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DISABILITY DETERMINATION
Claimant: Kelon Rosheen Dalton

DATE OF BIRTH: 06/21/1974
DATE OF EXAM: 01/19/2023
The above examinee was sent for consultative examination. It was explained prior to the examination, the purpose of the examination and further explained that no physician-patient relationship would be established. It was explained that any treatment issues are concern for the examinee and his physician.

Informant: The patient himself.

Allegations: He is complaining of right shoulder, back and neck pain. The back pain is more towards the right upper thoracic area posteriorly as well as some low back pain bilaterally. He also claims that his diabetes, which was diagnosed a little more than a year ago was induced by a steroid injection that he received for this right shoulder injury.

History of Presenting Illness: The patient alleges that he was working for Kent Moore Cabinets and was unloading cabinets one day. Normally, the cabinets come in a three-tier and the top tier would be the lightest and then the next heavier and then the last heaviest would be in the bottom, but unfortunately on that day when he was unloading the top cabinet, it turned out to be heavy cabinet and it fell on him on his right shoulder. He was receiving medical evaluation and treatment through the Kent Moore Cabinets Medical Clinic, but subsequently he was sent for further consultations.

Past Medical History: Significant for:

1. Hypertension for the last four years. Again, he claims this is after his injury three to four years.

2. Type II diabetes mellitus diagnosed about a little more than a year ago.

3. Asthma since childbirth though.

Past Surgical History:
1. He has had a left shoulder surgery in year 2000, not sure what exactly the surgery was for.

2. Right shoulder surgery on 03/31/2021, for this injury.
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Medications:
1. Lisinopril/HCT 20/12.5 mg one a day.

2. Glipizide ER 5 mg one a day.

3. Etodolac 400 mg one a day.

4. Gabapentin 300 mg one as needed. He is allowed to take three, but he seldom takes more than three.

5. Cyclobenzaprine 10 mg as needed and he takes 0 to 1 maximum.

6. Hydrocodone 10 mg one as needed and he takes maximum one a day.

7. Multivitamin one a day.

8. Vitamin C and D one each.

9. Flaxseed 1400 mg one a day.

Allergies: He is allergic to VICODIN. He states it makes him hallucinate.

Family History: Father deceased from pancreatic cancer, otherwise, he was healthy. Mother living, is in good health. Two brothers and three sisters are living and in good health.

Social History: He is married and has seven children ages from 18 years to 33 years. Tobacco, denies smoking. Alcohol use, denies alcohol use. Denies drug use. He does drive.

Employment: He is not currently employed. Last employed, he was working for Kent Moore Cabinets as a truck driver. He actually last worked in March 2021. Subsequently, although he was on their payroll, he was not doing any physical work. Eventually, he was terminated in end of 2021. He is currently drawing long-term disability for which he paid through his insurance and he is not on workmen’s comp.

Review of Systems: GI: Denies abdominal pain, but his stomach gets upset quite easily on and off and he has some nausea sometimes and quite often loose stools. GU: He has a lot of hesitancy in urination and it takes a longtime to start the stream and he also dribbles at the end of urination. He has had erection difficulties since the surgery. Respiratory: He sometimes does get cough and shortness of breath with his asthma. Musculoskeletal: Weakness in the right arm and hand, pain in the right shoulder and arm.

Physical Examination:
General Appearance: A 48-year-old African American male who appears his stated age and is in some moderate discomfort. He is supposed to be left-handed. He writes and eats using his left hand although he has trained himself to use his right hand for other activities.
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Vital Signs:

He is 5’9” tall.

Weight 252 pounds.
Blood pressure 150/80.

Pulse 73 per minute.
Pulse ox 97%.

Temperature 96.7.

BMI 37.

HEENT: Normocephalic and atraumatic. Sclerae nonicteric. Conjunctivae normal. Oropharyngeal Exam: Negative for erythema, exudate or other lesions. External auditory canals normal in appearance. No lesions in the nose. Pupils equal and reactive to light and accommodation. Extraocular movements were intact.

Visual Acuity:
Without glasses:

Right was 20/200.

Left was 20/100.

Both together OU was 20/70.
With glasses:

Right was 20/25.

Left was 20/25.

Both together 20/20.

Neck: No thyromegaly. JVP not distended. No lymphadenopathy or masses.
Lungs: Clear to auscultation.

Cardiovascular: Heart sounds were heard with regular sinus rhythm. No gallops or murmurs. Carotid, dorsalis, radial and posterior tibials were all equal bilaterally.

Abdomen: Soft, obese and not tender. Bowel sounds normal. No hepatosplenomegaly. No masses appreciated.
Extremities: There was no clubbing, cyanosis or edema.

Skin: Lesions none appreciated. Good turgor and texture.

Neurologic/Musculoskeletal: General: He was alert and oriented to time, place and person and situation. Had good eye contact. Fluent in speech. The mood was appropriate and normal. He had clear thought process. His memory was normal. Concentration was good. Cranial nerves II-XII intact. Cerebellar: He does have a normal gait. He did not use any assistive device for ambulation. Hand-to-eye coordination was good. He can stand on his toes and stand on his heels. He could do tandem walking without any problems. Muscles: No palpable muscle spasms. Strength was 5/5 in both lower extremities and in the left upper extremity. It was 4/5 in the right upper extremity mainly due to he was in a lot of pain. Reflexes 2+ bilaterally in biceps, brachioradialis, patellar and Achilles. Nerves: Sensory system was normal to light touch throughout both sides. Straight leg raising test was slightly positive on both sides at 60 degrees.
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Musculoskeletal: There was no joint swelling, erythema, effusion, tenderness or deformity. He was able to lift, carry and handle light objects on the left hand without any problem. On the right hand, he does have a lot of pain on any motion. He was not able to squat or stoop. He was able to get on top of the exam table and get off the table independently. He could stand on one foot. He cannot dress himself independently. His wife helps him with the dressing because he cannot really lift his right shoulder to put his shirt on and also to put his pants on. He has a lot of difficulty even putting on his socks and shoes because of the problem in the right arm and shoulder.

Possible Limitations: The claimant can be expected to walk normally. He could stand, but cannot sit for long periods of time, he becomes restless and starts pacing. He did not need any assistive device for ambulation. He could lift up to 5 to 10 pounds on the left side and 5 pounds for a few minutes on the right side. There is limitation on bending, stooping, crouching, and squatting. There was no limitation on reaching, handling, feeling, grasping or fingering on the left side. He did have some limitation with reaching on the right side. Handling, feeling, grasping, and fingering was okay on the right side. There is no visual or hearing impairment as long as he is wearing his glasses. He, as I stated, earlier was left-handed, but he only writes and eats with the left hand. He was always using his right hand for other activities although now he is trying to train his left hand again to do activities of daily living, so it does not hurt him by using his right hand.

Based on the history and physical examination, this patient has severe limitations of his right shoulder, and right upper extremity. He is in constant pain from the back of the neck, right shoulder and right arm.
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