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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS AND A MEDICAL SOURCE STATEMENT

Patient Name: Daisy Adams
CASE ID#: 8371821
DATE OF BIRTH: 07/24/1964

DATE OF EXAM: 11/16/2023

History of Present Illness: Ms. Daisy Adams is 59-year-old African American female who states her 36-year-old son recently passed away of heart problems and she buried him just two days ago. So, she was not in the best of her moods. She states she has been here for applying for disability and she did not get it. She states her main problem is fatigue and bilateral shoulder pain. She states she has had shots in her shoulder. She states she does not know why her shoulders hurt. Sometimes, the doctor has told them it could be the neck giving rise to shoulder pain. Sometimes, it is due to rotator cuff and sometimes it is the combination of both. She denies really any injury. The patient states she is not able to drive. She was brought to the office by her daughter. She states she cannot walk for long. She states she feels tired, she cannot stand for long. She states right now she is not in the best of the moods because of the death of her son.

Past Medical History: The patient gives history of:

1. Long-standing hypertension.

2. Long-term smoking.

3. Shortness of breath related to exertion.
Operations: None, but has had steroid shots in both the shoulders.

Allergies: None known.

Social History: She has smoked two packs of cigarettes a day and she has cut down to half to one pack a day; it just depends on the day.

Personal History: She is single. She has five children and one passed away and youngest is 36 years old. She states she is not able to afford any medication. So, she is not taking any medicines or any inhalers.

She also gives history of low back pain. She gives history of shortness of breath related to mildest exertion. She states she is able to raise her arms above her head, but cannot keep them in a position more than three to five minutes.
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Physical Examination:
General: Exam reveals Ms. Daisy Adams to be a 59-year-old African American female who lives at home with her mother who has probably some sort of autistic spectrum disorder. She is not using any assistive device for ambulation. She is able to dress and undress for the physical exam slowly. She is able to get and off the examination table slowly. She cannot hop. She can barely squat. She cannot tandem walk. She can pick up a pencil and button her clothes. She is right handed.

Vital Signs:

Height 5’7”.
Weight 196 pounds.

Blood pressure 160/80.

Pulse 87 per minute.

Pulse oximetry 99%.

Temperature 96.2.

BMI 31.

Snellen’s Test: Vision without glasses:

Right eye: 20/400.

Left eye: 20/400.

Both eyes: 20/200.
With glasses vision:

Right eye: 20/50.

Left eye: 20/50.

Both eyes: 20/30.

She does not have a hearing aid.
Head: Normocephalic.

Eyes: Pupils are equal and reacting to light.

Neck: Supple. No lymphadenopathy. No carotid bruits. Thyroid is not palpable.

Chest: AP diameter of the chest is increased. Scattered rhonchi both sides of the lungs.

Heart: S1 and S2 regular. No gallop. No murmur.

Abdomen: Soft and nontender. No organomegaly.

Extremities: No phlebitis. No edema. The patient has signs of chronic venous insufficiency. Her peripheral pulses appear to be weak.

Neurologic: Cranial nerves II through XII are intact. Overall, motor system, sensory system and reflexes appear normal. She has fair grip of the right hand. She states for few minutes her grip will be good, but she cannot keep it for long with the same grip. So, she may drop things. She states she keeps her cupboards open because she does not want to go through the motion of closing and opening again. There is no nystagmus.
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Specifically Answering questions for TRC: The patient’s gait is careful, slow and sort of calculated. The range of motion of C-spine is decreased by about 25%. The range of motion of lumbar spine is decreased by about 25%. She has ability to raise her arms overhead, but not keep them in that position for more than a minute. She has a fair grip strength, weak pinch strength. She can use the upper extremities, but not for long. Right hand is the dominant hand. She can shake hands, pinch, grasp, write, manipulate a coin or a pen, but cannot hold a cup for long. It is hard to comment on end-organ damage secondary to heart, kidneys, eyes or brain. I do not have the lipid levels. The only abnormality I can see on x-rays is the atherosclerotic calcification of the aortic notch. I do not have a BUN, creatinine to tell the functioning of the kidneys. The patient does complain of joint pains probably secondary to arthritis. Testing her range of motion, she has good range of C-spine, but is painful. She has fairly good range of motion of lumbar spine, but is painful. Examination of the shoulders is very painful especially external and internal rotation. Her dorsiflexion wrist movements are normal, but painful. Thumb movement is normal, but painful. It is difficult to test hip range of motion especially with low back pain and difficulty walking. Her flexion and extension of the knee is normal. Ankle dorsiflexion, plantar flexion is normal. She is not able to do inversion or eversion of the ankles. Hallux dorsiflexion is normal. Plantar flexion of the MPP joint is normal. Straight leg raising is about 30 degrees in supine and seated. The patient is not using any assistive device for ambulation. She has ability to pinch and grasp and manipulate small and large objects, but has a tendency to drop because of pain and weakness. There are no deformities or contractures of the hands. She is able to make a fully closed fist and fold the fingers.

Review of Records per TRC: Reveals records of HealthPoint of Dr. _______. The patient was seen for hypertension. This was the visit of February 2019, where the patient was seen with obesity, osteoarthritis, and tobacco use. The patient was seen with uncontrolled hypertension, persistent reactive airway disease, tobacco abuse, osteoarthritis of multiple joints, history of some sort of abuse and needing a nose surgery. The patient’s blood pressure medicine was refilled and it was lisinopril 20 mg once a day. EKG in 2019, showed sinus tachycardia and PVCs and the patient was advised DuoNeb, low-dose aspirin. There is also history of chronic rhinitis. The patient’s x-rays done in 2020, showed minimal arthrosis of the left acromioclavicular joint. An x-ray of the left shoulder today shows mild degenerative changes. An x-ray of the lumbar spine shows atherosclerotic calcification of aortic arch, mild disc space narrowing L1-L2, L2-L3 and L3-L4. The heart and mediastinal contours are unremarkable. No pneumothorax or pleural fluid. No consolidation or alveolar edema. Essentially, no acute findings. X-ray of the right shoulder shows no acute findings.
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The Patient’s Problems:

1. Bilateral shoulder pain, probably osteoarthritis of the shoulder.

2. COPD.

3. Hypertension.

4. Noncompliance.

5. Depression and anxiety secondary to loss of her son who was only 36 years old secondary to some heart problems.

6. Neck pain.

7. Low back pain.

8. Generalized arthralgias because of osteoarthritis.
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