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GENERAL MEDICAL EXAM WITH INTERNAL MEDICINE EMPHASIS

Patient Name: Donald Michael Bowen

DATE OF BIRTH: 05/01/1970

AUTHORIZATION#: CD336073

CASE ID#: 9427417
DATE OF EXAM: 11/30/2023

Chief Complaint: Mr. Donald Michael Bowen is a 53-year-old white male who is here with chief complaints of:

1. Neck pain.

2. Thoracic pain.

3. Back pain.

4. Hypertension.

5. Sciatica.

6. Depression.

7. Posttraumatic stress disorder.

History of Present Illness: The patient was working for US Navy from 2005 to 2018. The patient was working as a combat engineer. The patient states he was in a convoy and there was another convoy ahead of them that got struck by an IED and was blown up. The blowup was so strong that their vehicle shook to extremes and their whole vehicle and their bodies got twisted. He states he had surgery for hiatal hernia and abdominal hernia and his hernia recurred after the blast. He states that there were many things that were happening because he was in the frontlines for couple of years and he witnessed dogs being blown up remotely because they stuck an IED on them, camels being blown up remotely and wife and children were thought somebody and then got blown up and he states that has caused a terrible PTSD with him and lot of anxiety. The patient states he is on 100% disability from the VA and he is here to get his social security.

Operations: Surgery for hiatal hernia in 1997, history of high blood pressure since 2016.

Medications: At home, include:
1. Nifedipine 90 mg a day.

2. Cetirizine 10 mg a day.

3. B12 a day.

4. Spironolactone/HCTZ 25/25 mg once a day.

5. Rosuvastatin 40 mg a day.

6. Pantoprazole 40 mg a day.

7. Sildenafil citrate 50 mg a day.

8. Duloxetine 30 mg three times a day.
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9. Bupropion 300 mg a day.

10. Levothyroxine 150 mcg a day.

11. Ezetimibe 10 mg a day.

12. Melatonin 10 mg at bedtime.

Allergies: He is allergic to LISINOPRIL.
Personal History: He is married. He has four children; all of them are grown up. He states after he retired from the Navy he came to work as a construction manager from 2018 to 2022, when his pain got so bad and he had to quit. He does not smoke. He drinks alcohol socially. Denies use of any drugs.

Review of Systems: The patient denies any bowel or bladder problems, but he has lot of pain and he has restriction in range of motion of his neck and back. He is right-handed. The patient drove himself to the office.
Physical Examination:
General: Reveals Donald Michael Bowen to be a 53-year-old white male who is awake, alert and oriented and in no acute distress. He is not using any assistive device for ambulation, but he states if he has to walk more he uses a hiking stick. He is right-handed.

Vital Signs:

Height 6’.
Weight 218 pounds.

Blood pressure 140/90.

Pulse 68 per minute.

Pulse oximetry 98%.

Temperature 96.5.
BMI 30.

Snellen’s Test: His vision without glasses:

Right eye: 20/200.

Left eye: 20/200.
Both eyes: 20/200.

With glasses vision:

Right eye: 20/40.

Left eye: 20/40.

Both eyes: 20/25.

He does not have hearing aids.
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.
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Abdomen: Soft and nontender. No organomegaly. I can see divarication of recti and an abdominal hernia above the umbilicus.

Extremities: No phlebitis. No edema.

Neurologic: Cranial nerves II through XII are intact. Overall, motor system, sensory system and reflexes appear normal. The range of motion of lumbar spine decreased by 50%. The range of C-spine decreased by 50%. The lateral flexion of the C-spine decreased by 75%. The patient has been advised some surgery, but he is not keen on getting any surgery. Alternate pronation and supination of hands is normal. Finger-to-nose testing is normal. Reflexes are 1+ throughout. There is no evidence of muscle atrophy. Peripheral pulses are palpable. He has good hair growth over the legs. There is no nystagmus. His gait tested for small/short distance is normal.

Specifically Answering Questions for TRC: His gait and station for short distance is normal. He has ability to dress and undress, get on and off the examination table. He cannot squat and he cannot rise from squatting. He cannot tandem walk. He cannot do heel and toe walking. His muscle strength is 5/5. There are no obvious motor, sensory or reflex abnormalities. His straight leg raising is about 60 degrees on both sides. He cannot do heel and toe walking and cannot squat. I do not see any evidence of effusion, periarticular swelling, tenderness, heat, redness or thickening of the joints. The claimant’s grip strength in the right hand is good. He has ability to move extremities and performing gross and fine functions. The right hand is the dominant hand. He has ability to pinch, grasp, shake hands right, manipulate objects such as coin, pen or cup. He has ability to hear normal or whispered conversation. Range of motion of the C-spine, T-spine and L-spine is reduced. He has lot of pain in raising his arms overhead. He has reduced range of motion of C-spine and L-spine. He was working as an engineer and he could not continue to work because of pain. The patient has degree in Architecture from Auburn College. He can raise his arms up to about 90 degrees and cannot raise them overhead.

The Patient’s Problems:

1. Musculoskeletal neck pain.

2. Upper back pain and lower back pain for several years.

3. History of hypertension.

4. History of PTSD.

5. History of major depression.

6. History of chronic pain.

7. History of hypothyroidism.

8. History of recurrent abdominal hernia.

9. History of bilateral shoulder pain.
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