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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Johnny Wayne Fuchs
CASE ID: 2264789

DATE OF BIRTH: 09/02/1968
DATE OF EXAM: 08/08/2022
Chief Complaints: Mr. Johnny Wayne Fuchs is a 53-year-old white male who was accompanied by his ex-wife to the office. He is here with chief complaints of:

1. Severe uncontrolled hypertension.

2. Coronary artery disease.

3. Sleep apnea.

4. Continued chest pains.

History of Present Illness: The patient states he has had problem with high blood pressure for more than 10 years. He states he has made numerous emergency room visits where his blood pressure would go very high and they were just never able to control the blood pressure properly. He states last year in July 2021, he noticed that he would work for 30 minutes and he would feel exhausted and had to sleep and this continued for a while when he saw his doctor and then he was sent for a cardiology evaluation because one day he started having chest pains and pressure over his chest and feeling uncomfortable over his chest and a heart catheterization revealed he had three vessels blocked and needed coronary artery bypass graft surgery x3, so he states he had the CABG x3 done in July 2021, by Dr. Charles Smith. He states he had sustained cardiac arrest three times during the surgery, but he finally ended up making it. He states after the coronary artery bypass graft surgery he started having headaches and tingling in the left arm and the blood pressure was increased. His medicines were changed. He states he was told he had some problem with disc in his neck and also he was told he has bilateral problem with shoulder with rotator cuff and the only way he is going to get better is having bilateral shoulder surgery and neck surgery. He states he was also told he had some bone spur on the right side of the neck, which is pinching on the nerve. He also has been told he has developed cardiomyopathy. He does not know what his ejection fraction is. He states there are several members of his family who are younger than 60 and died of heart problems. His father was on dialysis before he passed away. The patient states when he was young he had severe psoriasis all over his body and his primary care physician thinks he has psoriatic arthritis affecting his shoulders as well as his neck and he is going to need Humira injections. He states he is taking 40 mg Humira twice a month. He states the only other injury he remembers is he fell when he was 5 years old and the horse fell on him and he may have injured his neck.
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The patient states while he was in the hospital he had an episode where he could not lift up his left arm and could not talk properly. This lasted for about a day and a half and then he recovered. This was there in 2014 and he was told that he had a minor stroke that resolved, possibly a transient ischemic attack.

He has had a gallbladder surgery done.

Past Medical History:
1. Long-standing history of hypertension.

2. Possibly hyperlipidemia.

Medications: Medications at home include:

1. Gabapentin.

2. Metoprolol.

3. Minoxidil.

4. HCTZ 25 mg a day.
5. Clonidine 0.2 mg a day.

6. Metoprolol succinate; he does not know the dose.

7. Aspirin 81 mg a day.

Allergies: CODEINE and TRAMADOL.
Personal History: He states he finished high school. He states he basically went to a trade school and graduated from the trade school. He used to smoke one pack of cigarettes a day for many years and quit in February 2022. He used to drink alcohol also and he quit in July 2021. He states he may have used drugs when he was much younger, but none in a longtime. He states his trade school was in carpentry and social skills and he worked as a mechanic for past four years and his last job was about four years ago. He is divorced. He has been married twice. He has total of nine children. Currently, he has two children at home. He has stopped smoking now. He states he lives by himself with his two children. He states his parents, his ex-wife and everybody helps him since he has been off job for past four years.
Review of Systems: He states he has lost weight; about six months ago, he was 315 pounds and now he weighs 258 pounds. He uses sleep apnea machine at home. He states because of his uncontrolled blood pressure and heart problems, he has lost his CDL license. He worked as a mechanic for past four years, but he could not sustain his job because he was feeling tired. He still continues to have chest pains off and on and elevated blood pressures.

Johnny Wayne Fuchs

Page 3

Physical Examination:
General: Mr. Fuchs is a 53-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 dress and undress for the physical exam without difficulty. He is able to get on and off the examination table without difficulty. He is right-handed.

Vital Signs:

Height 5’9”.

Weight 258 pounds.

Blood pressure 146/90.

Pulse 90 per minute.

Pulse oximetry 97%.

Temperature 95.8.

BMI 38.

Snellen’s Test: His vision without glasses:

Right eye 20/70.

Left eye 20/100.

Both eyes 20/70.

He does not have any corrective lenses and 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. A midline scar of prior CABG is seen. No gallop. No murmur.
Abdomen: Soft and nontender. No organomegaly. Scar of gallbladder surgery is seen.

Extremities: No phlebitis. No edema. He has coarse grating when testing range of motion of the left knee. Peripheral pulses are palpable.

Musculoskeletal: He is not able to raise his both arms above his head. He can barely lift up to about 80 degrees. Range of motion of C-spine is decreased by about 50% especially when he turns laterally to the left. The range of motion is decreased by about 50% and also when he turns laterally to the right the movement of the C-spine is painful. Forward flexion appears normal and extension appears normal.

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. There is no evidence of muscle atrophy.

Specifically Answering Questions for TRC: His gait and station appear normal. Range of motion of C-spine is decreased, but range of motion of L-spine is normal. Range of motion of both shoulders is reduced. His straight leg raising is about 90 degrees on both sides. He is not able to do heel and toe walking and difficulty squatting.
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There is no evidence of effusion, periarticular swelling, tenderness, heat, redness and thickening of joints. No handheld assistive device is used. The patient has a good grip strength, good pinch strength and ability to use the upper extremities in performing gross and fine functions. The patient is right-handed and he has ability to pinch, grasp and shake hands, to write, to manipulate objects such as coin, pen or cup. Height and weight are as mentioned in the physical. He has ability to dress and undress and get on and off the examination table. He has hard time doing heel and toe walking or squatting and rise and tandem walk. His muscle strength is 5/5 overall. There is no functional or daily activity restriction due to pain. He is not able to raise his arms overhead and this impairment affects his ability to sit, stand, move about, lift, carry and handle objects. He denies any cough, labored breathing, use of accessory muscles of respiration, audible wheezing, pallor, cyanosis, hoarseness, clubbing of fingers or any presence of severe chest wall deformity. He denies any history of asthma. A large cuff was used to measure the blood pressure and the blood pressure is elevated to 140/90. The patient gives history of cardiomyopathy, but he does not know the ejection fraction. There was no evidence of jugular vein distention, adventitious lung sounds, hepatomegaly or pulmonary or peripheral edema. He has dyspnea on exertion.
An x-ray of the left knee as ordered per TRC shows mild degenerative changes.

The Patient’s Problems:

1. Uncontrolled labile hypertension for many years.

2. History of coronary artery bypass graft surgery x3 in July 2021.

3. History of bone spur on the right side of the neck with resultant neck pain and weakness of muscles of the neck.

4. The patient has moderate to severe DJD of the left knee and left knee pain.

5. History of sleep apnea is present.

6. History of bilateral shoulder pain and shoulder problems needing surgery.

7. History of TIA in 2014, which has resolved.

8. History of cholecystectomy.
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