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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Leilani Kay Gallaway
CASE ID: 3668037
DATE OF BIRTH: 07/03/1962
DATE OF EXAM: 09/20/2022
Chief Complaints: Ms. Leilani Kay Gallaway is a 60-year-old pleasant white female who is here with chief complaints of low back pain and neck pain for the past three to four years.

History of Present Illness: She states she went to see a chiropractor three to four years ago and the chiropractor did x-ray and stated he does not want to touch her back and sent her out, but the patient states she does not know what were the real problems. The patient states now she has problems with neck pain also and knee pain also. She denies loss of any bowel or bladder problems. The main thing she has noticed is she is not able to touch her toes; before, she was able to touch her toes in a standing position. She states her knees hurt when she walks. She states “all this is a result of her working hard as a home healthcare provider”. The patient is not a nurse nor a CNA, but has done assisting patients at home for many years.

Past Medical History: No history of diabetes mellitus. History of high blood pressure since 2014.

Operations: Include surgery in 2004 where they removed ovaries and tubes.

Medications: Medications at home include:

1. Hydrochlorothiazide 25 mg a day.

2. Amitriptyline 25 mg a day.

3. Atorvastatin 30 mg a day.

4. Cyclobenzaprine 10 mg.

Allergies: Just seasonal allergies. No medication allergy.

Personal History: The patient states she has had education up to 11th grade and has done home health work as a provider of home health till May 2021. She is married. She has two children; 38 and 27-year-old. She smokes four cigarettes a day right now, but she has smoked one pack every other day since age 17. She drinks a few beers every day.
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Review of Systems: She denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain. Her main problem is neck pain and back pain. She states she has had one steroid shot in her back few years ago.

Physical Examination:
General: Reveals Ms. Leilani Kay Gallaway to be a 60-year-old white female who is awake, alert and oriented, in no acute distress. She is not using any assistive device for ambulation. She is able to get on and off the examination table slowly. She is able to dress and undress for the physical exam slowly. She could not hop. She could not squat. She can tandem walk. She had hard time picking up a pencil. She can button her clothes. She is right-handed.

Vital Signs:

Height 5’7”.

Weight 191 pounds.

Blood pressure 128/78.

Pulse 87 per minute.

Pulse oximetry 99%.

Temperature 96.4.

BMI 30.
Snellen’s Test: Her vision without glasses:

Right eye 20/100.

Left eye 20/100.

Both eyes 20/100.

With glasses vision is same:

Right eye 20/100.

Left eye 20/100.

Both eyes 20/100.

She 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.

Neurologic: Cranial nerves II through XII are intact. Alternate pronation and supination of hands is normal. Finger-nose testing is normal. There is no nystagmus. Romberg’s is negative. There is coarse grating on testing range of motion of C-spine and both knees. The patient states she tries to stretch her neck, but she gets a burning sensation in her forehead and headache after she tries to do stretching exercises of the neck.
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There is no evidence of muscle atrophy. Reflexes are 1+ throughout. X-rays of the C-spine showed cervical spondylosis.
X-ray of the right knee, see attached report.
X-ray of the lumbar spine shows mild levoscoliosis and lumbar spondylosis.

Records sent per TRC: Reveal that the patient has mixed hyperlipidemia, vitamin D deficiency, anxiety, depression, constipation, sciatica, low back pain and high blood pressure. The patient also takes statins. The patient has been advised an MRI of the lumbar spine. It is very difficult to determine from the records as to what day the patient was seen.

Specifically Answering Questions for TRC: Her gait is slow. Her station is normal. Ranges of motions of the affected spine both cervical and lumbar spine are decreased by 50%. Range of motions in degrees of all weightbearing joints, please see the chart. Muscle strength is 5/5. Motor, sensory and reflexes appear normal. Straight leg raising is about 90 degrees on both sides. She is not able to do heel and toe walking and she is not able to squat. There is no evidence of periarticular swelling, tenderness, heat, redness or thickening of joints. The patient is not able to do the job that she was doing because of pain. She has got a good grip strength, pinch strength, ability to use upper extremities for very short time because of neck pain. Dominant hand is the right hand. She has ability to pinch, grasp, or shake hands. Right manipulates objects as coin, pen or cup. Her speech can be heard, understood and sustained. The patient does not have diabetes mellitus and there is no evidence of neuropathy. She has ability to use hands and arms for short time because of the increased neck pain. The patient’s mental status appears to be normal. The patient appears to be pretty clean and well dressed.

The Patient’s Problems:

1. Cervical spondylosis.

2. Lumbar spondylosis.

3. Mild levoscoliosis.

4. Hypertension.

5. Chronic neck and back pain.

6. Long-term tobacco use.
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