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Dictation Time Length: 04:55
April 11, 2024
RE:
Christopher Essig
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Essig as described in my report to you of 06/04/22. He is now a 26-year-old male who again describes he was injured at work on 10/05/20 when landing gear fell on his left leg. He did not go to the emergency room afterwards. He did not undergo any surgery and is no longer receiving any active treatment. He states since evaluated here, he has not had any additional treatment or testing and that his case has been closed.

Record Review:

1. Need-for-treatment evaluation by Dr. Zuck: 10/10/23.
As per the report of Dr. Zuck, he reevaluated the Petitioner on 10/10/23, noting his course of treatment to date. He presently was complaining of intermittent numbness and tingling which arises and resolves spontaneously about the anterolateral aspect of his left leg. He had undergone extensive diagnostic testing. Physical exam was normal at the knee with regards to motion stability and the absence of any positive objective findings. Left ankle examination was normal. Sensory examination noted decreased sensation reported subjectively over the lateral and anterior aspect of the mid leg. Dr. Zuck opined that no further treatment was medically indicated as it relates to the work injury of 10/05/20 and that he had reached maximum medical improvement regarding same.

PHYSICAL EXAMINATION
GENERAL APPEARANCE: There was a rough texture to his hands and dirt under his fingernails.
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. Inspection revealed numerous abrasions on the left greater than right knee that he attributed to his dog. There was no swelling, atrophy, or effusions. Skin was otherwise normal in color, turgor, and temperature. Motion of both knees was full with crepitus, but no tenderness. Motion of the left ankle was full with tenderness, but no crepitus. Motion of the right ankle as well as both hips was full in all planes 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 for resisted left hamstring and quadriceps strength, but was otherwise 5/5. There was no significant tenderness with palpation of either lower extremity.

KNEES: He had a positive McMurray’s maneuver on the left, which was negative on the right. There were negative Fabere’s, Apley’s compression, Lachman’s, ligamentous distraction tests, and anterior and posterior drawer signs for internal derangement. There was no varus or valgus instability when manual pressure was applied to each knee.

FEET/ANKLES: 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. He ambulated with slight difficulty ambulating on his heels and toes. He changed positions without difficulty and was able to squat and rise fluidly. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. 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.

INSERT what is marked from my prior report
Since evaluated here, the Petitioner underwent a need-for-treatment evaluation by Dr. Zuck. He concluded Mr. Essig did not require any treatment relative to the subject event of 10/05/20. The Petitioner confirms he has not had any additional treatment or diagnostic testing. He denies any subsequent injuries to the involved areas.

The current examination found he had full range of motion of both lower extremities. He had a positive McMurray’s maneuver on the left knee. Provocative maneuvers about the feet and ankles were negative. He ambulated with a physiologic gait with no antalgia or assistive devices. He did have slight difficulty walking on his heels and toes.

My opinions relative to permanency and causation are the same as marked on page 7 of my earlier report.












