulse 75 per minute.
Pulse oximetry 98%.
Temperature 97.4.
BMI 39.

Snellen’s Test: Vision without glasses:

Right eye 20/100.
Left eye 20/100.
Both eyes 20/70.
Vision with glasses:

Right eye 20/20.

Left eye 20/20.

Both eyes 20/20.
He has glasses, but he has no hearing aid.

Head: Normocephalic.
Eyes: Pupils are equal and reacting to light.
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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. Signs of chronic venous insufficiency in both lower legs, right leg more than the left leg. Onychomycosis of all toenails. There is +1 pitting edema in both lower legs. Peripheral pulses are palpable.
Neurologic: Cranial nerves II through XII are intact. He has slight weakness of right side of his body. His motor strength is grade 4 power in right upper and right lower extremity. He is able to do finger-nose testing on both sides. There is no nystagmus. There is no cyanosis. His Romberg’s is positive. His reflexes are barely 1+ throughout. His right hand grip is poor. He can barely raise his right upper extremity to about 100 degrees. He cannot raise it above his head. There is a scar about 5 inches in the lower back of previous back surgery. The patient’s gait is definitely abnormal as he walks in a crooked fashion with his upper body twisted on the right side and barely can take a few steps.
Review of Records per TRC: Reveals records of 06/25/2021 and discharge of 06/26/2021. The patient was admitted with diabetes mellitus, hypertension and hyperlipidemia, admitted with dizziness and he has chronic hypertension and blood pressure was not controlled and felt dizzy. He was started on amlodipine along with advice to continue Coreg. The Coreg was held because of sinus bradycardia, heart rate in 50s. The potassium was low to 3.3 and potassium replacement was done.
For the admission in June 2021, the patient’s blood pressure was high and potassium was low and blood pressure was brought under control. His dizziness was because he was significantly bradycardic and his clonidine was withheld. There was no evidence of stroke. There is another note of January 2022, of HealthPoint by Yolanda Sahagun where the patient was seen with type II diabetes mellitus. His A1c was 5.7. He had leg edema. His medicines were refilled. There was no microalbumin in urine and his kidney function was normal. His LDL was at goal. His med list reconciled. Onychomycosis of toenails was noted. The circulation appeared normal. There is a history of possible duodenal ulcer in July 2021. There is no history of substance abuse.
Specifically Answering Questions for Disability: His gait is abnormal and station is abnormal. He has difficulty dressing and undressing for the exam. He has difficulty getting on and off the examination table. He cannot do heel and toe walking. He cannot squat. He cannot rise from a sitting position and he cannot tandem walk. His muscle strength is generalized grade 4/5 all over. Reflexes are 1+ throughout and sensory system appeared intact. He states he gets muscle fatigue with repetitive exercise. He states he can barely walk a few steps. His straight leg raising was about 10 to 15 degrees on the right side and was about 60 degrees on the left side. He cannot do heel and toe walking and cannot squat. His both knees have painful range of motion of joints. There did not seem to be effusion or periarticular swelling or tenderness, heat or redness.
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The patient has not been able to go back to work and does not drive for past one year and it is his pain that is disrupting his functional and daily activity. He is using a cane for ambulation. He could probably use even a walker for ambulation as his gait was very unsteady. His grip strength is weak on the right side. He is right-handed. His pinch strength is weak. He states he drops things. He states he is feeling so weak and so much in pain that he is not able to perform gross or motor functions. His dominant hand is right hand. He has inability to pinch, grasp, even shaking hands is difficult, writing is difficult and manipulating objects like a coin, pen or a cup is difficult. His impairment because of severe pain in the back affects his ability to sit, stand, move about, carry and handle.
The Patient’s Problems:
1. Severe back pain.

2. History of back surgery in 2017.

3. Abnormal gait.

4. History of stroke affecting left side of the body in 2015.

5. History of stroke affecting right side of the body in 2021.

6. History of severe COVID pneumonia for which he was hospitalized for 17 days. He states he refuses intubation because two of his friends died after they were intubated. So, he was given high-flow oxygen.

7. History of diagnosis of type II diabetes mellitus for past one year.

8. History of borderline diabetes in the past.

9. History of hypertension is present.

10. History of two strokes with left hemiparesis that has cleared up in 2015, and then history of right-sided stroke in 2021.

11. History of tobacco use is present.
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