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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Nathan Dean Coffer

CASE ID#:  472584

DATE OF BIRTH: 01/25/1992
DATE OF EXAM: 11/01/2022

Chief Complaints: Mr. Nathan Dean Coffer is a 30-year-old white male with history of cirrhosis of liver and fever of unknown origin and history of alcoholism.

History of Present Illness: The patient is a veteran and was a medic in the Navy from 2012 to 2015 honorably discharged and has problem of drinking alcohol of drinking a fifth of whiskey a day. He has been treated in different VA Institutions including Austin, San Antonio, and College Station and he states he finished a three-week alcohol rehab program. He states he has had episodes where he becomes sober with no drinking and that does not last long and then he starts drinking again. He states all during this time and for the past several months he has had also fever of unknown origin; he runs about 101 fever and they have done all kinds of tests and cannot find anything. He states they took about two liters of fluid from his belly and that was the only one time that they had removed and that fluid was not infected. He has had banding of the esophageal varices done multiple times.

Operations: Banding of esophageal varices, some orthodontic work because of an improper bite for jaw reconstruction and lymph node removal on the left side of the neck and was benign.

Medications: He is currently not taking any medication.

Allergies: None known.

Personal History: He finished high school and did lot of courses at Blinn and then was in US Navy and then discharged. He states he is single. He is not married. He has no children. He states with the cirrhosis of liver he became so weak that he had to move in with his mother because he could not cook and could not even make his bed. He states his fluid was drained just three weeks ago.
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He quit smoking in November 2021. He states he did not really smoke much except a few cigarettes here or there, but he used to drink alcohol. He still does occasional marijuana. He states he has never had hepatitis A, B, or C.

Family History: Reveals there is no history of alcoholism with the father or the mother, but the patient’s brother died of heroin overdose five years ago. His one brother has Crohn’s disease. He has another brother and sister who are healthy.

Review of Systems: He states he has had these periods of jaundice where the bilirubin would even increase to even 20 multiple times. He has never had hepatic encephalopathy. He has never had trouble with the law. He denies any hemoptysis or hematemesis though he has had hematemesis in the past He denies black or coffee-ground stools. He denies mental confusion.

Physical Examination:
General: Exam reveals Mr. Nathan Dean Coffer to be a 30-year-old white male who is awake, alert and oriented, in no acute distress who drove himself to the office. He is not using any assistive device for ambulation. He appeared extremely icteric. His whole face was jaundiced and his sclerae were extremely yellow. He is right-handed.

Vital Signs:

Height 6’

Weight 230 pounds.

Blood pressure 120/70.

Pulse 95 per minute.

Pulse oximetry 98%.

Temperature 97.4.

BMI 31.
Snellen’s Test: His vision:
Right eye 20/25.
Left eye 20/25.

Both eyes 20/20.

He does not have contacts or glasses and does not have a hearing aid.

Head: Normocephalic.

Eyes: Sclerae icteric.

Neck: Supple. Scar of lymph node removal seen left side of neck. No lymphadenopathy. No carotid bruits.

Chest: Good inspiratory and expiratory breath sounds.

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

Abdomen: Soft and nontender. I could not appreciate ascites.
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Extremities: No phlebitis. No edema.

Neurologic: There are no flapping tremors. He is awake, alert and oriented. There is no clubbing. There is no cyanosis. Cranial nerves II through XII are intact. Alternate pronation and supination of hands is normal. He can raise both his arms above his head.  He can squat. He can tandem walk. He can pick up a pencil and button his clothes. His gait is normal. There is no nystagmus.

Review of Records per TRC: Reveals records of VA Hospital of College Station where the patient has had extensive workup of fever of unknown origin and all the workup has been negative. A gallbladder ultrasound does not show any stones. A CT of the abdomen shows irregular fatty infiltration or hepatocellular disease with small amount of ascites. The patient has had workup to be sure he does not have TB. His chest x-ray has shown slightly enlarged heart or borderline heart size, history of some L5 spondylosis and some mild DJD at L1-L2 and L5-S1. The patient’s main problem is alcohol use disorder. He does not have any suicidal ideations.
Impression: This is a young man, 30-year-old with history of severe alcoholism, alcohol dependence with cirrhosis of liver.
His labs, please see attached report.

The Patient’s Problems: Basically, his problems are:
1. Cirrhosis of liver with banding of esophageal varices x 3.

2. History of alcohol use disorder.

3. History of recent fever of unknown origin for which an extensive workup has been done and no etiology of fever of unknown origin found.
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