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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Suprena R. Macon
CASE ID #: 3619885
DATE OF BIRTH: 03/14/1971
DATE OF EXAM: 12/12/2022
Chief Complaints: Ms. Suprena Macon is a 51-year-old African American female who moved here from Kansas City, Missouri two years ago to be with her husband. She is here with chief complaints of complex regional pain syndrome following surgery on right ankle and peroneal tendon repair.

History of Present Illness: She states in 2017, she had gone to Walmart to get some retirement gift for her boss and the floor was somewhat wet and the patient fell on the wet floor. The patient states Walmart has a tendency to keep the floors wet most of the times. She states she broke her fifth metatarsal and ruptured her peroneal tendon and needed a surgery to repair the right peroneal tendon.

Past Medical History: History of diabetes mellitus and hypertension. Hyperlipidemia is present. The patient states she was 11-year-old when she started having problem with polydipsia and polyuria and was found to have insulin-dependent diabetes mellitus and she takes four shots of insulin a day. She has been diagnosed with high blood pressure since 1993, high cholesterol since year 2000, kidney problems and overactive bladder recently.

Operations: Include:

1. C-section in 1993.

2. Cervical cancer in 2008.

3. Peroneal tendon repair.

4. Right ankle surgery in 2017.

Medications: Medications at home include:

1. Levemir insulin.

2. NovoLog insulin.

3. Vitamin D3.

4. Tramadol for pain.

5. Paroxetine.

6. Quinapril.

7. Oxybutynin.

8. Simvastatin.
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Allergies: None known.

Personal History: She is married. She has three children; youngest child is 28-year-old. She does not smoke. She does not drink. She does not do drugs. The patient states she is using to walk and get up properly with the cane or crutch. The patient’s parents are deceased. She states she has developed problem with right shoulder as a frozen shoulder and she cannot lift up her both arms against gravity. She has never smoked. She does not drink. She does not do drugs.
Review of Systems: She denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain.

Physical Examination:
General: Reveals the patient is to be awake, alert and oriented, in no acute distress. Overall, she is using one crutch and a boot on the right foot. Her gait is abnormal. She is right-handed.

Vital Signs:

Height 5’1”.

Weight 187 pounds.

Blood pressure 156/80.

Pulse 69 per minute.

Pulse oximetry 100%.

Temperature 96.3.

BMI 35.5.

Snellen’s Test: Vision without glasses:

Right eye 20/50.

Left eye 20/70.

Both eyes 20/40.

With glasses, the patient’s vision is:

Right eye 20/25.

Left eye 20/25.

Both eyes 20/25.

She does not have a hearing aid. She does have glasses.

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.
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Extremities: No phlebitis. No edema.

Neurologic: Cranial nerves II through XII are intact. Alternate pronation and supination of hands is normal.

The Patient’s Problems are:

1. History of right ankle fracture and peroneal nerve injury followed by complex regional pain syndrome.

2. History of insulin-dependent type I diabetes mellitus.
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