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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Frances E. Kesner (also known as Frances Zweyer)
DATE OF BIRTH: 11/28/1963
AUTHORIZATION #: CD129897

DATE OF EXAM: 10/24/2022
Chief Complaints: Ms. Frances Kesner is a 58-year-old white female who has history of depression for several years and goes to MHMR. She has borderline diabetes mellitus and she has chronic pain in her neck, lower back and left shoulder. She had problem with rotator cuff injury to the right shoulder and she had surgery done that the right shoulder is doing good, but the left shoulder is very bad; she is not even able to lift her upper left arm against gravity.

History of Present Illness: She states she has had 16 steroid shots between neck and back without much improvement. She has also had nerve ablation treatments without much improvement. She had been advised surgery, but she does not have insurance and does not want to go through surgery. The patient states as far as depression is concerned she has had two suicide attempts; one time, she took overdose of her mother’s Zoloft in 2018 and second time, she put her hand through the window and hurt her hand. She denies any chest pains or shortness of breath or nausea, vomiting, diarrhea or abdominal pain. The patient states she has chronic pain and difficulty in sleeping. The patient states she had an MRI done through A1 Imaging of her C-spine that shows no evidence of acute bony injury, 1.5 mm left paracentral disc protrusion at C2-C3 with mild thecal sac compression, and 1 mm right paracentral disc protrusion at C6-C7. The patient also had an MRI done of lumbar spine that shows bilateral facet arthrosis L4-L5 and L5-S1. No evidence of disc protrusions or spinal stenosis and possible paravertebral spasms.

Past Medical History: She has borderline diabetes mellitus.
Operations: Multiple, including:

1. Appendectomy in 1981.

2. Hysterectomy in 1985.

3. Right shoulder surgery for rotator cuff in 2017.

4. Gallbladder surgery in 2018.

Medications: Medications at home include:

1. Prozac 20 mg a day.

2. Hydroxyzine 50 mg a day.
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Allergies: None known.

Personal History: She is divorced since 1983. She states she was in an abusive relationship where her husband used to beat her up. She has a son who she has not talked in about 25 years or so and he states he is just like his father. The patient did not finish high school, so she went to a tech school and did GED. She has worked as a welder and she states her last job was working for Lyft for five years as a driver. Her last job was in April 2021. The patient is single now and divorced. She smokes one pack of cigarettes a day for past 35 years. She used to drink alcohol in increased amounts, but quit 10 years ago. She denies use of any drugs.

Review of Systems: She has chronic pain. Her neck hurts. Her back hurts. Her left shoulder hurts.

Physical Examination:
General: Reveals Ms. Frances Kesner to be a 58-year-old pleasant white female who is awake, alert and oriented, in no acute distress. She is using a cane for ambulation. She cannot hop, squat or tandem walk. She had hard time picking up a pencil. She can button her clothes with the right hand. She is right-handed.

Vital Signs:

Height 5’5”.

Weight 214 pounds.

Blood pressure 120/70.

Pulse 63 per minute.

Pulse oximetry 96%.

Temperature 96.6.

BMI 36.

Snellen’s Test: Her vision without glasses:

Right eye 20/200.

Left eye 20/70.

Both eyes 20/50.

With glasses vision:

Right eye 20/25.

Left eye 20/25.

Both eyes 20/20.

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 murmurs.

Abdomen: Soft and nontender. No organomegaly.
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Extremities: No phlebitis. No edema. Signs of chronic venous insufficiency present. Straight leg raising about 30 degrees on both sides. The patient has restricted range of motion on the right side of the neck and the left side of the neck. Range of motion is decreased by 50%. Flexion is about 90% so decreased by about 10%. Extension decreased by about 30%. Range of motion of lumbar spine is decreased by about 70%. There is no evidence of muscle atrophy.

Neurologic: Cranial nerves II through XII are intact. There is no nystagmus. Alternate pronation and supination of hands is normal on the right side. She is not able to do it on the left side. She is not able to do finger-nose testing on the left side, but right side is normal. Scar of previous surgery is seen over the right shoulder.

Review of Records per TRC: Reveals evaluation of Dr. Gundanna, which reveals the patient has had facet ablations. Dr. Gundanna felt the patient has excellent relief with her lumbar facet ablations and feels that problem is essentially resolved in the neck. She has more pain on the right side that on the left side. She still has had significant relief with the ablations, but right side pain continues. Apparently, she had a reaction to pneumococcal vaccine. He advised her an inflatable cervical traction collar and a counterweight cervical traction collar. The MRI reports I had dictated earlier. There is also a note of BCS Pain Clinic where the patient seen with cervical radiculopathy, whiplash injury of cervical spine, lumbago with sciatica, cervical disc disorder, cervical facet joint pain and myositis. The evaluation was done by Steven Catalina, a chiropractor. The patient was advised transcutaneous electrical nerve stimulation basically TENS unit and some other chiropractic treatments.

Specifically Answering Questions for TRC: The patient does have major depressive disorder with suicidal tendencies. Her gait is abnormal. She has ability to dress and undress, but extremely slowly and has ability to get on and off the examination table, but slowly. She cannot do heel and toe walking, squatting or rise from squatting position or tandem walk. Her muscle strength is generalized grade 4/5. Sensory system and reflexes appear normal. Straight leg raising is only 30 degrees on the right side. She cannot do heel and toe walking. The range of motions is significantly abnormal in L-spine, C-spine, and left shoulder. She is using a cane and a walker for ambulation. She is right-handed and she has got a good grip strength, pinch strength, ability to use right upper extremity in performing gross and fine functions. She has ability to pinch, grasp, shake hands, write, manipulate objects, coin, pen or cup only with the right hand, but not with the left hand. She is able to sit, stand. Moving about, lifting, carrying, and handling objects is difficult. The patient is still depressed, but goes to MHMR. The patient’s height is 5’5” and weight is 214 pounds.
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The Patient’s Problems are:

1. History of chronic and acute neck pain.
2. Chronic back pain.

3. History of rotator cuff injury, left shoulder.

4. History of surgery on right rotator cuff with complete relief and good range of motion.

5. History of major depression and goes to MHMR.

6. History of two suicide attempts in the past.

7. History of lumbar area pain.

8. History of multiple shots and ablations done by pain management without much improvement as per the patient though her records say otherwise. The patient uses a cane for ambulation. An MRI report of few years reveals a few millimeter disc protrusions in the lumbar spine and minimal changes in the cervical spine.

9. History of ambulation with the use of an assistive device.

10. History of borderline diabetes.
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