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GENERAL MEDICAL EXAM WITH NEUROLOGIC EMPHASIS

Patient Name: Jason Bob Sandlin
CASE ID: 2297225
DATE OF BIRTH: 01/22/1981

DATE OF EXAM: 07/14/2022

Chief Complaints: Mr. Sandlin is a 41-year-old obese white male who has severe multiple medical problems including:

1. Hidradenitis suppurativa.

2. Peripheral neuropathy in both legs.

3. Complex regional pain syndrome.
History of Present Illness: He has had hidradenitis suppurativa of an extremely severe variety about two years ago when I had seen him in the office and was treated. He states the hidradenitis is not gone completely. The patient then was seeking care at HealthPoint and in Huntsville where he was seen with frequent falls and severe pain, like bee stings over his both legs and he was sent to a neurologist and diagnosed as having peripheral neuropathy and this complex regional pain syndrome. Because of his young age, they have deferred giving him steroid shots in the back and he does not want to take hydrocodone on his own. He states every now and then he gets a lesion of hidradenitis suppurativa over his neck or over his groin, but nothing like before. He states he has had a good workup of this when this diagnosis was made. He has never had a stroke. He denies any history of diabetes mellitus or hypertension or asthma. He does smoke half pack of cigarettes a day for 14 years and has dipped snuff in the past. He states somebody initially told him he was diabetic, but then his A1c’s were coming normal, so they discontinued his diabetes medicine.

Medications: Medicines at home none.
Allergies: DEPAKOTE and PENICILLIN.
Personal History: He finished high school and he also went to Barber School. He states he quit Barber School because he could not work as a barber for long time because he could not stand on his feet. He has worked as a truck driver. His last job was in 2013. He is married and has five children; youngest is 8 years old. His wife is not working. He denies drinking any alcohol.
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Previously, his father used to help him, but his father passed away recently of cirrhosis of liver. He states he was given Lyrica that made his restless legs worse and he was given gabapentin that made his pain worse. So, he cannot lift things. He can walk for a distance and he has these frequent falls.
Review of Systems: He denies any chest pain, shortness of breath, nausea, vomiting, diarrhea, or abdominal pain. He states he injured his left hand ring finger when he was using a hammer and he shattered his knuckles with the hammer.
Physical Examination:
General: Exam reveals Mr. Jason Bob Sandlin to be a 41-year-old white male who is obese who is awake, alert, oriented, in no acute distress. He is not using any assistive device for ambulation. He is left-handed.

Vital Signs:

Height 6’3".

Weight 383.8 pounds.

Blood pressure 146/94.

Pulse 89 per minute.

Pulse oximetry 96%.

Temperature 96.1.

BMI 48.
Snellen’s Test: Vision without glasses:
Right eye 20/40.

Left eye 20/30.

Both eyes 20/30.

He 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: There are signs of healed and new coming, developing hidradenitis suppurativa like lesions over his abdomen and over his neck. No organomegaly.
Extremities: No phlebitis. No edema.
Neurologic: Cranial nerves II through XII are intact. Overall, motor system and reflexes appear normal. His sensory system is messed up; at times, he is able to feel my touch and, at times, he feels when I am touching he has stings wherever I touch. Peripheral pulses are palpable.
Review of Records per TRC: No records were sent per TRC for review.
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I had seen the patient about two or three years ago for a second opinion on hidradenitis suppurativa only and, at that time, the patient was told he had lumbar pain and he was being seen at HealthPoint and prescribed meloxicam. He also gave history of migraine headaches to doctors at HealthPoint. The patient was advised the MRI of the brain without contrast. There was an MRI done in 2016, of lumbar spine, which was essentially within normal limits except for some facet changes. This is per records on him. His finger-nose testing is normal. His alternate pronation and supination of hands is normal. His grip in the left hand is not the best because of his previous injury to the left ring finger, which has left his distal phalanx in state of permanent flexion. So, his grip is not the best in the left hand. There is no nystagmus. He does not seem to have hearing deficit. There is no carotid bruit. There is no thyroid gland that is palpated. Alternate pronation and supination of hands is normal. He does have pain in the knee, but range of motion of all the joints appears normal. I have no records that reveal the patient had nerve conduction testing as well as the diagnosis of complex regional pain syndrome. Apparently, he had those done at Huntsville Memorial Hospital with the neurologist and no records were sent by Disability to review.
The Patient’s Diagnoses: So, the patient by history has:
1. History of severe hidradenitis suppurativa.
2. History of peripheral neuropathy severe.
3. History of complex regional pain syndrome. He has been tried on multiple medicines including Cymbalta, Lyrica, gabapentin, but he does not want to take any Norco.
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