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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Ingram Yuvette Thomas
CASE ID #: 1879285
DATE OF BIRTH: 07/03/1971
DATE OF EXAM: 11/08/2022
Chief Complaints: Ms. Ingram Yuvette Thomas was seen for a brief office visit so that her x-rays could be done in June 2022 and no internal medicine exam was required, but this time a full exam was required. The patient is here with chief complaints of:

1. Neck pain.

2. Back pain.

3. Diabetes mellitus.

4. High blood pressure.

5. Depression.

History of Present Illness: The patient states she has been involved in two accidents; the first accident was in 1987 when she was the driver of a car when she was hit on the back by another vehicle and then because of the impact, she ended up hitting a tree and ended up hurting her neck, back and the knees because the dashboard of the car got pushed backwards onto her knee. The second accident was in March 2022. The patient states she is working with the lawyer for this accident in March, with the previous accident settled. The patient states she has problems with herniated discs at L3, L4 and L5 and C1-C2 in the neck. She states she has had several shots in the back and several shots in the neck. She states she had seen chiropractor for long for therapy. She states her right knee hurts her really bad. She states in March 2022 a drunk driver hit her on the driver’s side and the rear backside on the driver’s side and she ended up hurting her right upper extremity and right hand and right wrist. She had a splint and a cast, which since have been removed. Initially, she was not able to use her right wrist, but now she is able to do that.

Past Medical History: She states she has had history of diabetes mellitus and high blood pressure since 2016.

Operations: Include:

1. Tubal ligation.

2. Right knee surgery for torn meniscus repair in 2020.
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Medications: Her medications at home include:

1. Amlodipine 10 mg a day.

2. Gabapentin 300 mg three times a day.

3. Tizanidine 2 mg three times a day.

4. Duloxetine 60 mg a day.

5. Allergy Relief 25 mg p.r.n.

6. Atorvastatin 20 mg a day.

7. Metformin 500 mg twice a day.

8. Progesterone 100 mg a day.

9. Triamterene HCTZ once a day.

10. Alprazolam 0.5 mg three times a day.

Allergies: CODEINE.
Personal History: She states she finished high school up to 11th grade. She started working as a cook at College Station Medical Center and then transferred to Baylor Scott & White where she worked as a cook for three years. She states because her wrist was involved they let her go because the HR determined she was a high risk and her last day of work was 03/28/22. She is married. Her husband is a truck driver for Texas DOT. She has three children; youngest is 27-year-old. She smokes half a pack of cigarettes a day for past 16 years. She drinks alcohol socially. Denies use of any drugs.

Family History: Both her parents are deceased and had diabetes mellitus and congestive heart failure and father was also on dialysis.

Review of Systems: She denies bowel or bladder problems. She has low back pain and neck pain and goes for her scheduled steroid shots at Baylor Scott & White Clinic.

Physical Examination:
General: Reveals Ms. Ingram Yuvette Thomas to be a 51-year-old African American female who is awake, alert and oriented, in no acute distress. She is using a cane for ambulation. She is able to get on and off the examination table slowly. She is able to dress and undress for the physical exam slowly. She cannot hop, squat or tandem walk. She has hard time picking up a pencil. She is right-handed and now she states since the splint and the cast is out, she is able to button her clothes.

Vital Signs:

Height 5’4”.

Weight 174 pounds.

Blood pressure 122/82.

Pulse 111 per minute.

Pulse oximetry 97%.

Temperature 96.

BMI 30.

Ingram Yuvette Thomas

Page 3

Snellen’s Test: Vision without glasses:

Right eye 20/200.

Left eye 20/200.

Both eyes 20/100.

With glasses her vision is:

Right eye 20/30.

Left eye 20/30.

Both eyes 20/25.

Head: Normocephalic.

Mouth: The patient showed me some stitches over her upper lip when she was in the accident. She had lot of lacerations and she had 13 stitches around the lip. The patient is also going to go through some mouth and dental work following this accident.

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 murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema.
Neurologic: The straight leg raising on the right side is only 30 degrees and on the left side is about 90 degrees. There is no evidence of muscle atrophy. Overall, besides reduced range of motion of right knee, lower back and C-spine, motor system, sensory system and reflexes appear normal. Range of motion of lumbar spine is decreased by 75%. Reflexes are 1+ throughout. There is no muscle atrophy. Alternate pronation and supination of hands is normal. She is right-handed. Finger-nose testing is normal. There is no nystagmus. The range of motion of C-spine is decreased by about 50%.

Review of Records per TRC: Reveals records of pain management doctor of 01/20/2022. The patient was seen with low back pain worsened with standing, twisting and bending and also hip pain and the patient was given an injection in 2021, which provided 40% pain relief and lasted for three and half weeks. The patient was seen with the right hip pain radiating to the legs and the patient is somewhat depressed. The patient was not on any blood thinners. The patient had lumbar radiculitis and it is decided to give L5-S1 ESI and continue physical therapy and the doctor felt he is treating lower lumbar disc disease.

Specifically Answering Questions for TRC: Her gait is slightly abnormal. She has ability to dress, undress, and get on and off the examination table. She cannot do heel and toe walking, squatting and to rise after squatting is difficult. She cannot tandem walk. Muscle strength is overall 5/5. There is no sensory or reflex abnormality. Repetitive activity does cause muscle weakness. Straight leg raising is 30 degrees on the right side and 90 degrees on the left. She cannot do heel and toe walking and cannot squat. The right knee appears to have reduced range of motion both flexion and extension.
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There is no swelling, tenderness, heat, redness or thickening of joints. She is using a cane for ambulation. She is right-handed. She has ability to sit and stand, move about slowly, lift about 5 pounds, carry and handle objects. She has got a good grip strength, pinch strength and ability to use the upper extremities in performing gross and fine functions. Dominant hand is the right hand and has ability to pinch, grasp, shake hands, write, manipulate objects such as coin, pen or cup.

The Patient’s Problems:

1. Chronic neck and back pain with acute exacerbations and needing steroid shots. The patient states she has had steroid shots in the elbows and the knee.

2. History of two motor vehicle accidents.

3. History of neck pain.

4. History of back pain.

5. History of right knee pain. The patient is getting physical therapy, chiropractic therapy and steroid shots in different parts of the body related to pain and it was decided to keep her off opioids.

6. History of diabetes mellitus is present.

7. History of high blood pressure is present.
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