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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Justin Lajaune Chatham
DATE OF EXAM: 06/20/2023
Chief Complaints: Mr. Chatham is a 46-year-old African American male who was brought to the office by his wife. He is here with chief complaints of:

1. Low back pain.

2. Right hip pain.

3. Right shoulder pain.

History of Present Illness: The patient states over the past three to four years, he has had problems with low back pain, right hip pain and right shoulder pain and he is not able to do his truck driving. He had seen the neurosurgeons in the Brain & Spine Institute and was referred to pain management for the shots. He has had three shots so far with minimal improvement. He states that when he had the shots he had problem with back pain radiating to both legs. He did not have any bladder or bowel problems. The radiculopathy like pain may have reduced since the shots. He has been told he has a history of gout. He states he is not able to raise his right arm above his head because of right shoulder pain. He is not on opioids.
Past Medical History:
1. He has also history of sleep apnea.
2. He has history of bilateral carpal tunnel syndrome and has had shots in his hands.
3. He has had high blood pressure since 2006.

4. Gout since 2012.
Operations: None.
Medications: Medications at home include:

1. Pantoprazole 40 mg.

2. Furosemide 20 mg.

3. Allopurinol 300 mg.

4. Colchicine 0.6 mg.

5. Clonidine 0.1 mg.

6. Prednisone 10 mg.
7. One A Day Men’s Vitamin.

8. Garlic blood pressure support.

9. Cranberry.

10. LiverAid.

11. Omega XL nerve health.
12. Arthriten.
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Allergies: CELEBREX and LISINOPRIL.
Personal History: He is married; between them, they have four children, the youngest 14-year-old is at home. He does not smoke. He does not drink, maybe just socially. He denies use of any drugs.

Family History: The patient’s mother passed away of brain aneurysm at age 65. Family history of Parkinson’s disease is there.
Review of Systems: He denies chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain. His wife states he may have lost 10-12 pounds of weight recently. He has good appetite, but he needs assistance in dressing and undressing because taking out socks or wearing shoes is difficult, is prone to falls and needs assistance in bathing which his wife helps him out.
Physical Examination:
General: Reveals Justin Chatham to be a 46-year-old male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation, but he does use cane at home at times. He cannot hop. He cannot squat. He cannot tandem walk. He cannot pick up a pencil or he can button his clothes. He is right-handed.
Vital Signs:

Height 5’8”.

Weight 252 pounds.

Blood pressure 142/90.

Pulse 78 per minute.

Pulse oximetry 96%.

Temperature 96.6.

BMI 38.

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. Active bowel sounds are present.
Extremities: No phlebitis. No edema.

Neurologic: There is no evidence of muscle atrophy. Range of motion of lumbar spine decreased by 50%. Reflexes are 1+ throughout. Finger-to-nose testing is normal. Alternate pronation and supination of hands are normal. There is no nystagmus. There is no evidence of muscle atrophy. The patient exhibits pain on testing range of motion of both knees and he is not able to raise his right arm against gravity, right arm above his head.
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The x-ray of the lumbar spine shows mild anterolisthesis at L5-S1 with associated bilateral L5 pars defects. Sclerosis is suspected involving the femoral heads, which may reflect avascular necrosis.

Review of Records Sent per TRC: Reveals records of Dr. Stonecipher of 05/24/22, where the patient was seen for evaluation of possible L5 injection. The patient is known to the clinic with L5 foraminal stenosis, L5 and S1 listhesis grade 1, epidural lipomatosis bilateral. L5 transforaminal injections have provided relief. Functionally, he is improved. Apparently, he has been hospitalized a year ago with some chest pains. The patient was diagnosed with acute lumbar radiculopathy and foraminal stenosis and 40 mg of Depo-Medrol mixed with Marcaine injected at the appropriate levels.
The Patient’s Problems:
1. History of foraminal stenosis.

2. History of steroid shots x3 in the back; last one was about a year ago.

3. History of right hip pain and it seems the patient is developing avascular necrosis of the hip.

4. History of sleep apnea.

5. History of obesity.

6. History of using CPAP machine.

7. History of right shoulder pain.

8. Long-standing hypertension.
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