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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Leon Curtis White
CASE ID: 4381699

DATE OF BIRTH: 03/23/1965
DATE OF EXAM: 08/15/2022
Chief Complaints: Mr. Leon Curtis White is a 57-year-old African American male who has a complete 100% disability and a medical retirement from the military, is applying for Social Security. Now, he is applying because he has:

1. Severe back pain.

2. Knee pain.

3. Hip pain.

History of Present Illness: He has had multiple back surgeries. He states he started in the military in the Infantry Division and got out from the military in 2004. He states while in the military the patient had to jump out of the Bradley and hurt his back, knee and hips and his first surgery was in the year 2000. The patient did not seem to be very clear about the days of the surgery, but apparently, he has had three surgeries on his back. He has had one surgery on the left knee. He has had rotator cuff surgery in 2008 and he states he has had some surgery on his throat, which he calls triple-P surgery in 2007 that includes removal of tonsils and adenoids and maybe palate. Apparently, he may have had spinal fusion surgery done.

Past Medical History: No history of diabetes mellitus.
1. History of hyperlipidemia.

2. History of joint pain affecting both knees.

3. History of carpal tunnel syndrome, right hand.

4. History of DJD of the fingers especially the left ring finger; the patient is left-handed.

Personal History: He is married. He has three children. He finished high school and went into Infantry Division for the US Army. He was working as a logistic supervisor up until 07/31/2021. He does smoke a pack of cigarettes a day for many years. He used to drink alcohol in increased amounts, but he quit in July 2021. He denies use of any drugs.
He states he wears a back brace. He wears uploader knee braces. He goes to VA Temple for his medical care. His main problem is a mobility problem. He denies any bowel or bladder problems. He denies any chest pains, shortness of breath or nausea, vomiting, diarrhea or abdominal pain.
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Physical Examination:
General: Exam reveals Leon Curtis White to be a 57-year-old African American male who is awake, alert and oriented and in no acute distress. He is not using any assistive device for ambulation. His gait seems slow, abnormal. He has difficulty getting on and out of the chair and has difficulty dressing and undressing for the exam. He is left-handed.

Vital Signs:

Height 5’10”.

Weight 219 pounds.

Blood pressure 120/70.

Pulse 74 per minute.

Pulse oximetry 98%.

Temperature 96.5.

BMI 32.

Snellen’s Test: His vision without glasses:

Right eye 20/70.

Left eye 20/70.

Both eyes 20/50.

With glasses his vision is:

Right eye 20/25.

Left eye 20/25.

Both eyes 20/20.

He does not have hearing aid.

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. Coarse grating is present on testing range of motion of both knees. Straight leg raising is about 30 degrees on both sides. There is no evidence of muscle atrophy. He is not able to properly flex the knees. His right knee stays in somewhat hyperextended position. There is marked coarse grating on testing range of motion of left knee. Range of motion of L-spine is decreased by about 95%. There is a long scar about 6 inches on the lower back of previous back surgery. The patient was wearing a back brace of the day of the exam. He is left-handed. While trying to make fist of the left hand, he had problem with his left hand fourth finger, which went into flexion because of DJD at the MCP joint and was not able to extend it and hence his left hand grip was not good and there was also swelling of the left hand secondary to arthritis.

Neurologic: Cranial nerves II through XII are intact. Finger-nose testing is normal. Alternate pronation and supination of hands is normal. There is no nystagmus except for range of motion problems. There is no evidence of muscle atrophy. Reflexes are 1+ throughout.
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Review of Records Sent by Disability: Include Department of Veterans Affairs Benefits VA file number 117609541 rating decision of 04/21/21, apparently evaluation of left shoulder impingement syndrome with trapezius strain 30% disabling is continued, sleep apnea with reactive airway disease, which is 50% disabling is continued, left carpal tunnel syndrome, which is 30% disabling is continued, evaluation of sinusitis, which is 30% disabling is continued, and evaluation of hearing loss right ear is 0% disabling. The patient is a veteran who served in Gulf War times and has lot of allergies and gets allergy shots at the VA. There is no talk about any disability about his back and he was in the services from 05/11/1994 to 03/27/2004.

The Patient’s Problems are: Multiple, including:
1. Persistent back pain. History of multiple spinal fusion surgeries.
2. Possible osteoarthritis of both knees making his gait abnormal.

3. History of DJD of the fourth MCP joint left hand. Osteoarthritis of left hand with severe DJD of the left ring finger.

4. History of impingement on the left shoulder with rotator cuff surgery with still problems with left shoulder.

5. History of left knee surgery for meniscus tear. Continues to have left knee pain.

6. Right knee pain.

7. Bilateral hip pain.

8. History of sleep apnea.

9. History of carpal tunnel syndrome right hand.

10. The patient’s gait, ability to stand from a sitting position, wincing with pain during exam, coarse grating in the joints and poor grip in the left hand, all suggestive of severe osteoarthritis of all joints and history of three back surgeries with spinal fusion.
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