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Dictation Time Length: 30:17
September 30, 2022
RE:
Marlenys Taveras-Peralta

History of Accident/Illness and Treatment: Marlenys Taveras-Peralta is a 36-year-old woman who alleges that due to wear and tear, she injured her lower back. She did not sustain any specific traumatic injury to the back. She had evaluation, but remains unaware of her final diagnosis. She did not undergo any surgery, but did participate in physical therapy.

As per her Claim Petition, Ms. Taveras alleged occupational injury from 01/01/18 to the present. She claimed repetitive bending, pulling, pushing, carrying, twisting, lifting, standing, and all job duties as a cocktail server caused permanent injuries to her back and feet. As per her answers to her interrogatories, she alleged the same thing. She denied any subsequent employment. She indicated she became aware her claimed injuries resulted from employment upon filing of the Claim Petition. She also indicated that she notified her employer about this at the same time.

Treatment records show the Petitioner was seen at Shore Medical Center by Dr. Perez-Feliz beginning 05/09/18. Per her answers to interrogatories, this is her primary family physician. These records show on 03/21/21 she was seen by chiropractor Dr. Neuner. He opined the accident caused permanent and consequential limitations which are a direct result of the injuries caused on 05/16/19. This included what he wrote were disc herniations at C3-C4, C4-C5 and C6-C7 that were new and not preexisting. They were not on the previous MRI and showed no signs of decreased disc height or disc dehydration. He wrote she was a seatbelted driver of a vehicle struck on the driver side and forced into a trailer on the side of the road. Upon impact, she had immediate neck and left shoulder pain with burning into her left arm. She had a cervical MRI study as noted above. X-rays of the left shoulder were done on 06/01/19 and were within normal limits. It was noted she had seen neurosurgeon Dr. Glass on several occasions. On 08/08/19, he diagnosed cervicalgia with cervical radiculopathy, C3-C4, C4-C5 and C6‑C7 central disc herniation and low back pain. She had already been seen by a chiropractor named Dr. Buck. She had already received 54 chiropractic treatments since this accident. Dr. Neuner wrote the cervical MRI was dated 07/11/19 and compared to a study of 12/06/12. The latter revealed disc herniations at C3-C4, C4-C5 and C6-C7 with impingement on the thecal sac. The earlier study did not identify such herniations. The Petitioner denies any prior neck symptoms at the current evaluation. She did see Dr. Neuner as early as 10/02/19, continuing to have neck and left shoulder pain radiating to the left arm. She was released on that date with significant residual complaints. He ascertained a history of a previous accident eight years earlier resulting in right shoulder surgery with no neck or lower back pain. She reported a work accident in 2015 when she fell on her right wrist with no neck or lower back pain. With respect to this motor vehicle accident, she was seen at Atlantic City Medical Center and had a CAT scan of her head.
On 03/21/19, Dr. Neuner diagnosed sprains of the cervical spine, thoracic spine, shoulder, cervical brachial syndrome, and headaches. She was referred for x-rays of the spine and left shoulder, possible MRI of the neck, possible EMG, consideration for neurologic referral, referral to orthopedist to evaluate shoulder pain, and referral for pain management evaluation for pain reduction. He also ordered physiotherapy three times per week. She had come under Dr. Neuner’s care on 05/21/19 after this motor vehicle accident.

On 05/19/19, she did undergo a CAT scan of the cervical spine to be INSERTED here. This was in conjunction with the emergency room visit. She stated she was involved in a motor vehicle collision two days earlier. She complained of ongoing pain at that time in the trapezius regions bilaterally as well as at the base of her neck. She had already been seen at this emergency room on Friday and was discharged. I do have an earlier note from the emergency room dated 05/16/19. She complained of left-sided neck pain radiating to the left shoulder and arm after the motor vehicle accident. She was diagnosed with a motor vehicle collision as well as neck pain on the left side for which she was treated and released. She had been *__________* by BLS personnel at the scene of the accident on 05/16/19.

On 02/27/19, she underwent a thyroid ultrasound that was unremarkable.
I will now summarize the records from Dr. Rosenfeld who is a podiatrist, dated 02/27/19. She complained of a painful right heel and was requesting a cortisone injection. She did well with her foot strapping at her last visit, but now her heel pain is severe again. She admits to standing at work. She also relates to having pain in the morning upon wakening and after periods of rest. She wears supportive sneakers at work. She had experienced a similar condition four years ago, which resolved after treatment with bilateral injection, wearing bilateral night splints, bilateral daytime braces and wearing custom-molded orthotics. She was now wearing new removable foot inserts and awaiting her new custom-molded orthotics. She did come under the care of Dr. Rosenfeld on 02/27/19 and was diagnosed with plantar fasciitis, acquired deformity, bilateral foot pronation and pain of the ankle and joints bilaterally. She advised custom-made functional orthotics to control the abnormal biomechanics of her feet and lower extremity as well as to help rebalance intrinsic and extrinsic musculature.

She was seen by Dr. Diaz on 02/21/19 for throat pain. He diagnosed acute pharyngitis and enlarged thyroid. She also had GERD without esophagitis and overweight. He referred her for a thyroid ultrasound as noted above. She returned to him on 08/15/19 when he added a diagnosis of dysphonia as well as contact with and suspected exposure to environmental tobacco smoke (acute and chronic). He performed diagnostic laryngoscopy in the office. She did have an MRI of the right shoulder on 08/10/18 to be INSERTED here. This was compared to a prior MRI of 03/18/13. She also underwent abdominal ultrasound on 06/06/18, to be INSERTED here.
Ms. Taveras-Peralta was seen by Dr. Perez-Feliz on 05/09/18. He noted a history of right shoulder surgery on 01/01/14. She was found on musculoskeletal exam to have normal tone and motor strength. The joints, bones and muscles showed no contractures, tenderness or bony abnormalities. She had normal movement of all extremities with no cyanosis, edema or varicosities. She had normal gait and station. Cranial nerves were grossly intact. Coordination and cerebellum, finger-to-nose was intact and she did not have a tremor. On the visit of 05/23/18, he diagnosed inflammation of sacroiliac joint and elevated liver enzyme levels as well as obesity. She complained of non-radiating back pain. She had no numbness of the legs or feet, tingling, incontinence or shortness of breath. Aggravating factors included getting out of bed in the morning. Musculoskeletal exam was normal except for tenderness of the right sacroiliac joint. On 11/20/18, she was seen by Dr. Perez-Feliz noting a long history of plantar fasciitis treated last time by podiatry about three years ago with injections, exercises, and inserts after which her symptoms improved. She started having severe symptoms over the last eight weeks. She had been trying exercises and wearing the splint at night and antiinflammatories, but had not improved. She was being referred to podiatry for further recommendations due to a diagnosis of plantar fascial fibromatosis. She was taking meloxicam and also suffered from cluster headache. She did not convey, thinking that her symptoms were related to employment. On the visit of 02/13/19, she had pain in the right foot. She continued to be seen by her primary care physician for general medical issues. On her visit of 08/07/19, he found a normal musculoskeletal and neurologic examination once again. She did have irregular periods and female hirsutism so was going to be worked up for same. On a subsequent progress note, it listed onset of plantar fasciitis on 02/13/19. On the visit of 11/05/20, she offered no complaints involving the lower back or feet. On 05/17/21, he rendered a diagnosis of plantar fasciitis as he did before. She also had back pain with tenderness at the SI joints bilaterally likely secondary to posture. She had full range of motion of the lower back and was referred for physical therapy. Going back to Dr. Neuner, most of his notes were handwritten and difficult to decipher. She did have cervical spine x-rays on 06/01/19 that showed malalignment. An MRI scan could be of value if clinically warranted. That same day, she had thoracic spine x-rays that showed malalignment as well with the same recommendation. She had left shoulder x-rays the same day also at the referral of Dr. Neuner that was negative.
The Petitioner was seen on 06/19/19 by pain specialist Dr. Buck at the referral of Dr. Neuner. She complained of left-sided neck pain radiating into her left shoulder. She also had thoracic spine pain and low back pain with the current pain level of 8/10. Her pain started on 05/16/19 due to a motor vehicle accident. He noted her course of treatment to date and performed an evaluation. He prescribed medication and advised continuation of chiropractic care. She will need MRI studies and follow-up in one month. He rendered diagnosis of cervical radiculopathy, thoracic spondylosis, and low back pain. She continued to be seen by Dr. Buck over the ensuing months. On 10/05/20, he itemized her office visits and treatment. She evidently accepted cervical epidural injections. He wrote she was not doing okay with regards to pain management and medication management. This would be adjusted as necessary. She was referred for cervical epidural steroid injections. She had been unable to make her last appointment on 10/05/20 so these would be rescheduled.

At Dr. Neuner’s referral, she underwent an MRI of the cervical spine on 07/11/19 compared to a study of 12/06/12, to be INSERTED. On 08/06/19, she had MRI of the lumbar spine compared to a study of 12/20/12 to be INSERTED. On 08/07/19, she was seen by gastroenterology specialist named Dr. Santoro. They recommended follow-up with otolaryngologist to rule out an abnormality or atypical GERD.

Dr. Glass performed a neurosurgical evaluation on 08/08/19 relative to the 05/06/19 motor vehicle accident. He diagnosed cervicalgia with cervical radiculopathy as well as C3-C4, C4-C5 and C6-C7 central disc herniations along with low back pain. She wanted to continue chiropractic therapy and a home exercise program as well as pain management. She was advised of her MRI findings and potential for subsequent cervical operative intervention. Lumbar MRI from 08/06/19 showed no lumbar disc herniation. She continued to be monitored by Dr. Glass through 03/26/20. That visit occurred via telehealth. She complained of bilateral cervicalgia with left scapular and left upper extremity dorsal radicular pain to the elbow and bilateral low back pain. She previously received extensive course of chiropractic therapy from Dr. Neuner and pain management injections from Dr. Buck. She is in the process of scheduling pain management follow-up and continue the home exercise program. She also utilized a home TENS unit. “She is employed as a cocktail server, but she is currently out of work secondary to the closure of Harrah's from COVID-19.” She did not complain of symptoms in the feet or lower back. On 10/07/19, she had a pelvic ultrasound to be INSERTED here. On 10/13/20, she accepted an epidural injection to the cervical spine from Dr. Corda.

She came under the care of another chiropractor on 07/15/21 complaining of moderate to severe pain and muscle spasm in her mid to low back. It started in January while serving again at Harrah’s Casino. She had been doing this since 2006. She had increased pain with walking, bending, carrying trays, twisting, standing, cleaning, and reaching. She has numbness and tingling down her right leg and left arm. She had pain and stiffness in her right hip, shoulders, hands and wrists. A coworker had referred her to this practice. Interestingly, there was no mention of the 2019 motor vehicle accident and ongoing treatment for her widespread complaints. She was diagnosed with segmental dysfunctions of the cervical region, thoracic region, lumbar region, sacral region, and pelvic region and was referred for x-rays. Additional diagnoses were cervicalgia, cervical brachial syndrome, thoracic spine pain, contracture of muscle, right-sided sciatica, low back pain, and hip joint pain. The plan was to perform chiropractic three times per week for four weeks.

At the referral of chiropractor Dr. Harrison, she had x-rays of the cervical spine to be INSERTED here. On 10/27/21, she had an MRI of the lumbar spine to be INSERTED. She followed up with Dr. Harrison through his last documented visit on 11/04/21. At that time, he referenced the results of the lumbar MRI on 10/27/21 that revealed a disc herniation at L5-S1 with impingement of the thecal sac, increased on flexion and a disc herniation at L2-L3 on flexion.
Prior records show the Petitioner underwent an MRI of the right shoulder on 03/16/13 after a motor vehicle accident on 09/28/12. That should be INSERTED. On 08/22/16, she had an MRI of the right wrist done to be INSERTED here as well.
The Petitioner stated when she started working at the casino, she wore high heels. She then switched to wearing sneakers rapidly.

PHYSICAL EXAMINATION

UPPER EXTREMITIES: Normal macro
LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. She was tender at the calcanei bilaterally, but there was no tenderness overlying the plantar fascia.
FEET/ANKLES: Normal macro
CERVICAL SPINE: Normal macro
THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. She was tender at the right interscapular musculature in the absence of spasm, but there was none on the left or in the midline. There was no winging of the scapulae.

LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on her heels and toes without difficulty. She changed positions fluidly and was able to squat and rise complaining of low back tenderness. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. She was tender to palpation about the right sacroiliac joint, but not the left. There was no palpable spasm or tenderness of the paralumbar musculature, sciatic notches, iliac crests, greater trochanters, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuver on the right at 75 degrees elicited only low back tenderness without radicular complaints. On the left, at 90 degrees, no low back or radicular complaints were elicited. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

Ms. Taveras-Peralta alleges an occupational injury caused permanent residuals to her back and both feet. She had previously been under the care of various practitioners including a chiropractor and pain specialist due to musculoskeletal symptoms from a non‑work-related motor vehicle accident in 2019. She did undergo extensive diagnostic workup and course of treatment. During that time, she did not convey feeling her symptoms were related to work. She evidently did not come to this “realization” until 2021 when she filed her Claim Petition. She reports when she started working there, she had to wear high heels. Shortly thereafter, they switched to sneakers.

The current examination found full range of motion of both lower extremities. There was no tenderness at the plantar fascia and provocative maneuvers at the feet and ankles were negative. She had full range of motion of the lumbosacral spine. There were no signs of clinically significant disc pathology, spinal stenosis, radiculopathy, or facet arthropathy.

There is 0% permanent partial or total disability referable to the back or either foot. She was out of work during COVID from 03/15/20 through September 2020 during which time her back felt better. She has otherwise continued to work in a full-duty capacity at the insured. Her subjective complaints are not substantiated by objective, diagnostic or consistent clinical presentation.
