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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS
Patient Name: Judy Deleon
CASE ID: 4287361
DATE OF BIRTH: 06/09/1983
DATE OF EXAM: 02/07/2023
History: Ms. Judy Deleon is a 39-year-old white female who is here with chief complaints of severe mental health problems. She states she does not know really what her diagnosis is, but she has had major depression. She has had two suicide attempts; in one of the suicide attempts, she slashed on the medial side of her right forearm that was several years ago and, in 2021, she tried to walk in front of an 18-wheeler. She states after that she was hospitalized for one month at a mental health hospital in Austin, Texas. The patient states she feels depressed most of the time. She states she has several days when she cannot get out of the bed. She states she feels weak and tired. She states her both knees hurt. She states she has had problem with depression for many years since she was in high school and is a regular an MHMR patient. She states she was in 9th grade when she got pregnant with the first child. She has total of three children. The older daughter and she both stay with Ms. Deleon’s mother. The middle one is a boy who has anger problems and she states he was put in jail because he was on a boot camp because of behavioral problems and he spit on a guard and he has been in the jail since. She states her both hands get swollen and feel numb at times. She states her both knees hurt, right knee more than the left knee. She states sometimes she feels so down that she has hard time getting out of bed.

Past Medical History:

1. History of high blood pressure.

2. History of diabetes mellitus or borderline diabetes mellitus.

3. History of asthma.

4. History of major depression and bipolar disorder.

Medications: At home, include:

1. Prozac 20 mg a day.

2. Vistaril 50 mg at bedtime.

3. BuSpar 10 mg twice a day.

4. Depakote 25 mg twice a day.

5. Atorvastatin 40 mg once a day.

6. Metformin 500 mg at bedtime.

Allergies: None known.
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Personal History: The patient states she finished high school with Timber Academy which was there to help the high school students who are not able to pass through regular school, she states because she got pregnant when she was in the 9th grade. She states she is divorced from her husband and the husband is helping with the 17-year-old, the youngest child. She does not smoke. She does not drink. She does not do drugs. She states she had severe depression also during her pregnancies, but she never hurt her children. She states she does janitorial work for few hours cleaning and dusting offices. She states one another sister has problem with anxiety and depression.

Physical Examination:
General: Exam reveals Ms. Judy Deleon to be a 39-year-old somewhat obese white female who is awake, alert, oriented and in no acute distress. She is not using any assistive device for ambulation. She is able to get on and off the examination table slowly. She is able to dress and undress for the physical exam slowly. She cannot hop or squat. She can tandem walk. She had hard time picking up a pencil. She can button her clothes. She is left-handed.
Vitals Signs:
Height 5’4”.
Weight 252 pounds.
Blood pressure 126/66.
Pulse 84 per minute.
Pulse oximetry 98%.
Temperature 96.2.
BMI 43.
Snellen’s Test: Vision without glasses:

Right eye 20/40.

Left eye 20/40.

Both eyes 20/30.

She does not have hearing aid.
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.

Abdomen: Soft and nontender. No organomegaly.
Extremities: No phlebitis. No edema. There is coarse grating on testing range of motion of both knees, right more than left. The patient has a bunion of the right big toe. There is a mark of where she tried to slash her forearm; on the right forearm on the medial side is the scar of about 2 inches.

Neurologic: Cranial nerves II through XII are intact. Finger-to-nose testing is normal. Alternate pronation and supination of hands is normal. There is no nystagmus. There is no evidence of muscle atrophy. Reflexes are 1+ throughout.
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Range of motion of lumbar spine is decreased by about 50%. The patient is left-handed. She can make a fist. She has ability to pinch, grasp, and manipulate small and large objects. She is able to make a fully closed fist and appose her fingers. She is not using any assistive device for ambulation. There is no evidence of any amputation.

The Patient’s Major Problems are:
1. Related to mental health involving major depression and possible bipolar disorder.
2. The patient did graduate, but could not study further because she had children at very young age. Her first one when she was in the 9th or the 10th grade. The patient still tries to do a few hours of janitorial work. Currently, she is a long-term MHMR patient and has to take mental health medicines for her to even function.
3. Bilateral knee pain is present right more than left.

4. History of right big toe bunion.

5. History of two suicide attempts and current depressed and flat affect.
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