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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Lafrankieton Langford

CASE ID: 2957831

DATE OF BIRTH: 09/15/1971

DATE OF EXAM: 07/05/2022

Chief Complaints: Mr. Langford is a 50-year-old African American male who is here with chief complaints of severe neck pains and numbness and weakness of both upper extremities.

History of Present Illness: He states he usually did yard work and he states in February 2021, he was involved in a severe motor vehicle accident where a drunk driver hit him head-on and was in a head-on collision and he sustained severe neck injuries almost to the point that he was going to be paralyzed in his both upper extremities. This happened in Madisonville, Texas and he was life-flighted to Scott & White Hospital in College Station where he was examined and had surgery at C4-C7 level. He states his level of pain is maybe 8-9 on a scale of 1-10 now and previously it was 10/10 on a scale of 1-10 and he states his numbness is still there in both upper extremities. He is happy that he is not paralyzed, but he is uncomfortable. He states he has to put his neck in a hyperextended position for him to have little bit relief. He has no trouble swallowing. He has no trouble speaking. His both upper extremities appear weak. He denies any urinary complaints. He denies any bowel problems.

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

Medications: Medications at home none.

Allergies: None known.

Personal History: He is single. He has no children. He went only up to 11th grade. He states that he has not been able to work since the accident. He states he drinks still three to four beers a week and he smokes one pack a week for the past 30 years of cigarettes. He occasionally smokes marijuana. He states that he had a DWI many years ago, but he has not had any trouble with the law.
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Review of Systems: He has significant weakness of the upper extremities. He can barely lift 5-10 pounds. He states he is uncomfortable in all positions except when he hyperextends the neck then he feels little relief, but sitting and standing, he has to lie down for him to feel good. He drove himself to the office. He lives by himself. He has not lost weight.
Physical Examination:
General: Exam reveals Mr. Lafrankieton Langford to be a 50-year-old African American male who seemed to be uncomfortable in any position. He barely can squat. He can tandem walk. He had hard time picking up a pencil. He can button his clothes. He is left-handed.

Vital Signs:

Height 6’3".

Weight 171 pounds.

Blood pressure 124/80.

Pulse 62 per minute.

Pulse oximetry 97%.

Temperature 98.5.

BMI 21.
Snellen’s Test:
Right eye 20/40.

Left eye 20/40.

Both eyes 20/30.

He has no glasses and he has no 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. No operations are done.

Extremities: No phlebitis. No edema. Straight leg raising is about 90 degrees on both sides.
Neurologic: Range of motion of lumbar spine decreased by about 50%. The range of motion of C-spine is extremely abnormal. Flexion is decreased by about 75%. Extension, hyperextension is possible. The rotation and lateral flexion decreased by about 50-60%. There is a scar about 4 inches that extends from middle of the neck to the upper thoracic area. Reflexes are 1+ throughout. He has fair grip with the left hand.
The patient was seen by Dr. El Nihum in February 2021, and was diagnosed as having cervical myelopathy.
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The patient when he was examined showed a sensory deficit and abnormal muscle tone, has spastic gait, weakness in both upper and lower extremities and handgrips, weakness in hip flexor and knee extensors in both legs. An urgent MRI of the C-spine was ordered and he ended up having surgery. A spinal cord cervical myelopathy due to spinal cord compression in the cervical region was possible and that the patient needed emergency surgery, which was done.

The finger-nose testing on both sides was negative. Romberg’s was positive. Alternate pronation and supination of hands was normal.

The Patient’s Diagnoses:

1. Severe motor vehicle accident with injury to C-spine in February 2021.

2. History of C-spine surgery from C4 to C7 levels in February 2021.

3. The patient’s gait is improved, but he is uncomfortable in all positions. He states only he feels a little relief when he hyperextends his neck. The patient still has numbness in his both upper extremities. He is not able to lift more than 10 pounds of weight. He is left-handed. There is no evidence of muscle atrophy.
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