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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Kesha Denise Young
CASE ID: 4989358
DATE OF BIRTH: 02/14/1982
DATE OF EXAM: 11/28/2022

Chief Complaint: Kesha Denise Young is a 40-year-old white female who is here with chief complaints of “palindromic” rheumatism diagnosed by rheumatologists of Scott & White Clinic and history of major depression.
History of Present Illness: For several years, the patient has had multiple joint pains off and on. She states onetime the workup was positive for rheumatoid arthritis, but at other times it was not. The patient has not been given any specific medication for rheumatoid arthritis or rheumatism except ibuprofen in a higher dose. She is not on any disease-modifying agents. She states the joint pains are fleeting and, this week, she had problem with left elbow and left knee; next week, it could be different. She denies any rashes. She states she has history of anxiety, major depression, and chronic pain and the patient is on Xanax as well as hydrocodone as prescribed by Scott & White Clinic. The patient states she has been on alprazolam for many years. Currently, she is on 2 mg a day total; 0.5 mg four times a day is what she takes. She has had a suicide attempt a few years ago and she tried to take overdose. She tried to take overdose of the medication. She states she took multiple pills including pain pill, Xanax, and Tylenol, but she states she believes in God. So, she went to the hospital and complained and they had to take the medicines out and treat her at a mental health hospital. There is strong family history of major depression; the patient’s father, brother and sister all have tried to commit suicide.

Past Medical History: No history of diabetes mellitus, hypertension, or asthma.

Operations: Include:

1. C-section.

2. Dilatation and curettage.

3. EGD a few times for difficulty in swallowing and reflux problems.

Medications: At home, include:
1. Xanax 2 mg a day.

2. Norco 10/325 mg twice a day.

3. Prilosec 20 mg once a day.
4. Effexor XR, she states she has not had any Effexor in one week as she does not have any insurance to buy the medicine.
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Allergies: PENICILLIN.

Personal History: She has had education only up to 8th grade. She has done various jobs including working as a CNA, hotel manager at Howard Johnson in Temple, Texas and an apartment manager. She is separated from her husband. She lives with her male best friend who brought her to the office today. She has four children; 25-year-old, 23, 21 and 16. The older three are on their own. The 16-year-old lives with the father. She used to smoke half a pack of cigarettes a day, but quit in October 2022. She occasionally drinks alcohol socially. Denies use of any drugs. The patient states she has not done any job for the past one year.
Review of Systems: She denies any chest pains or shortness of breath or nausea, vomiting, diarrhea or abdominal pain.
Physical Examination:
General: Exam reveals Ms. Kesha Denise Young to be a 40-year-old white female who is awake, alert, and oriented, in no acute distress. She did not bring any assistive device for ambulation with her, but she states she uses her best friend’s support when she walks. She cannot hop, squat or tandem walk. She has hard time picking up a pencil. She can button her clothes. She is right-handed.

Vitals Signs:

Height 5’4”.

Weight 170 pounds.

Blood pressure 128/82.

Pulse 101 per minute.

Pulse oximetry 98%.

Temperature 96.3.

BMI 29.

Snellen’s Test: Vision without glasses:

Right eye 20/40.

Left eye 20/40.

Both eyes 20/30.

With glasses vision:

Right eye 20/30.

Left eye 20/25.
Both eyes 20/25.

She does not have hearing aids.
Head: Normocephalic.

Eyes: Pupils 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.
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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 appeared normal. Her gait was slow, but normal. Straight leg raising was about 80 degrees on the right leg and about 30 degrees on the left side. The patient is right-handed.

Specifically Answering Questions for TRC: Her gait is slow and normal. She has ability to dress and undress, get on and off the examination table, heel and toe walking, squatting, and rising from squatting and tandem walking is difficult. Muscle strength is 5/5. Overall, motor system, sensory system, and reflexes appeared normal. Repetitive activity causes muscle weakness because of joint pains. Her straight leg raising is 30 degrees on the left side and about 80 degrees on the right side. Range of motion of all joints is normal except left elbow and left knee. There is no swelling, tenderness, heat, redness, thickening of joints, and there is no effusion in the joints. The patient has a good grip strength and a pinch strength and has ability to use the upper extremities in performing gross and fine functions. The right hand is the dominant hand. She has ability to pinch, grasp, shake hands, write, manipulate objects as coin, pen or cup. She has ability to sit, stand, move about slowly, lift about 5 pounds, carry and handle. It is difficult to test range of motion of the affected joint because of pain, but this is a fleeting joint pain. The patient states she has not done any job for the past one year because of pain. The patient did not bring any assistive device with her, but she states she uses support of her best friend. She has ability to raise her arms above her head. Reflexes are 1+ throughout. There are no pathological reflexes. There is no spasticity, rigidity, involuntary movements or tremors. No evidence of atrophy, fasciculations, myotonia, and myoclonus. It was impossible to do rapid repetitive movements of any joint because of pain.

The Patient’s Problems are probably:

1. Fibromyalgia.

2. Major depression.

3. History of suicide attempt.

4. History of panic attacks.

5. History of anxiety. The patient is on chronic opioid use and Xanax use.
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