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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Sheronda L. Baisy

DATE OF BIRTH: 01/12/1967

CASE ID: 2753947

AUTHORIZATION CODE: CD077102
DATE OF EXAM: 05/23/2022
History: Ms. Sheronda Baisy is a 55-year-old African American female who was extremely anxious, nervous, shaking and stuttering while she spoke. She gave me history of arthritis of her hands and feet and shoulders. She states today when she was here she did not have any back pain. She states she has worked as a nurse’s aide in nursing homes all her life, but she states she is not able to go to work on time because either she is too sleepy or too nervous and she quit in March 2022.

Medications: Medications at home include:

1. Sertraline 100 mg once a day.
2. Aripiprazole 5 mg once a day.

3. Prazosin 1 mg at bedtime.

Allergies: None known.

Personal History: The patient is single, lives by herself. She has four children; youngest is 35-year-old. She does smoke half a pack of cigarettes a day for the past 30 years. She denied drinking alcohol or doing drugs. She states she has had education only up to 10th grade.

Review of Systems: She denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain. She has lost 5 pounds of weight. The patient seemed mentally disturbed when she was in the office and been extremely nervous to the point she was not able to speak and she was stuttering and her whole body was shaking.

Physical Examination:
General: Exam reveals Sheronda L. Baisy to be a 55-year-old African American female who drove herself to the office who is awake, alert and oriented, except for shaking and crying, she was not in any acute distress. She is not using any assistive device for ambulation. She is able to get on and off the examination table without difficulty. She is able to dress and undress for the physical exam without difficulty. She could not hop, but she could squat. She could tandem walk. She could pick up a pencil and button her clothes. She is right-handed.
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Vital Signs:

Height 5’4".

Weight 137 pounds.

Blood pressure 140/70.

Pulse 97 per minute.

Pulse oximetry 98%.

Temperature 97.9.

BMI 25.

Snellen’s Test: Her vision without glasses:

Right eye 20/100.
Left eye 20/100.

Both eyes 20/70.

With glasses vision:

Right eye 20/40.

Left eye 20/40.

Both eyes 20/30.
She wears glasses, but does not have a hearing aid.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. 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 are normal. Finger-nose testing is normal. Romberg’s is negative. Reflexes are 2+ throughout. Range of motion of lumbar spine maybe decreased by about 25%. There is no evidence of muscle atrophy. She has got a fair grip on the right hand.
X-ray of the lumbosacral spine, please see the attached report.

Review of Records per TRC: Reveals some notes of HealthPoint where the patient was seen with some right-sided sciatica pain and advised Naprosyn. The patient was given sertraline for depression and advised psychiatry consult.

The Patient’s Problems:

1. History of hypertension.

2. History of anxiety and depression.

3. History of tobacco use.

4. Musculoskeletal low back pain.
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