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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Charles Patrick Wallace

CASE ID: 3116694

DATE OF BIRTH: 04/16/1965
DATE OF EXAM: 07/19/2022
Chief Complaints: Mr. Charles Patrick Wallace is a 57-year-old white male who is here with chief complaints of brittle diabetes mellitus.

History of Present Illness: He states he has had multiple hospitalizations. He states his sugars range from hypoglycemia to marked hyperglycemia and diabetic ketoacidosis. He states at age 21 he was found to have very high blood sugar and was in diabetic coma and ketoacidosis and he states after he recovered from the diabetic coma of high sugars he states “it caused organic brain damage” and he states he is never the same. He states years ago when they cane sugar was replaced by high-fructose corn syrup the patient used plenty of that and burnt out his pancreas. He states he is under care of a doctor in Groesbeck, Texas. He states his memory problem is happening in that he even forgets whether he took his insulin or not and ends up taking it again and then his sugar gets low or he thinks he has taken it and he did not take the insulin and his sugar gets high. He states he has sometimes hard time remembering his own phone number. He states he cannot drive properly at night because he cannot see.
Mr. Wallace states sometimes he does not even remember his phone number. His short-term memory is bad. He states he does not drive at night. He came with his mother to the office. He states if there was no GPS he would get lost very easily. He states he was in diabetic coma in 1985.

Operations: Include:

1. Appendectomy in 1971.

2. Also, he had a surgery on the left knee with torn cartilage.

Medications: Medications at home include:

1. Levemir insulin 60 units a day.

2. NovoLog 10 units per meal plus sliding scale.

3. Pravastatin.

4. Lisinopril.

Allergies: Pollen.
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Personal History: He is single. He is never married. He does not have children. He does not smoke. He does not drink. He does not do drugs. He is trying to help his mother and the mother helps the son. He states he has had multiple hospitalizations. He finished high school and then went to a trade school doing construction work. He worked as a contractor and then he worked as a superintendent for a construction company. His last job was in 2005. Mr. Wallace lives on the same property as the mother, but there are two different houses, but both support each other. He has not had any job since 2005 because of his brittle diabetes.

Family History: His father is deceased of severe cirrhosis of liver. There is history of mental illness in the family.

Review of Systems: He denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain. The patient states he does not smoke, but he quit smoking in June 2022, but prior to that he used to smoke one pack of cigarettes a day for past 32 years. He has occasionally also used marijuana.

Physical Examination:
General: Exam reveals Charles Patrick Wallace to be a 57-year-old white male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation. He is able to get on and off the examination table slowly. He is able to dress and undress for the physical exam slowly. He could not hop. He can squat. He can tandem walk. He can pick up a pencil and button his clothes. He uses both his hands equally.

Vital Signs:

Height 5’9”.

Weight 214 pounds.

Blood pressure 124/78.

Pulse 80 per minute.

Pulse oximetry 98%.

Temperature 96.

BMI 32.

Snellen’s Test: His vision without glasses:

Right eye 20/200.

Left eye 20/200.

Both eyes 20/100.

With glasses vision:

Right eye 20/30.

Left eye 20/30.

Both eyes 20/30.

He does not have a hearing aid.
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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. Finger-nose testing is normal. Alternate pronation and supination of hands is normal.

Review of Records per TRC: Mostly, the patient’s history that he has answered the questions himself. He was not able to work because nobody was ready to pay for his health insurance because of his brittle diabetes and multiple hospitalizations and frequent falls, which made him a high liability.

Specifically Answering Questions for Disability: The patient’s gait and station is normal. He is able to dress and undress, get on and off the examination table, tandem walk, standing on heels and toes was difficult and rising from squatting position is difficult. Range of motion of all joints appears essentially normal. Range of motion in all weightbearing joints is normal. Muscle strength is 5/5. He has some problem with his left knee, but there is no periarticular swelling, heat, redness, or thickening of joints. The patient was able to sit, stand, move about, lift about 5 pounds, carry, handle objects, hear and speak. No assistive device was used for ambulation. The patient has fair grip strength, pinch strength, ability to use upper extremities in performing gross and fine functions. Overall, dominant hand is left hand. He has ability to pinch, grasp, shake hands, write, and manipulate objects like coin, pen or a cup. He is able to sit and stand and move about, lift about 5 pounds, carry and handle objects.

The Patient’s Problems are:

1. History of type II diabetes mellitus insulin-dependent since age 21.

2. History of multiple hospitalizations for diabetic ketoacidosis or hypoglycemia.

3. History of brittle diabetes mellitus.

4. Long history of smoking for 32 years.

5. The patient is developing minimal cognitive impairment and needs further testing to see his memory level.
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