Nalini M. Dave, M.D.

Board Certified – Internal Medicine

1201-D Briarcrest Drive

Bryan, TX 77802

Tel: 979-776-5600

Fax: 979-704-5461


GENERAL MEDICAL EXAM WITH NEUROLOGIC EMPHASIS

Patient Name: Thomas Wayne Sechelski Jr.
CASE ID#: 7209967

DATE OF BIRTH: 07/25/1983

DATE OF EXAM: 08/22/2023

History of Present Illness: Thomas Wayne Sechelski Jr. is a 40-year-old white male who was accompanied by his wife in the office. Most of the history was obtained from the patient’s wife who was in the room when I went to see the patient. Mr. Thomas Wayne Sechelski states he was a driver of a car Volkswagen Jetta and a Terminix truck T-boned him and his vehicle fell in a ditch. He sustained brain injury. It took a whole lot of things to get him extracted out of the car. He had blood in the brain and needed a bur hole to relieve the pressure in the brain. The patient was unconscious for two weeks. He was not able to speak, not able to walk, not able to understand. When the patient woke up, he states he was then transferred to room and then to neuro rehab between different kinds of rehab. The patient was in the hospital for six to seven months. The patient even needed a tracheostomy and a feeding tube. He had difficulty talking. The wife states he is having short-term memory loss. He has become slow. His speech gets fatigued. The wife states her husband cannot process the information properly. He gets headaches. He has not had seizures.

Past Medical History: No history of diabetes mellitus, hypertension or asthma.

Medications: At home, include:
1. Tylenol with Codeine.

2. He gets a shot once a month for migraine headaches.

3. Ibuprofen.

4. Magnesium.
5. Pantoprazole.
6. Sumatriptan.
7. Topamax 50 mg twice a day.

Allergies: None known.

Personal History: He is married. This is his second marriage. He has three children from previous marriage. He finished high school and did one semester of college. He then worked for NAPA Auto Parts Company for five years and then he was also a parts manager for Modern Method Gunite Company for a year and then he was a parts manager for FedEx. He had the job for at least one year before he was in the wreck.
Thomas Wayne Sechelski Jr.
Page 2

He does not smoke currently and he used to smoke half a pack of cigarettes a day in the past, but quit 25 years ago. He quit alcohol 25 years ago. He denies using drugs. The patient mostly stays home, helps his wife doing laundry, plays games on the phone, feeds the dog and cat and works on his cars as needed. The patient states currently he is on disability, his wife does not work and the patient states he got a settlement from the auto accident and then he gets social security and he is currently able to support himself with that. So, apparently, this must be a Social Security reevaluation.

Review of Systems: He has no difficulty swallowing. He has no shortness of breath. He has no chest pains. He is able to eat, but he has memory problems. He is slow and cannot process information to be able to get employed. There is no history of seizures. He denies any urinary or bowel complaints.

Physical Examination:
General: Exam reveals Mr. Thomas Wayne Sechelski to be a 40-year-old white male who is awake, alert and oriented, in no acute distress. He is not using any assistive device for ambulation. He is right-handed.

Vital Signs:

Height 6’.

Weight 146 pounds.

Blood pressure 90/60.

Pulse 63 per minute.

Pulse oximetry 97%.

Temperature 96.2.

BMI 20.
Snellen’s Test: His vision without glasses:
Right eye 20/30.

Left eye 20/40.

Both eyes 20/30.
With glasses, his vision:
Right eye 20/40.
Left eye 20/70.

Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. 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. The patient tells me that he broke both femurs and right shoulder and he needed surgeries for all of them and he has big scars. He states he had some screws put in, in the right knee and the right femur. They were able to remove the rod and the screws, but on the left side they were not able to remove.
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Neurologic: Cranial nerves II through XII are intact. Finger-to-nose testing is normal. Alternate pronation and supination of hands is normal. His gait is abnormal because of abnormal leg length. His left leg length as measured from anterior superior iliac spine to medial malleolus is about 38 inches and leg length as measured from the right side from anterior superior iliac spine to medial malleolus is 39¼ inches. He has good range of motion of his both knees. Straight leg raising is about 60 degrees on both sides, but he limps when he walks because of abnormal leg length. He has scars on lateral side of his thigh of previous femur surgery. He has a big thick scar on the medial side of right shoulder for the shoulder surgery. Overall, his motor strength, sensory strength and reflexes appear normal.

Review of Records per TRC: Reveals records of 11/09/2016 of Dr. Thomas Campbell at St. Joseph Family Medicine where the patient was seen with acne and traumatic brain injury. The patient was given metoprolol for blood pressure and Retin-A gel for the acne. It was noticed that the patient has psychomotor retardation and slowed speech. This was in November 2016. There is a neurology evaluation on 11/15/2016 states his migraine headaches have been getting worse. There is no history of seizures. There is history of esophageal reflux. Surgery has been done on right humerus, right femur, I&D left thigh, left tibial plateau, 2016, left supracondylar femur fracture. His speech improved and he is able to repeat sentences His cranial nerves were intact. Cerebellar testing was normal. Gait is slowed and unsteady. The patient was using a rollator. Plantars were downgoing.

Specifically Answering Questions for TRC: His gait and station is abnormal. His left leg is shorter than right. The patient is able to produce speech that can be heard, understood and sustained. He is not using any mechanical or electronic device. There is no paralysis or paresis. There is no spasticity, rigidity, involuntary movements or tremor. There is no evidence of atrophy, fasciculations, myotonia or myoclonus. There is no evidence of fatigability following rapid repeat movements. He is right-handed. The patient’s problems are severe traumatic brain injury following a motor vehicle accident in 2016, that needed intensive care and extensive neuro rehab, multiple surgeries on the legs and the shoulder, and he is left with short-term memory loss, difficulty processing information, abnormal gait and he cannot hop, squat or tandem walk and abnormal leg length, left leg being shorter than right.
The Patient’s Problems: History of traumatic brain injury in 2016. It took six months of hospitalization and rehab for him to come to us, little more stable stage, but is left with short-term memory problems, psychomotor retardation, difficulty in processing information, abnormal leg length with left leg being shorter than the right leg.
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