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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Thomas Lee Peyton
CASE ID #: 4659708

DATE OF BIRTH: 09/27/1971
DATE OF EXAM: 11/07/2022
Chief Complaints: Mr. Thomas Lee Peyton is a 51-year-old white male who was accompanied by his wife to the office. He states he drove him and his wife to the office and his wife was sitting in the car. He states he is here with chief complaints of:

1. Chronic obstructive pulmonary disease secondary to long-term smoking.

2. He also has long-standing hypertension.

3. He has chronic cough and shortness of breath. He denies any blood in the sputum. He states he feels short of breath at times at rest, most of the times related to minimal exertion and he has chronic cough sometimes with clear phlegm and sometimes with yellow phlegm.

Past Medical History: History of hypertension is present. No history of diabetes mellitus.

Operations: None.

Medications: Medications at home include:

1. Pravastatin.

2. Nebulizer medications.

Allergies: None known.

Personal History: He is married. He has no children. He did not finish high school. He smokes half a pack of cigarettes a day for past 33 years. Occasionally, drinks alcohol. Denies use of any drugs. He states he has not done really any job except for some landscape work here and there and he states he has not done even any landscape work since 2019.

Family History: Noncontributory.

Physical Examination:
General: Reveals Mr. Thomas Lee Peyton to be a 51-year-old both acutely and chronically ill-appearing white male who is short of breath even at rest and who is awake, alert and oriented and in no acute distress. He is not using any assistive device for ambulation. He is left-handed.
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Vital Signs:

Height 5’6”.

Weight 244 pounds.

Blood pressure 150/100.

Pulse 97 per minute.

Pulse oximetry 97%.

Temperature 96.2.

BMI 39.

Snellen’s Test: His vision without glasses:

Right eye 20/70.

Left eye 20/100.

Both eyes 20/70.

He does not have a hearing aid nor did he have any glasses.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruit. Thyroid is not palpable.

Chest: Scattered inspiratory and expiratory rhonchi both sides of chest. AP diameter of the chest is increased. I do not hear any crackles.

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

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.

Neurologic: Cranial nerves II through XII are intact. Overall, motor system, sensory system and reflexes appear normal. He has got a good grip in the left hand. He is able to raise his both upper extremities above his head. His straight leg raising is 90 degrees on both sides. Range of motion of lumbar spine is decreased by 25%. The patient was short of breath at rest and I did not think it was advisable for him to jump or do any form of physical activity. He did appear short of breath even at rest. Alternate pronation and supination of hands is normal. Finger-nose testing is normal. There is no nystagmus. There is no evidence of muscle atrophy.
Review of Records per TRC: Reveals records of the patient getting admitted at St. Joseph from 07/20/21 to 07/21/21 for exacerbation of COPD, smoking, unhealthy alcohol drinking behavior and hyperlipidemia and had history of syncope. He states he passes out when he coughs excessively. He does not have chest pain. CT of head and chest x-ray were normal. EKG showed sinus rhythm.

A chest x-ray as ordered per TRC is essentially normal with no acute intrathoracic abnormality.

The Patient’s Problems:

1. COPD with exacerbation.

2. Long history of smoking.
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