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Dictation Time Length: 55:37
October 13, 2023

RE:
Sharon Anello
History of Accident/Illness and Treatment: I have been advised that Ms. Anello has filed three Claim Petitions for which she had prior awards and has now reopened. INSERT what is marked on the bottom of page 1 and top of page 2 of the cover letter.

As per Ms. Anello, she is a 63-year-old woman who reports she was injured at work on two occasions. In 2003, she caught a resident with her left arm and a large TV fell on her. In 2013, a wheelchair scale was flushed with the door trim, presumably causing the TV to fall. She had extensive diagnostic care and treatment for her left shoulder, neck, left side of her back, and both knees. She understands her final diagnosis to be brachial plexus injury so she cannot the nerve damage and in her knees as well as a left rotator cuff complete tear. The latter was repaired surgically in 2005. Most recently, she had physical therapy on her own through the end of 2022. She admits that she previously injured her back in 1991 resulting in laminectomy and discectomy at L4-L5 and L5-S1. She denies any subsequent injuries to the involved areas.

As per the records supplied, Ms. Anello filed a First Report of Injury relative to 08/10/13 incident. She was preventing a resident injury when the corner of her TV hit her left inner arm and caused it to be bruised. Another First Report of Injury indicates on 09/20/13 she was leaving a resident’s room and her right foot caught on the corner of the scale. This caused her to have bruised and swollen right kneecap for which she drove herself to the emergency room. She filed a reopener on 05/21/18 relative to the prior award of 04/26/16. She filed a reopener on 05/21/18 relative to both the 10/31/03 and 08/10/13 accidents. Lastly, she filed a reopener relative to the 09/20/13 incident.

As per the records supplied, Ms. Anello was seen at Camden County Health Services on 11/18/03. She states she injured her left shoulder while holding a patient up on Halloween. She was diagnosed with left shoulder pain for which she was referred for x‑rays and orthopedic consultation. She continued to be seen here regularly for general medical conditions as well as some orthopedic problems. On 06/04/07, she complained of left knee pain. She had an MRI that showed type II signal of the medial meniscus with no Baker’s cyst. She went to orthopedics who told her she had neuropathy. On 06/14/07, she complained of a stiff neck since Friday. She felt this simply upon awakening. She did not describe any traumatic or repetitive injuries. On 09/06/07, she had left scapular and trapezius pain going under her axilla. She was referred for an EMG to assess for radiculopathy and an MRI of the thoracic spine. On 01/15/07, she was prescribed a Medrol Dosepak and was to undergo the aforementioned studies. On the visit of 08/20/13, she was diagnosed with strain and contusion of her left upper arm and shoulder for which she was referred to orthopedics. On 09/23/13, she was seen at Camden County Health Services. She stated she fell on 09/20/13 and landed in the bath area. On 09/24/13, she complained of bilateral knee pain secondary to a fall sustained on 09/20/13. The progress note is difficult to decipher, but it appears that she was placed on medications. Her last documented visit here was on 10/01/13 for a contusion of her knees.

On 12/31/03, Ms. Anello was seen orthopedically by Dr. Villare for her left shoulder injury. This was a two-month follow-up. She had physical therapy and light duty and her symptoms are improving. He extended her physical therapy and added phonophoresis into her regimen. She had a right upper quadrant ultrasound on 06/18/04. There was a surgically absent gallbladder. The bile ducts and liver were normal. On 06/06/05, she presented to Virtua Health Emergency Room. She stated she shaved her legs on Saturday and lacerated her left ankle on the outer side. She had redness and pain. On 10/04/05, she underwent MRI of the left knee. It showed type II signal of the posterior medial meniscus posterior horn. The remainder of the evaluation was unrevealing. On 10/05/05, she was seen neurologically by Dr. Wolfe. She had a chief complaint of pain in her legs including both knees. She had similar pain in the right knee after it occurred in the left knee. She had a history of low back surgery in 1993. She recently was status post a fall causing injury to the left trapezius and arm. She had physical therapy for it. She takes Neurontin 300 mg at night and Elavil 50 mg at night. Dr. Wolfe wrote it did not appear that she had a sensory motor polyneuropathy. He felt she had myofascial pain from her previous arm injury and low back problems. The plan was to pursue trigger point injections. Dr. Wolfe monitored her neurologically. On 05/12/06, he wrote she had left shoulder x-rays that revealed degenerative changes, but no fracture or dislocation. She has pain in the left shoulder region with decreased range of motion. She also had supraclavicular and infraclavicular pain on the left trapezius medial scapular border and numbness down her left arm into her hands. He wrote she at that point needed to see an orthopedic specialist. However, she followed up with Dr. Wolfe again on 06/06/08. He noted she was last seen in May 2006 when he felt she also had a brachial plexus traction injury from the accident at work. He felt physical therapy could not be performed until her shoulder was evaluated and treated. She was presenting now with pain in her left shoulder blade. He noted she had seen neurosurgeon Dr. O’Shea and had MRI studies. The thoracic spine did not reveal any significant abnormalities. It was unchanged from the prior study of 2000. Cervical spine MRI revealed a disc at C6-C7 impinging upon the C7-C8 nerve roots on the left. She is continuing to work. She does do some computer work, which makes her symptoms worse. She saw Dr. Wolfe regularly through 02/06/09. He noted she had been seeing Mark Butler for physical therapy. Trigger points were administered and he renewed her prescription for Percocet. Trigger point injections were done on 10/05/05 based upon a procedure note. This was also the case on 09/05/08 and 02/06/09.

She was seen by orthopedist Dr. Carey on 10/12/05. She had neuropathy and a left knee strain. MRI revealed mild signal change of the posterior horn of the meniscus. The report did not mention the presence of a Baker’s cyst. He diagnosed neuropathy and left knee strain. He explained the Baker’s cyst was so small it did not even show up on the MRI, making it unrealistic to try to aspirate it. Also, she had no symptoms of meniscal pathology on exam that day. She seemed frustrated about returning to work at this time. He thought she might benefit from a course of physical therapy. She followed up over the next several weeks. On 09/20/06, he wrote she was status post left shoulder rotator cuff repair done on 09/08/06. Physical therapy was ordered. He followed her progress relative to the shoulder through 01/17/08. She did have continued symptoms exacerbated over the past two days. Thoracic and left shoulder x-rays revealed no obvious pathology. His diagnosis at that time was left shoulder rotator cuff repair and periscapular muscle strain. He explained the shoulder was doing well. Given her continued complaints, he referred her for an MRI of the thoracic spine. If this was normal, he would again release her at maximum medical improvement. On 01/28/08, he referenced that the thoracic spine MRI was normal with no evidence of significant abnormalities. The scalp films revealed herniations at C6-C7. She had a negative Spurling’s test and symmetric sensation. The left periscapular musculature remained tender. She was agitated and felt the disc herniation had been present since the time of her original injury. He tried to explain that she also had shoulder pathology and she was happy with her shoulder at that time. Given the formal report, he believed that a dedicated cervical spine MRI was appropriate. The patient is absolutely convinced that this apparent herniation was caused by the time of injury. She did have an MRI of the lumbar spine on 10/21/05 compared to the study of 11/21/00. INSERT the impressions here. She did see a dermatologist and other specialists for personal medical issues over the years including a urology evaluation.
On 06/05/06, she was seen orthopedically by Dr. Zell. She stated on 10/31/03 she went to assist someone to prevent him from falling and all her weight went against her left shoulder. She had pain present essentially for the last almost 2.5 years with occasional paresthesias into the left ring finger. She had already seen neurologist Dr. William from whom she accepted some injection therapy. Dr. Zell gave impressions of history of traction injury to the left shoulder, possible brachial plexopathy, possible thoracic outlet syndrome, and possible rotator cuff tear. A corticosteroid was injected to the left shoulder. She had an MRI of the left shoulder on 06/22/06. It revealed a full thickness tear of the supraspinatus tendon. There was also a partial thickness intrasubstance tear of the infraspinatus tendon suspected.
On 09/08/06, Dr. Carey performed left shoulder arthroscopy with subacromial decompression, distal clavicle excision, rotator cuff repair, and insertion of a pain pump. The postoperative diagnosis was left shoulder rotator cuff tear and AC joint arthritis. She participated in a functional capacity evaluation on 03/26/07. It deemed she performed it with full effort. She overall noted her FCE may be compatible with significant residual function and strength issues and mild to moderate residual functional movement issues.

Ms. Anello was seen by a family physician named Dr. Lazarus on 11/27/07. He wrote she had a work injury to the left shoulder on 10/31/03 and had various treatments none of which worked. She had an MRI of the shoulder and then underwent surgery for it. He also noted the thoracic MRI as well as an EMG. He also wanted her reevaluated by a neurologist and orthopedist. The thoracic spine MRI was done on 01/23/08, to be INSERTED. On 02/29/08, she had a cervical spine MRI whose impressions will be INSERTED. An MRI of the brain was done on 04/08/08, to be INSERTED here. At the referral of Dr. Maslow, she had an MRI of the right shoulder on 09/11/10, to be INSERTED here. On 09/15/10, at Dr. Maslow’s referral she underwent a cervical spine MRI compared to a study of 02/29/08, INSERT that here.
On 10/27/10, Ms. Anello was seen orthopedically by Dr. Gray. He ascertained a history of a left shoulder problem with rotator cuff that was repaired under Workers’ Compensation and ended up having a brachial plexopathy postoperatively. She had struggle with that, but was slowly and steadily getting better on the left side. Because she had to compensate with the right side, she now had a persistent problem in the right shoulder. He diagnosed rotator cuff tendinitis, but nothing alarming. She had a large anterior spur and almost a type III acromion. There was some swelling in the rotator cuff, but no tear at that point. The biceps looked okay, but she had some AC joint arthritis. On 01/05/11, she saw Dr. Gray’s physician assistant six days status post right shoulder arthroscopic rotator cuff repair with distal clavicle excision and debridement. She tried to drop down her Percocet, but her pain had gotten worse so she needed to take two again. She was removed from the sling and continued to follow up. She did participate in physical therapy at their referral. On 02/02/11, she was written for additional therapy. On 11/02/11, she was definitely tender over the AC joint on both sides consistent with what they had suspected before. She did feel much better after an injection. He planned to perform corticosteroid injections to both shoulders. She last saw Dr. Gray on 04/18/12 when she had done well with the injections.

On 12/30/10, he performed surgery to be INSERTED here.
She had a CAT scan of the abdomen and pelvis on 02/02/12. It showed a small periurethral cyst or diverticulum. There was no apparent abdominal mass or bowel distention. She did have aortoiliac atherosclerosis. On 08/26/13, she was seen by Dr. Davne. It was noted she was an old patient of his partner named Dr. Myers about 20 years ago. She alleged on 08/10/13 she was at work and a TV was jammed into her arm by a resident. She also had a history of left shoulder having a full thickness tear repaired approximately 10 years ago. She also had a brachial plexus injury at that time. Dr. Davne diagnosed sprain of the left shoulder with contusion to rule out neuropathy. He renewed her prescriptions and wanted her to start physical therapy. She continued to be seen regularly. On 10/07/13, Dr. Davne wrote she had bilateral knee contusions on the right worse than the left and right patellofemoral medial early degenerative arthritis. The left knee would probably have similar findings on MRI. She then was referred for an MRI of the left knee. On 10/31/13, Dr. Davne wrote her diagnosis was patellofemoral degenerative arthritis that was preexisting. She saw Dr. Davne regularly through 10/28/13. He mentioned MRI of the left knee that showed the posterior horn was abnormal, posterior horn of the medial meniscus might represent either a normal vessel or some other conditions that were not fully stated on this page. On the visit of 11/11/13, she reported increased pain and swelling in her knees. She was in a situation where she had to slam on her brake with her right foot and increased pain in the right knee. They discussed the possibility of a corticosteroid injection to the right knee. As of 12/09/13, Dr. Davne deemed she had reached maximum medical improvement with regard to the left shoulder and was discharged from his care relative to it. She is nearly back to the point where she was prior to this recent left shoulder injury. She was hospitalized on 08/29/13 complaining of chest pain. She dropped the television on her left arm that created the pain in her shoulder radiating into her chest. CAT scan noted a questionable enlarged tip of the appendix without periappendiceal fat stranding. She was admitted to the hospital and received treatment there. As per the discharge summary of 08/30/13, her diagnoses were chest pain, probably musculoskeletal; history of neuropathy, history of neck pain, tobacco abuse, right middle lobe opacity, dyslipidemia, and abdominal pain possibly due to underlying colitis. It was noted that she had a traumatic episode two weeks prior to presenting when she thinks a resident dropped a TV on her left arm.

MRI of the right knee was done on 10/04/13 with a history of tripping over a large scale, sustaining an injury. INSERT those results here. On 10/25/13, she had an MRI of the left knee with a history of a fall and medial-sided pain. INSERT those results here. She had an MRI of the left knee on 10/25/13 whose impressions will be INSERTED here if not already mentioned.
She was seen on 11/07/13 by Dr. DeLeon. She had a history of chronic neuropathy from a car accident, known brachial plexus injury and left shoulder injury as well. She developed left arm pain going down to the center of her chest and epigastric region on 08/28/13. She was seen at Kennedy Strafford and eventually cleared for cardiac surgery. She did have follow-up studies. He did not believe that she had appendicitis. She did have gastrointestinal evaluation on 11/13/13 by Dr. Egan. She recommended an upper endoscopy and colonoscopy and started her on medications and laboratory studies.

Ms. Anello was seen orthopedically by Dr. Pepe on 02/04/14. She stated she had tripped and fallen on both knees on 09/20/13. X-rays were done in the office and showed no joint space narrowing or early Fairbank’s changes. MRI demonstrated intrasubstance signal in both menisci and over meniscal tears; very mild medial compartment chondrosis with no effusion; intact ACL and PCL. He diagnosed bilateral traumatic chondromalacia of the knees whose treatment was largely non-operative. He referred her for continued physical therapy. She followed up regularly with him through 06/03/14. The Orthovisc injections that were recommended were denied. He simply recommended a home stretching and strengthening program. She was deemed to be at maximum medical improvement and was cleared for full duty.

On 03/02/15, the Petitioner was evaluated by Dr. Meeteer. He noted her history of injuries. The first occurred on 08/10/13 when an agitated resident swung a TV out and struck her on the left axilla region. On 09/20/13, she had a separate incident in which she tripped over the edge of a wheelchair scale at work and landed on both knees. She was treated by Dr. Pepe. She was currently in a laid-off capacity since all of the employees of her organization were laid off when they went with a private company on 11/25/13. He noted she had been maintained for many years on chronic medications by Dr. Lazarus including Neurontin and Elavil. She was utilizing the same medications at his previous evaluation on 04/02/13 from an earlier work accident. She did not indicate any new medical history currently. After examination, Dr. Meeteer wrote there was a diagnosis of left shoulder strain due to the work accident of 08/10/13. Orthopedic records confirm she had returned to her baseline status. There was no indication of any new diagnosis as a result of this incident. He also noted her treatment with Dr. Pepe through 09/20/13 when she was cleared for full duty work. Finally, Dr. Meeteer gave estimates of permanency that will be INSERTED here from the last page of his report as marked. Dr. Pepe did perform a need-for-treatment orthopedic evaluation regarding her knees on 11/22/21. He noted seeing her in 2014 for bilateral knee pain after a fall in September 2013. She was treated with therapy and discharged on 06/03/14. X-rays that day demonstrated Fairbank’s changes and mild patellofemoral degenerative joint disease bilaterally. He commented that she had persistent symptomatology from this blunt injury for the past seven years, making it a poor prognostic sign for improvement with either non-operative or operative treatment. The exam today was consistent with significant hypersensitivity to touch, which demonstrates that she may have a component of geniculate neuropathy from her fall. At this point, she was quite functional. In 2014, he recommended viscosupplementation injections that were denied. He currently felt they would have a relatively low chance of success with these injections. She might consider a genicular nerve block from pain management. She also was allowed to continue working in a full‑duty capacity. She underwent an orthopedic evaluation by Dr. Sapega on 04/27/22. He wrote an extensive history and then offered opinions relative to his impressions and recommendations. Those will be INSERTED here as marked. He concluded that the residual symptoms that remained were in the neuropathic realm, more so than orthopedic. He read the pain management note of Dr. Kwon who mentioned the possibility of “patch treatment.” Dr. Sapega concluded no further appointments will be scheduled unless she had a recurrence or change in her orthopedic knee situation. She did undergo an injection with Hymovis to the left knee on 04/27/22. She did in fact see Dr. Kwon on 06/02/22. He diagnosed pain in the right and left knee as well as traumatic arthropathy of one of the knees and chronic pain after a traumatic injury. He wrote she did not meet the clinical criteria (Budapest criteria) for a diagnosis of complex regional pain syndrome/RSD affecting the lower extremities. The pain was not out of proportion to the sequelae from the fall and subsequent traumatic arthropathy affecting the knees. He did propose diagnostic/therapeutic genicular nerve blocks. He wrote the left knee pain was currently manageable. She would begin with the injections on the right knee and determine further treatment on the left knee from it. She could continue to work in a full-duty capacity. She followed up with Dr. Kwon through 11/14/22. She underwent a set of genicular nerve blocks to the left knee. Her knee pain had been slowly getting better. She continues to have a hyperaesthetic area near the superior patellar pole. She could return to Dr. Sapega. On 06/21/22, Dr. Kwon in fact performed a genicular block to the right knee.

Earlier records show Ms. Anello was seen at the emergency room on 07/04/95. She was in a motor vehicle accident and was diagnosed with a back and neck strain. Cervical spine x-rays were somewhat limited by lack of visualization of the C7-T1 interspace and the non-visualization of the tip of the odontoid. It did demonstrate straightening, but no definite evidence of subluxation. She had a lumbar MRI on 07/19/95 that showed a small disc bulge asymmetric towards the left side. There was disc degeneration with disc bulge asymmetric towards the left side at another level. She had epidural and bilateral perineural fibrosis. At L5-S1 there was disc degeneration and a left laminectomy identified and there is epidural and left perineural fibrosis. Within the body of the report, it says that small disc bulge when I began dictating was at L3-L4. It was at L4-L5 where she had the disc bulge and degeneration. The Petitioner was seen neurologically by Dr. Mandel on 09/06/95 relative to a motor vehicle accident on 07/03/95. This caused injuries to her left leg, back, left ankle and foot. She was in a car accident on 09/30/91 and on 04/15/93 had surgery involving L4-L5 and L5-S1. He noted she had an MRI of the lumbar spine that indicates no change from that of the prior study. However, she questioned these results and specifically wanted Dr. Myers to compare the MRI that was performed following the surgery with this more recent MRI scan. She reported ringing in the ears following the 1991 incident, but now reports exacerbation of complaints. In 1992, she had fainting episodes after epidural injection. He gave impressions that will be INSERTED here as marked on the bottom of page 2 and the top of page 3. On 09/25/96, she told Dr. Mandel she was seeing Dr. Myers, but her back pain was getting worse. Her sciatica is definitely worse now than previously. He wanted her to see a pain specialist named Dr. Castillo as well as an updated MRI compared to the one of 07/19/95. On 12/04/96, Dr. Mandel wrote the recent MRI showed what appeared to be postoperative changes. The scar tissue was slightly less than noted on the previous study. There was no recurrent or residual disc herniation noted. She still had ongoing tenderness in the low back, but was neurologically intact. He made modifications to her medications and again advised she follow up with Dr. Castillo and Dr. Myers.

She was indeed seen neurosurgically by Dr. Myers on 11/08/95. We will INSERT the couple paragraphs from his note as marked. She was also seen by a dentist named Dr. Ribatsky on 03/04/96. His initial visit was on 02/12/96 relative to an accident of 07/03/95. She had been treated for temporomandibular joint dysfunction between November 1991 and April 1993. She had a mandibular appliance made and she participated in physical therapy. He offered diagnosis to be INSERTED as marked. His other comments under the title of Remarks will also be INSERTED as I have marked. In actuality, he simply stated her injury was permanent in nature. She will experience periodic exacerbations of TMJ pain indefinitely which will require periodic reevaluation. She did undergo MRI studies of the right and left TMJ on 04/10/96. On 11/04/96, she had a repeat lumbar MRI whose results will be INSERTED.
A pain specialist evaluation was performed by Dr. Castillo on 11/14/96. INSERT what is marked from the first page of his report as well as the Impressions on the second page. He recommended epidural steroid injections and facet joint blocks. On 05/15/97, he wrote the facet block decreased her pain by greater than 50%. She was now participating in physical therapy. An epidural injection was given to the lumbar spine on 04/30/97.

A report was given on 10/15/97 by Dr. Labaczewski from the accident of 07/03/95. He noted her history relative to that accident and previously. He incorporated her subjective complaints that will be marked and his diagnoses of 07/11/95 that are also marked to be INSERTED. She also was given diagnoses as of 04/15/97 that will be INSERTED. He felt she had sustained permanent residuals from the motor vehicle accident of 07/03/95. All of these orthopedic symptoms and prognostications of permanent problems speak against the subject events causing much progression.
On 08/28/20, she was seen by hand specialist Dr. Ballet. He wrote MRI of the right elbow was negative. She had neurometric studies consistent with bilateral carpal tunnel syndrome and possible bilateral radial tunnel syndrome. She also had a cervical spine MRI positive for disc herniation at C5-C6 and C6-C7. She was also complaining of shoulder pain. He wrote her complaints are multiple and cannot be explained by any one diagnostic entity. To summarize, he suggested she seek orthopedic follow-up for her shoulder complaints and neurosurgical evaluation for her cervical spine complaints. She has right lateral epicondylitis and possible radial tunnel syndrome with evidence of carpal tunnel syndrome. He recommended a local injection for the right carpal tunnel. On 09/18/2000, he wrote she had some improvement after this injection. She also was evaluated by a pain specialist on 10/03/2000 named Dr. Boyajian. His impressions will be INSERTED as marked as will his other comments that follow up the Impressions.
She saw a physiatrist named Dr. Brody on 11/08/2000. She complained of in the middle of June the previous year she began to experience pain and tingling in the right upper extremity, which spread up to the shoulders and neck. He noted her course of treatment relative to that. He also gave impressions and recommendations to be INSERTED here.

She saw Dr. Banas on 11/10/2000 relative to a complicated neurologic history that began in May 2000 with numbness and tingling of the right hand. She did have an EMG that showed possible radiculopathy. She continued to have numbness and tingling of her upper extremities at the present evaluation but were now minimal in the left hand. He agreed with Dr. Boyajian to increase the dose of her Neurontin. She was also to continue Elavil. He made various recommendations on the last page of his report #5 through 7 as marked. She did undergo an MRI of the brain on 10/13/00, to be INSERTED. EMG was done by Dr. Brody on 11/08/2000 and showed left S1 radiculopathy.
A repeat lumbar MRI was done on 11/21/2000. INSERT those results as marked. She did have an EEG on 12/21/2000 that was read as normal. She had an MRI of the right wrist on 08/10/01 that was read as normal. She had x-rays of the right shoulder on 02/26/03 that were read as normal. X-rays of the right elbow were also read as normal. She had additional unrelated testing and treatment. Her last documented treatment was on 07/24/03 when she had an essentially negative CAT scan of the abdomen and pelvis.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: She wore yoga type pants and shirt.
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. She lowered the sleeve on the left side to allow observation of the portal scars about the left shoulder. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Motion of the left shoulder was full in all spheres but had crepitus on flexion. Motion of the right shoulder as well as both elbows, wrists and fingers was full in all planes without crepitus, tenderness, triggering, or locking. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 

HANDS/WRISTS/ELBOWS: Normal macro
SHOULDERS: Normal macro

LOWER EXTREMITIES: Inspection of the lower extremities revealed no bony or soft tissue abnormalities. There was no leg length discrepancy with the examinee supine, as measured at the medial malleoli. She pulled up her yoga type pants to allow for visualization. This revealed a 2.5-inch scar on the medial left upper shin that she attributed to a childhood injury. There was no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5/5 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity.

KNEES: Normal macro
CERVICAL SPINE: Normal macro 

THORACIC SPINE: Normal macro 

LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on her heels and toes without difficulty. She changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed a midline 3-inch scar with preserved lordotic curve. Extension was mildly limited to 20 degrees, but motion was otherwise full in all spheres. Left side bending elicited tenderness. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

Sharon Anello has alleged three work-related injuries as noted above. She had treatment for them and received a permanency award. She then reopened her claim. She apparently did have additional treatment that will not be repeated here. It is noteworthy that the Petitioner also had been injured in non-work-related motor vehicle accidents. Diagnostic studies done after the subject events did not show much progression. Clinically, she had healed surgical scars about the left shoulder, but provocative maneuvers were negative. Provocative maneuvers of the knees were negative. She had a healed lumbosacral scar consistent with her remote surgery. Cervical, thoracic and lumbar exam was otherwise normal.

I will offer estimates of permanency for the 10/31/03 injury involving the left shoulder, trapezius, upper neck, upper left arm, and left side. I will offer permanency for the 09/20/13 accident involving both knees and back. Lastly, there will be estimates of permanency from the 08/10/13 accident involving her left shoulder and left arm.
