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Dictation Time Length: 07:36
December 19, 2022

RE:
Ediberto Silva-Oliveras
History of Accident/Illness and Treatment: Ediberto Silva-Oliveras is a 34-year-old male who reports he was injured in a work-related motor vehicle collision on 10/10/21. He was the van driver that hit the side of Mr. Silva’s vehicle. His glasses flew off. He did not go to the emergency room afterwards. He believes he injured his neck, shoulder, and hip, but is unaware of his final diagnosis. He did accept a shoulder injection, but none elsewhere. He did not undergo any surgery and is no longer receiving any active treatment.
Per the records supplied, Mr. Silva was seen by Concentra on 10/11/21, one day after the motor vehicle collision. Someone hit the driver side of his work van. He complained of left-sided body pain and neck pain. He had not been to the emergency room and had no loss of consciousness. He was restrained at the time of impact. He was diagnosed with right-sided neck pain, left shoulder strain, pain in the left lateral upper thigh, and left hip pain. He was begun on medications and activity modification. He followed up here over the next several weeks. Physical therapy was rendered on the dates described.

On 11/10/21, he underwent an MRI of the left shoulder to be INSERTED here. He followed up at Concentra through 12/01/21. On that occasion, Dr. Adams kept him on activity restrictions and referred him for orthopedic consultation.
He was seen by Dr. Crain again at First State Orthopedics on 12/14/21. He performed x‑rays of the left shoulder that showed no major spur formation or degenerative joint disease. He thought the significant pain was emanating from predominantly the acromioclavicular joint, but also the subacromial joint. A corticosteroid injection was administered. He returned to Dr. Crain on 01/11/22 with about four weeks of effectiveness from the injection. He had minimal residual soreness. Exam found full active and passive range of motion. His strength is good. He noted the results of the MRI where there was no evidence of a full thickness rotator cuff tear. There was mostly swelling above the AC joint with relatively intact articulation. There was no sign of glenohumeral arthrosis, abnormal joint effusion, and the biceps tendon was intact. The labrum was not well visualized. Dr. Crain had him finish out his physical therapy and cleared him to return to work.
PHYSICAL EXAMINATION
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of the left shoulder was full in all independent spheres without crepitus or tenderness. Combined active extension was limited to the L3 vertebral level with localized tenderness and tenderness at his trapezius. Motion of the right shoulder, both elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering or locking. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 

HANDS/WRISTS/ELBOWS: Normal macro

SHOULDERS: Normal macro
LOWER EXTREMITIES: Normal macro

PELVIS/HIPS: Normal macro

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active range of motion about the cervical spine was non-reproducible. Extension was to approximately 30 degrees, bilateral rotation 25 degrees, and bilateral side bending to 20 degrees. Flexion was full to 50 degrees. He complained of aching with range of motion. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

THORACIC SPINE: Normal macro

LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on his heels and toes without difficulty. He changed positions fluidly and was able to squat to 45 degrees and rise. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuver on the left at 70 degrees elicited only mild low back tenderness without radicular complaints. On the right, at 90 degrees, no low back or radicular complaints were elicited. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

On 10/10/21, Ediberto Silva-Oliveras was involved in a work-related motor vehicle collision. He was the restrained operator of a van at that time. He sought treatment at Concentra the following day. They rendered several diagnoses and referred him for physical therapy. This was rendered on the dates described. He remained symptomatic and had a left shoulder MRI on 11/10/21, to be INSERTED.
He also came under the orthopedic care of Dr. Crain beginning 12/14/21. A corticosteroid injection was instilled to the shoulder. As of 01/11/22, Mr. Silva felt significantly better and was cleared to return to work full duty.

The current examination was unimpressive. He had essentially full range of motion about the left shoulder where provocative maneuvers were negative. He had full range of motion of the left hip where provocative maneuvers were negative. He ambulated without the use of an assistive device. He had variable active range of motion about the cervical spine, but Spurling’s maneuver was negative.

This case represents 0% permanent partial or total disability referable to the cervical spine, left shoulder, left arm, or left hip. This Petitioner’s soft tissue injuries have resolved from an objective orthopedic perspective. He has been able to resume his normal full duty tasks with the insured.
