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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Dwight Paden Blanton
CASE ID #: 4262601

DATE OF BIRTH: 12/13/1988
DATE OF EXAM: 12/15/2022
Chief Complaints: Dwight Paden Blanton is a 34-year-old markedly obese white male who is here with chief complaints of low back pain.

History of Present Illness: The patient states he denies any injuries, but he started having back pain in 2007, when he states he was lifting some bags of potting soil and he heard some pop in the back and then he states next morning he was worse and since then he had pain. He ended up having some kind of surgery in 2007. He has not had any more surgeries. He states he walks okay, but he states any bending causes him to have lot of pain and that would last for longtime.

Past Medical History: He denies any history of diabetes mellitus, hypertension, or asthma.

Personal History: He states he finished high school. He did college for about two years studying programming. He states he has mostly done call center jobs. His last job was at Greenwood Hall in 2020. He is single. He has no children. He does not smoke. Occasionally, he drinks alcohol. Denies use of drugs. He states he lives with his sister and three kids. He states if he has to bend down for doing dishes, then he has back pain for a longtime. He states in 2022, early this year, his father lives next door and he had fallen and Dwight kind of ran a little faster to help his father and fell and broke his elbow. They basically just put a cast on his left elbow. No surgery was done. He states his extension at the elbow is just very slightly reduced, but he is okay. He denies any bowel or bladder problems. He denies any tingling or numbness in his hands or feet.

Physical Examination:
General: Reveals Dwight Paden Blanton to be a 34-year-old white male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation. He is able to get on and off the examination table slowly. He is able to dress and undress for the physical exam slowly. He cannot hop. Squatting is difficult. Rising after squatting is difficult. He can tandem walk. He has little hard time picking up a pencil, but he can button his clothes. He is right-handed.
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Vital Signs:

Height 6’4”.

Weight 432 pounds.

Blood pressure 130/86.

Pulse 78 per minute.

Pulse oximetry 96%.

Temperature 96.9.

BMI 52.

Snellen’s Test: His vision without glasses:

Right eye 20/50.

Left eye 20/25.

Both eyes 20/25.

With glasses vision:

Right eye 20/30.

Left eye 20/20.

Both eyes 20/20.

He does not have a hearing aid.

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.

Neurologic: Cranial nerves II through XII are intact. Range of motion of lumbar spine is decreased by 50%. There is no evidence of muscle atrophy. He has a good grip in both hands. Reflexes are 1+ throughout. His straight leg raising is about 90 degrees on both sides. Finger-nose testing is normal. Alternate pronation and supination of hands is normal.
The patient states his last job was in 2020, doing some IT work. There is a scar about 4 inches in the lower back of previous back surgery. The patient was brought to the office by the mother.

No records were sent per TRC except the patient’s history.

An x-ray of the lumbar spine shows low-grade levoscoliosis and L5-S1 spondylolisthesis. Apparently, the patient had an MRI of the spine in 2009.

The Patient’s Problems:

1. Obesity.

2. Musculoskeletal low back pain.

3. History of back surgery in 2007.
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