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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Terry N. Martin
CASE ID: 2540490

DATE OF BIRTH: _______
DATE OF EXAM: 09/13/2022
Chief Complaints: Mr. Terry Martin is a 61-year-old white male who is here with chief complaints of heart attack and stroke one year ago and history of two back surgeries; one in 2000 and the other one in 2002.

History of Present Illness: The patient states when he was having the back surgery he was working as a roughneck for an oilfield company and he hurt his back and needed the surgery. He states his back still hurts. He states about a year ago he states his problem started in the following fashion. He got up in the morning to go to work as a helper for plumbing and, when he got up, he felt like he was drunk and he still went to work. He states his boss kept on looking at him and he felt something was wrong, so the patient was sent home. He states it took him one hour to drive nine miles and finally went home. He was sitting on the porch and he was weak on his right side and his ex-wife called in 911, the ambulance arrived and was taken to the hospital and was told he had a stroke. In a few months later, he was having chest pains and he was admitted to the hospital and he was told he had a heart attack. The patient states he does have trouble walking because his back hurts and he is weak on the right side.

Past Medical History:
1. History of stroke.

2. History of back surgery.

3. History of stroke affecting right side of his body.

4. History of heart attack. No details are available for the heart attack.

Medications: Medications at home include:

1. Atorvastatin.

2. Amlodipine.

3. Benazepril.

Allergies: He has no allergies.

Personal History: He is divorced, but he has no place to live and no income, so his ex-wife lets him stay at her house for the time being. He states up until July 2021 when he had the stroke he was working as a helper for the plumber. He has one child 32 years old.
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He smokes half a pack of cigarettes a day for past 50 years. He used to drink heavy, but quit 10 years ago. He denies use of any drugs. He states he went to school for 14 years, but could complete only up to the 9th grade. He states after going to 9th grade the school was able to determine that the patient had dyslexia and learning disability and he could not read or write. The patient states he does drive.

Family History: Noncontributory.

Review of Systems: Currently, he denies any chest pains or shortness of breath or nausea, vomiting, diarrhea, or abdominal pain. He denies any seizures. He denies any urinary incontinence or bowel incontinence. He has no trouble swallowing. He does have some weakness on the right side of his body.

Physical Examination:
General: Reveals Terry N. Martin to be a 61-year-old white male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation, but his gait is slow and abnormal. He walks bent forwards with a broad-based gait. He cannot hop, but he can squat. He could not tandem walk. He could pick up a pencil and button his clothes. He is right-handed.

Vital Signs:

Height 5’4”.

Weight 199 pounds.

Blood pressure 128/70.

Pulse 80 per minute.

Pulse oximetry 98%.

Temperature 96.9.

BMI 34.

Snellen’s Test: His vision without glasses:

Right eye 20/200.

Left eye 20/200.

Both eyes 20/200.

With glasses his vision is:

Right eye 20/70.

Left eye 20/70.

Both eyes 20/50.

He does use hearing aids, but he did not have them with him. He has scattered tattoos at different parts of his body.

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.
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Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema. When I examined his feet after he took his shoes off, he had powder all over his feet. There was no hair over his lower extremities. Peripheral pulses are palpable. He has got puckering of the upper lip because of long-term smoking.

Neurologic: There is no nystagmus. Romberg’s is positive. His motor strength is grade 4/5 in the right upper and right lower extremity. Reflexes appear to be 1+ throughout. There is no nystagmus. Finger-nose testing is normal. Alternate pronation and supination of hands is normal. He has a fair grip over both hands.
Review of Records per TRC: Reveals records of HealthPoint of 11/11/2021 where the patient was seen with history of CVA and idiopathic hypertension and medicines were added to control his blood pressure. There is also a discharge note for admission of 07/10/2021 and discharge of 07/12/2021 where the patient was admitted in July 2021 and diagnosed and discharged with:

1. Acute cerebrovascular accident in the left thalamus with right hemiparesis.

2. Type 2 myocardial infarction.

3. Hypertension.

4. Tobacco abuse.
Carotid Doppler did not show any hemodynamically significant stenosis. A 2D echo showed 60-65% ejection fraction. CT dissection protocol showed no evidence of aortic aneurysm or dissection. Initially, the head CT did not reveal any acute intracranial pathology, but later MRI showed the small stroke and the EEG was done that was consistent with mild generalized nonspecific cerebral dysfunction.

The Patient’s Problems are:

1. Long-standing hypertension.

2. Long-standing tobacco use.

3. History of right hemiparesis since July 2021.

4. History of heart attack since July 2021.

5. History of trouble hearing, but the patient does not have hearing aids. The patient was able to hear the conversation that I had with him. The patient does not know how to read or write and possibly has dyslexia and learning disability.
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