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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Tami D. Bachert
CASE ID #: 2303185

DATE OF BIRTH: 08/12/1970

DATE OF EXAM: 05/10/2022
Chief Complaints: Tami D. Bachert is a 51-year-old white female who is here with multiple medical problems mostly with mental health problems. She has history of:

1. Severe PTSD.

2. Major depression.

3. Bipolar disorder.

4. History of use of drugs. She has been in alcohol and drug rehab twice.

History of Present Illness: The patient states she has come to a condition where she has no car, no money and is dependent on different people for her daily needs. She broke out crying. She states because of her living conditions she has a boyfriend who comes and sees her and beats her up and the patient showed me black-and-blue marks on different parts of her body, which she sustained over the weekend when he beat her up. She states she has been in abusive relationships with different men multiple times and she states one time she got pushed out of bed and hurt her left shoulder and she called the ambulance to take her to hospital, but she only complained of left shoulder pain, but not that she was injured by somebody. She states she is always restless and has severe anxiety. She gives history of some kind of seizure disorder, which appeared to be grand mal seizures, but could be alcohol related or alcohol withdrawal seizures. She was not able to describe a full seizure to me. She states her last seizure was about one and half years ago. She denies any aura. She denies biting of the tongue. She denies postictal state. She states she cannot tell me how many years she has had the seizure, but she states she has gone to emergency room multiple times and they told her they were grand mal seizures.

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

Medications: Medicines at home are multiple and include:

1. Naltrexone 50 mg a day.

2. Depakote ER 500 mg three tablets at bedtime.

3. Hydroxyzine 100 mg three times a day.

4. Seroquel 100 mg two tablets at bedtime for seven days.

5. Ropinirole 1 mg at bedtime.

6. Propranolol 20 mg twice a day.
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Allergies: TRAMADOL and EFFEXOR.
Personal History: She states she finished high school and she states she worked as a prison guard for several years and then she worked as an assistant to a president of a company for several years. She worked for the Census. Her last job was in 2010. She is single. She has no children. She does not smoke. She states she is not drinking any more alcohol as she in on naltrexone. She states she has severe PTSD now because of sexual abuse and she states she was raped when she was 14 years old and the patient broke out crying. She states that was the time she started her behavior change. She states she still has parents that are living. She states at times she has been found to have slightly elevated blood pressure because of alcohol. She states she has had multiple mental health hospitalizations. She states there is strong family history of bipolar disorder with the patient’s mother and the patient’s maternal grandmother. She states she has worked several years and it is her condition right now of no food, no money, being abused by men she comes into contact and she states her latest boyfriend is one who she dated when she was in high school, but now his behavior has changed and he beats her up and she states she has no choice because she depends on him for money, for food, and for rides. She states she was brought to the office by a girlfriend as she has no car.

Review of Systems: She denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain. She has not lost weight.

Physical Examination:
General: Exam reveals Tami D. Bachert to be a 51-year-old white female who is awake, alert and oriented, in no acute distress. She was well-dressed, neat and clean. She was not using any assistive device for ambulation. She wore 3 inches high heel sandals to the office. She is right-handed.

Vital Signs:

Height 5’7”.

Weight 159 pounds.

Blood pressure 120/80.

Pulse 94 per minute.

Pulse oximetry 99%.

Temperature 96.4.

BMI 25.

Snellen’s Test: Her vision without glasses:

Right eye 20/200.

Left eye 20/200.

Both eyes 20/200.
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With glasses vision:

Right eye 20/40.

Left eye 20/40.

Both eyes 20/40.

She has glasses, but no hearing aids.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. 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.

Neurologic: Cranial nerves II through XII are intact. Overall, motor system, sensory system and reflexes appear normal. The patient has black-and-blue marks behind the left eye, left forearm, some on the back and some black-and-blue marks of where she was injured when somebody beat her up recently over left leg and right leg. The patient still has regular menstrual periods. There is no nystagmus. Romberg’s is negative. Alternate pronation and supination of hands is normal. Finger-nose testing is normal.

Review of Records Sent by the Disability: Revealed the patient was admitted to Cross Creek Hospital Unit C on 10/26/2020, where the patient was admitted involuntarily to Cross Creek Hospital for inpatient psychiatric services for deterioration. The patient was found on the ground eating her pills up to 16 venlafaxine. She was started on bicarbonate drip in the ER and given Ativan for agitation. UDS was positive for PCP and cocaine. It was also found 15 tablets of amitriptyline were missing. The patient was admitted also in October at St. Joseph Hospital for altered mental status, tricyclic antidepressant overdose, alcohol withdrawal and Wernicke's aphasia. Magnesium was 1.3 on admission. The patient was treated and discharged when stable with diagnoses of major depressive disorder, seizure disorder treated with Depakote. A brain CT with no acute findings. The patient had hemoglobin of 11.2 and was slightly anemic. The patient’s gait today overall was normal. She had a good pinch reflex. Range of motion of lumbar spine decreased by 50%. Her speech was normal. Her station was normal. Her pinch strength was good. She cannot use both upper extremities in performing gross and fine functions because she is sore all over because of being beaten up and cannot raise her shoulders. Right hand is the dominant hand. She can shake hands. She had difficulty writing and difficulty manipulating a coin, pen or cup because she has tremors of hands. Her seizures seemed to be controlled as the patient states her last seizure was year and a half ago. Her grip strength and pinch strength overall seem okay, but for a very short time, anything that needs little longer than just a handshake it is not possible because the patient shakes and has tremors quite a bit.
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The Patient’s Problems are:

1. History of bipolar disorder.

2. History of PTSD.

3. History of major depression.

4. History of severe PTSD following sexual assault when she was aged 14. She states that was the time after which her whole behavior changed. She states she is an MHMR client for all her life.

5. History of drug use.

6. History of DUI.

7. History of alcohol abuse.

8. History of rehab treatment in treatment centers twice.
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