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Dictation Time Length: 12:33
October 17, 2022

RE:
Clarence Howell
History of Accident/Illness and Treatment: Clarence Howell is a 56-year-old male who reports he was injured in a work-related motor vehicle collision on 03/03/22. At that time, he was operating a van that was moving slowly in traffic. A small Honda hit the back left of his vehicle causing his body to shift. He complained “the a...hole” crossed over perpendicular to him. He saw Occupational Health and then Capital Health Emergency Room on 03/04/22. He believes he injured his neck, lower back and head. There was no airbag deployment. He complained about hearing problems immediately upon impact. He understands his final diagnosis to be “I was injured and needed medical attention.” He did not undergo any surgery and is no longer receiving active treatment.

The Petitioner brought in some records of his own to review that will be summarized shortly. According to the records provided, he was seen at RWJ Hamilton Occupational Health on 04/12/22 stating on 03/03/22 he was driving a van that was hit by a car in the driver side rear. The airbag deployed. His seatbelt was on. The other car left the scene. Later that night, he felt tingling and pain on the left side of his neck, trapezius, shoulder, and down his left arm as well as his left lower back. He was seen at Capital Health the next morning where x-rays were negative. He was given medications and a patch. They ascertained a history of a motor vehicle accident in 1988 when he injured his back. They noted the office visits he had at this facility in the interim. He was diagnosed with lower back strain and unspecified injury of the left shoulder and upper arm. Upon exam, there was no tenderness to palpation of the left shoulder, but the lower back was tender to palpation bilaterally. He had decreased range of motion about the low back. He was responding to and wanted to continue physical therapy. He was also going to continue on full duty without restrictions. At this juncture, he was on personal vacations until the beginning of May. He requested therapy that was issued for one more week given that he is responding. They also recommended a TENS unit to the low back. Mr. Howell followed up at Occupational Health on 04/22/22. He reported his pain felt better in the left shoulder, low back stiffness, and prolonged standing irritates his back. He had not started his last session of physical therapy and TENS unit had not yet been received. He on this occasion was cleared to continue working full duty and return in one week pending further physical therapy.

As per the records provided by Mr. Howell, in no particular order, he underwent a mammogram on 03/04/22 for a lump. INSERT those results here. On 02/05/22, he was seen at Capital Health and underwent a chest x-ray due to a cough. It was compared to a study of 01/08/20 and showed no active disease. He had left shoulder x-rays on 03/04/22 that showed no evidence of acute fracture or dislocation. There were degenerative changes.
He also provided a New Jersey Police Crash Investigation Report for the subject event. It was described as a hit-and-run accident. The driver meaning Mr. Howell stated while at the intersection of Highway Avenue and North Olden Avenue, he observed a silver vehicle travel through the intersection and sideswiped that vehicle causing moderate damage. The silver vehicle continued and went out of sight. The vehicle #1 was observed to have airbags deployed and moderate damage to the rear bumper. The driver refused medical attention while on the scene. He could also not provide further vehicle information for vehicle #2. He stated it appeared to be a Honda. He was seen at Capital Health Emergency Room on 03/04/22 after which he was issued instructions for a diagnosis of “motor vehicle accident.”

He came under the care of Hamilton Occupational Health on 03/08/22 and was referred for physical therapy and activity modifications. He followed up there frequently over the next few weeks running through the aforementioned visit of 04/12/22.
PHYSICAL EXAMINATION:
He complained about being requested to gown although this is typical for such an evaluation. He focused on his complaints including his injuries and how the other driver behaved.

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal scars about the right shoulder, but no swelling, atrophy, or effusions. There was a rough texture to the hands bilaterally, but skin was otherwise normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity.

LOWER EXTREMITIES: Inspection revealed onychomycosis of several toenails, most noticeable in the great toes bilaterally. 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 otherwise 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. There was no significant tenderness with palpation of either lower extremity.

CERVICAL SPINE: Normal macro

THORACIC SPINE: Normal macro
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 his heels and toes without difficulty. He changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. He sat comfortably at 90 degrees lumbar flexion, but actively flexed to 35 degrees complaining of tightness. Extension, bilateral rotation, and side bending were accomplished fully.  There was non-reproducible tenderness to palpation about the left lower paravertebral musculature in the absence of spasm, but there was none on the right or in the midline. There was no palpable spasm or tenderness of the sacroiliac joints, sciatic notches, iliac crests, or greater trochanters. 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 elicited non-physiologic abdominal pain bilaterally, but no low back or radicular symptoms. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. He had a positive trunk torsion maneuver 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.

On 03/03/22, Clarence Howell was the restrained driver of a van that was struck on the driver’s rear side by a vehicle that then departed the scene. Police arrived and Mr. Howell declined medical attention. He did go to the emergency room on 03/03/22 and on 03/04/22 had x-rays of the left shoulder and a mammogram. He then followed up with Occupational Health over the next few weeks concurrent with physical therapy. This was rendered through 04/22/22.

The Petitioner currently had variable mobility about the lumbar spine. He had non-physiologic responses of abdominal pain to straight leg raising maneuvers and a positive trunk torsion maneuver for symptom magnification. He had full range of motion of the shoulders and neck where provocative maneuvers were negative.

1. The nature and extent of the alleged work injury was sprains and contusions involving his cervical and lumbar spine and left shoulder.
2. His current diagnosis is resolved sprains.
3. The alleged work injury is not a cause or contributing cause to the current diagnosis.
4. The causes of his current medical condition/symptoms are the general aches and pains of aging.
5. This incident did not aggravate a preexisting condition.

Treatment to date has been reasonable and necessary and related to the alleged work injury. I do not feel any additional treatment, testing, injections, or surgery are reasonable and necessary related to the alleged work injury. I do not feel any physical limitations or work restrictions are needed as a result of the alleged work injury. He has indeed reached maximum medical improvement in regard to the alleged work injury effective today or at his last treatment visit. He has not sustained any permanent partial impairment in regards to the alleged work injury involving the cervical spine, lumbar spine, and left shoulder. He has been able to continue working in a full-duty capacity for the insured.
