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GENERAL MEDICAL EXAM WITH NEUROLOGIC EMPHASIS

Patient Name: Frank Ortegon III

CASE ID#: 6881442

DATE OF BIRTH: 08/08/1986

DATE OF EXAM: 08/08/2023

Chief Complaints: Mr. Ortegon is a 37-year-old unfortunate male who is here with chief complaints of:

1. Long-standing diabetes mellitus.

2. Strong family history of diabetes mellitus.

3. History of sepsis secondary to scab infection following a fall in his backyard.

4. History of stroke during surgery affecting the left side and reduced sensation to touch on the dorsum of both feet.

History of Present Illness: The patient has long-standing diabetes mellitus. He states since he had the blood stream infection that affected his right knee his right knee has become weak and it buckles in and the patient falls. He states he has fallen many times. He states he was on disability and he was receiving checks every month for the past six months. He states he stopped receiving checks when he made it an automatic transfer to his bank and he does not get any checks. He is single. He has one child 10-year-old that he takes care of. The mother of the child is nowhere in site. The patient gets help from his grandmother and aunt in helping taking care of the 10-year-old daughter.

Medications: His medicines at home include:
1. Levemir insulin 25 units a day.

2. Gabapentin 100 mg p.r.n.

3. NovoLog 10 units before each meal.

Allergies: None known.

Personal History: He has had education only up to eighth grade. He states he started working for a manufacturing company that made water tanks that holds liquids. He barely worked there for six months. Then, he did some custodial work and cashier work at McDonald’s. His last job was in 2020. He does not smoke. He does not drink. He does not do drugs. His mother is deceased.
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Review of Systems: He denies any chest pain, shortness of breath, nausea, vomiting, diarrhea or abdominal pain.

Physical Examination:
General: Exam reveals Mr. Frank Ortegon III to be a 37-year-old male. It was his birthday today. He is awake, alert, oriented and in distress. He appears chronically ill. His gait is extremely abnormal. He is diagnosed as having diabetic retinopathy in both eyes with poor vision. The patient has a broad-based gait. He basically drags both of his feet for ambulation. He is right-handed.

Vital Signs:

Height 5’4”.
Weight 135 pounds.

Blood pressure 100/70.

Pulse 97 per minute.

Pulse oximetry 99%.

Temperature 96.

BMI 23.
Snellen’s Test: His vision:
Right eye 20/50.

Left eye 20/100.

Both eyes 20/50.
He does not have a hearing aid.

He has extensive tattoos over both upper extremities and upper back and chest noted with severe nail abnormalities of both fingernails and toenails. The toenail over the left big toe is missing and the toenails show significant onychomycosis. The patient has absent knee reflexes and ankle reflexes. On a sitting position or supine position, he can raise his both lower legs to about 30 degrees. There seems to be weakness of his both thigh muscles. He has hard time picking up a pencil. He is able to button his clothes. Finger-to-nose testing is normal. There is no nystagmus. The patient was brought to the office by the grandmother. He has difficulty with vision.

Review of Records sent per TRC: Reveals the patient was in the hospital Houston Methodist on 12/04/21. The patient was seen in the emergency room with left knee pain. He had knee surgery two months prior to this ER visit and sent home on antibiotics. He could not afford his medicines. X-ray of the knee showed suprapatellar effusion on the right side. The right knee was swollen. The incision is non-healing with redness. His glucose was 1072. A1c was 13.5. The patient was stated on DKA insulin protocol in the emergency room with four liters of crystalloid bolus. He was given vancomycin IV, admitted for further management.
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The patient has slurred speech and drowsy. The patient was diagnosed as having hyperosmolar hyperglycemia, right knee effusion. The patient was started on wound care. An x-ray of chest done in 2021 was negative. EKG showed tachycardia. Then, there are notes of physical therapy, which reveal there is history of stroke and diabetic neuropathy. The patient has decreased bilateral hip and knee strength with manual muscle testing. He has problem with balance. He has had increased risk of falls as noted with 30-second sit to stand test and timed up and go. He uses rollator for long distance and ambulation. His muscle strength was basically 4/5 both sides. The patient was advised gait training, active assistive range of motion activities, home exercise, neuromuscular re-education, proprioceptive teaching, self-care, therapeutic exercise, and therapeutic activities. An eye exam shows cataracts with blepharitis of both eyelids. The fundus exam showed disc hemorrhage, attenuated blood vessels and both eyes showed cotton-wool spots, dot and blot hemorrhages, flame shaped hemorrhages, and neovascularization. There is macular edema on both sides with dot and blot hemorrhages.

Specifically Answering Questions per TRC: His speech is good. His gait and station is abnormal. He is able to get on and off the examination table slowly. He cannot hop. He cannot squat. He could not tandem walk. Biceps and triceps reflexes are good. He is able to raise his both upper arms against gravity. His grip in the right hand is fair. There does not seem to be any atrophy of muscles of his hand, but he does have tingling and numbness in his both upper arms, both hands and both feet. He has good sensation on the undersurface of his feet. His pulses are good with good hair growth on the dorsum of both feet and dorsalis pedis pulses are palpable. He has good hair growth both lower legs. He has missing knee and ankle jerk. He has weakness of his gluteal and the thigh muscles.

The Patient’s Problems:

1. Long-standing insulin-dependent diabetes mellitus.

2. Severe onychomycosis of toenails and fingernails.

3. Diabetic neuropathy.

4. Diabetic retinopathy.

5. Extremely poor vision both eyes.

6. History of sepsis following a fall and infected scab that needed hospitalization.

7. History of stroke with left-sided weakness during the surgery and the patient received physical therapy. Apparently, the patient was getting disability up until recently and when he changed his Social Security payments to direct deposit in the bank his payment stopped and he is concerned about any fraud that may have happened with his direct deposit going to a different account or different address.
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So, this is an unfortunate young man with:

1. Severe diabetes type II and multiple complications.

2. Frequent falls.

3. Diabetic neuropathy.

4. Diabetic myopathy.

5. History of stroke affecting left side of the body.
6. His muscle strength is grade 4/5 in both upper and lower extremities.
7. He has abnormal gait broad-based with dragging his left foot and severe diabetic retinopathy.
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