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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Margaret Schuster
CASE ID: 3161650
DATE OF BIRTH: 03/26/1961
DATE OF EXAM: 10/25/2022
Chief Complaints: Margaret Schuster is a 61-year-old white female who is here with chief complaints of psychosis, manic depression, posttraumatic stress disorder, low back pain and asthma.
History of Present Illness: She states she goes to Hearne Clinic where she does telehealth mental health and gets some medications. The patient states she has had two or three suicide attempts. She states two years ago she overdosed on 70 tablets of alprazolam and was admitted to Methodist Hospital in Houston for two weeks. She states even as a child she has had depression and has slashed her wrist. She denies any definite back injuries. She is postmenopausal. She states she has chronic suicidal ideations, but now she understands she is not going to carry it on because she survived both times.
Operations: Include gallbladder surgery in 1999.
Medications: Medications at home include:

1. Lamotrigine 200 mg at bedtime.

2. Vraylar 3 mg at bedtime.

3. Trazodone 100 mg at bedtime.

4. Desvenlafaxine succinate 100 mg a day.

Allergies: CODEINE.
Personal History: She had education up to 8th grade, following which she states she started working. She worked as a cashier at different grocery stores. She states she still has to work at least 30 to 35 hours a week so that she can meet her expenses and buy her medicines. She is divorced. Her son is grown up, but she had a 9-year-old grandchild who lives with the father.

Social History: She does smoke one pack of cigarettes a day for the past 45 years. She used to drink alcohol in increased amounts, but quit 20 years ago. She states she may have had a DWI in 2007. Currently, she states she works for Country Corner Store in Franklin, Texas.
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Family History: Her parents are deceased; mother had COPD, father had stroke. One brother has hypertension and hyperlipidemia. A sister with breast cancer and anal cancer in remission. One sister has COPD.

Review of Systems: She denies any chest pain. She gives history of shortness of breath related to exertion. She gives history of low back pain. She denies bowel or bladder problems. She denies any injuries to the back. She states her COPD gets worse at times and she has to use inhalers and nebulizer treatment at home, but she continues to smoke. She has shortness of breath and chronic cough. Denies hemoptysis. Denies nausea, vomiting, diarrhea or abdominal pain.
Physical Examination:
General: Exam reveals Margaret Schuster to be a 61-year-old white female who is awake, alert, oriented and in no acute distress. She is not using any assistive device for ambulation. She is able to get on and off the examination table without difficulty. She is able to dress and undress for the physical exam without difficulty. Her gait is slow and normal. She cannot hop. She can squat with assistance. She can tandem walk. She can pick up a pencil and button her clothes. She is right-handed.
Vital Signs:
Height 5’6”.
Weight 195 pounds.
Blood pressure 110/70.
Pulse 72 per minute.
Pulse oximetry 95%.
Temperature 96.3.
BMI 31.

Snellen’s Test: Vision without glasses:

Right eye 20/200.

Left eye 20/200.

Both eyes 20/200.

With glasses vision:

Right eye 20/30.
Left eye 20/25.
Both eyes 20/25.
She does not have hearing aid.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. Thyroid not palpable.

Chest: Good inspiratory and expiratory breath sounds.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft. Nontender. No organomegaly.
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Extremities: No phlebitis. No edema.
Neurologic: Cranial nerves II through XII are intact. Overall, motor system, sensory system and reflexes are normal. There is no nystagmus. Finger-nose testing is normal. Alternate pronation and supination of hands is normal. There is no muscle atrophy. Reflexes are 1+ throughout.
AP diameter of the chest is increased. There is no cyanosis. The patient has significant creases on the upper lip of long-term smoking. Occasional bibasilar rhonchi are heard.
Review of Records per TRC: Reveals records of December 2, 2021. The unit is Hardin County Region Administration HOPC Adults Mental Health and the server was Lori Bougere. This was a telemedicine visit via Teams tele-video connection where the patient reported that she feels that medicines are not working. She gets up three times at night, she will stay awake, but has hard time staying asleep. Symptoms of depression continue. Anhedonia present. Excessive worrying unchanged. She is irritable. The patient states auditory hallucinations are less. Compliance with medication is good. No impulsive behavior. She is not confused. She appears to have flat, sad looking, downcast, attentive, communicative, casually groomed, overweight, looks unhappy. The patient is advised to continue lamotrigine 200 mg at bedtime, increase Vraylar 3 mg per day, start Pristiq 50 mg in the morning, discontinue Effexor. The patient was given Columbia-Suicide Risk Scale and medicines adjustment done. The range of motion of lumbar spine is decreased by about 30%.
Specifically Answering Questions for TRC: The patient’s gait and station is normal. Straight leg raising is about 80 degrees on both sides. She has ability to squat with assistance. She could not do heel and toe walking. The range of motion of all the joints appeared essentially normal. There was no swelling, tenderness, heat, redness or thickening of joints. She was not using any hand-held assistive device. She has got a good grip strength, pinch strength, ability to use upper extremities in performing gross and fine functions. Right hand is the dominant hand. She has ability to pinch, grasp and shake hands, to write, to manipulate objects such as coin, pen or cup. She has ability to sit, stand, move about, lift 5 to 10 pounds, carry, handle objects, hear and speak. There is occasional cough. There is no labored breathing or use of accessory muscles of respiration. There is no audible wheezing, pallor, cyanosis, hoarseness. No clubbing of fingers and no chest wall deformity. She does complain of some dyspnea on exertion. There is no involvement of hands or feet, which imposes a severe limitation of function not responding to prescribed treatment. There is no evidence of diabetic neuropathy. The patient is able to use her hands and arms.
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The patient’s current mental status reveals the patient is somewhat depressed, but not manic. She has ability to dress and undress, get on and off the examination table. She can squat and rise and tandem walk. Heel and toe walking is difficult. Range of motion of affected all joints is normal, C-spine is normal, but L-spine decreased by 25%. Range of motion of all weight bearing joints is normal. Muscle strength is 5/5. The patient’s daily activity includes working at retail stores. She has ability to raise arms overhead. She has had some exacerbations of her COPD and has to use nebulizer treatment. There is no evidence of spasticity, rigidity, involuntary movements or tremors. There is no atrophy, fasciculations, myotonia or myoclonus. There is no evidence of rapid repetitive movements that cause her to have any problems. She cannot have rapid repetitive movements of any parts of her body.
The Patient’s Problems:
1. History of manic depressive illness.

2. History of major depression.

3. History of two suicide attempts.

4. History of depression for a long time.

5. Long-term tobacco abuse is present.

6. Musculoskeletal back pain is present.

7. History of COPD is present.
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