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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Amye Elizabeth Reynolds
CASE ID #: 3493270

DATE OF BIRTH: 10/20/1972
DATE OF EXAM: 11/15/2022
Chief Complaints: Ms. Amye Elizabeth Reynolds is a 50-year-old white female who is here with both acute and chronic pain.

History of Present Illness: The patient states she has multiple diagnoses that include:

1. Lupus.

2. Fibromyalgia.

3. Chronic pain.

4. Acute pain.

5. Neuropathy in the feet.

The patient states she goes to Texas A&M Physicians for her care. She states she has developed neuropathy in the feet and she does not feel the touch on the anterior surface of both of her feet. She states she is in so much pain that she cannot stand for a while. She is not even able to bathe herself. She states she has a friend who comes and helps her bathe. She states she gets flare-up of this pain once or twice a week. She does not have any swollen joints, but has some rash on her face. Her diagnosis of lupus was in 2011. She did get some prednisone for a while and also hydroxychloroquine for a while. She did get some kind of progesterone as a birth control pill.
Operations: Include:

1. C-section in 2005.

2. C-section in 2007.

3. Gallbladder, hernia surgery in 2011.

4. Some kind of problem with her throat in 2010.

Medications: Her medications at home are multiple, include:

1. Sertraline 150 mg.

2. Omeprazole 20 mg.

3. Baclofen 10 mg.

4. Prazosin 2 mg.

5. Hydroxyzine 25 mg.

6. Amitriptyline 50 mg.
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7. Trazodone 100 mg.

8. Famotidine 20 mg.

9. Ropinirole 0.5 mg.

10. Seroquel 25 mg.

11. Naproxen 500 mg.

12. Gabapentin 600 mg twice a day.

Allergies: She is allergic to SULFA.
Personal History: She finished high school and has an associate degree in nursing and worked as a medical assistant for Baylor Scott & White and HealthPoint, but her job did not last more than three months because she could not stand. She has worked as a caregiver for Texas Home Health and hospice off and on for several months. Her last job was in March 2022. She is single. She has two children 17 and 15-year-old. She used to smoke about 10 years ago half to one pack of cigarettes a day, but has not smoked in 10 years. She denies use of any alcohol. Denies use of any drugs. The patient states she lives by herself.

Family History: She states both her parents are living and there is history of bipolar disorder, depression and anxiety in the family.

Review of Systems: Her neck hurts. Her back hurts. She denies any chest pains or shortness of breath or nausea, vomiting, diarrhea or abdominal pain. The patient’s main problem is both acute and chronic pain, which makes it hard for her to do any kind of work. She is not using any assistive device for ambulation.

Physical Examination:

General: She is left-handed. She states she is left-handed for writing, but she is right-handed for everything else.

Vital Signs:

Height 5’9”.

Weight 168 pounds.

Blood pressure 120/80.

Pulse 66 per minute.

Pulse oximetry 99%.

Temperature 97.5.

BMI 25.

Snellen’s Test: Her vision without glasses:

Right eye 20/400.

Left eye 20/400.

Both eyes 20/400.
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With glasses vision:

Right eye 20/100.

Left eye 20/70.

Both eyes 20/70.
She does not have a hearing aid.

Face: The patient seems to have a butterfly kind of rash on the face, but there is no evidence of any rash on any other part of the body. She does not have Cushingoid facies suggestive of long-term steroid use.

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 murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema. There is no joint that is definitely swollen or warm or tender.
Neurologic: Cranial nerves II through XII are intact. She is left-handed. She is able to appose her fingers. She has got a fair grip of both hands. She is able to raise her both arms up against gravity. She cannot hop, squat or tandem walk. She had hard time picking up a pencil. She cannot rise after she is squatting. She is not using any assistive device for ambulation and she was on prednisone and hydroxychloroquine in the past, but that has been several years that she has taken it, she thinks. Finger-nose testing is normal. Alternate pronation and supination of hands is normal. She states she cannot stand for a while. She states because of neuropathy she cannot feel the dorsum of her both feet right more than left.

Review of Records as sent per TRC: Reveals an MRI of the C-spine done on 03/02/2022, which shows worsening of cervical spondylosis, which is moderate now and multilevel high-grade bilateral neural foraminal stenosis and multilevel high-grade central spinal canal stenosis worse at C4-C5 where there is severe central spinal canal stenosis and several levels of chronic cord indentation. There are notes of Texas A&M University Health of 01/06/2022 where the patient is seen with chronic pain in her shoulders, arms and hands and she has been on Lyrica for 10 years and has not helped. She has radiating nerve pain from her neck down to both arms for several years. The patient has been on duloxetine in the past. The patient has history of lupus and saw a rheumatologist in Huntsville. The patient also has history of gastroesophageal reflux disease. The patient states in 2014, the patient had a gastric sleeve put in, tonsillectomy, hiatal hernia repair and a gallbladder surgery. The patient was started on omeprazole for the gastric reflux and amitriptyline for fibromyalgia. The patient was referred to rheumatology locally, but has not seen anybody and given ropinirole for restless legs.
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Ms. Reynolds has very little range of motion in C-spine and it is painful and after looking at the MRI report, it is difficult even to test range of motion on her. The range of motion of lumbar spine is decreased by about 50%. There is no evidence of muscle atrophy. She has difficult time raising her both arms against gravity. She cannot hop or squat or tandem walk. She has hard time picking up a pencil. She can button her clothes slowly. There is reduction in sensation to touch over dorsum of both feet, more so right foot than the left foot.

The Patient’s Problems are:

1. History of acute and chronic pain with cervical spondylosis.

2. Spinal canal stenosis.

3. Bilateral multilevel high-grade neural foraminal stenosis and several levels of spinal cord indentations causing her to be in both acute and chronic pains, severe neck pain.
4. History of lupus is present, on no medications currently. The patient is off steroids and hydroxychloroquine or any other definitive medicine for lupus.

5. The patient has developed some neuropathy over the feet, the right more than the left.

6. History of major depression and anxiety is present.

7. History of bilateral shoulder pain.

8. History of musculoskeletal low back pain. The patient has difficulty with grip in both hands and is not able raise her both arms above her head.
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