January 22, 2013

Disability Evaluation Unit
Keenan Associates

2550 Mariposa Mall, Suite# 2005 
PO Box # 1538

Fresno, CA 93721
Rancho Cordova, CA 95741

Attn.: Jennifer Bowlan, senior claims examiner.

Employee:
REAL, ELIZABETH
Employer:
Porterville Unified

DOI:
11/01/2012

Claim#:
473337

QUALIFIED MEDICAL EXAMINATION

Dear Disability Evaluator:

I saw the above-named patient on January 17, 2013 for a QME for injury sustained in the above date in my capacity as a qualified medical evaluator.

I spend approximately 40 minutes face-to-face with the claimant, and approximately 2.5 hours were spent reviewing the medical records, doing a later research, preparing the report including dictation and editing.

The history and physical examination is not intended to be construed as a general or complete medical evaluation. It is intended for the medicolegal purposes only and focuses only on the claimant’s: RIGHT FOOT. No treatment relationship is established or implied.

PRESENT COMPLAINTS:
The patient is presently complaining of no pain in her right foot and is doing her regular job.

HISTORY OF THE INJURY:

The patient was at her usual job *________195__* bleachers at the high school where she works as a custodian. After doing long period of climbing up and down bleachers and stairs, she felt soreness, but felt like a stone bruise and she stayed in her right foot. She was seen the following day at the Porterville Valley Promptcare by Dr. James. She was diagnosed with the contusion and was given injection and had modified work initially and then returned to work with no restrictions or no modification of work activity.
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UPDATED MEDICAL TREATMENT:

The patient has last seen on November 20, 2012 and was with complete resolution of the contusion in her right foot.

EMPLOYMENT:

The patient is a custodian for the Porterville Unified School District.

DESCRIPTION OF JOB:
Extends standing, walking, bending, stooping, lifting, squatting, pushing, pulling, carrying, and reaching.

PAST MEDICAL HISTORY:
The patient had a previous history of plantar fasciitis with heel spur on her right foot with surgery performed by Dr. Marmolejo in May 2012. She was at least four-work duty with no restrictions in August 2012 and was having no symptoms in her feet once she sustained the injury in November 2012.

HOSPITALIZATION & SURGICAL HISTORY:

Hysterectomy in 1982, tonsillectomy in 1971, cataracts in 2003, neuroma in 2006 and 200, and heel spur surgery in 2012.

REVIEW OF SYSTEMS:
Endocrine, the patient has a history of diabetes, on oral medicine.

Musculoskeletal, the patient has a history of arthritis, on antiinflammatory medicine.

Remaining review of systems are noncontributory
CURRENT MEDICATIONS:

Metformin 500 mg once a day, Arthrotec 75 mg twice a day, Prilosec 20 mg once a day, and Evista 60 mg once a day.
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ALLERGIES:

No known drug allergies.

FAMILY HISTORY:
The patient denies any family history of rheumatic fever, diabetes, rheumatoid arthritis, gout, or cardiovascular disease.

SOCIAL HISTORY:

The patient lives in Porterville with roommate. She denies use of tobacco and drinks one to two alcohol and drinks per week socially.

PHYSICAL EXAMINATION:
General:
This is a pleasant appearing Hispanic female with no apparent distress. Stated age, sex, and weight.
Dermatology:
The temperature, texture, turgor, elasticity, and color of the skin within normal limits for the patient’s age, sex, and weight.
Well healed incision over the medial aspect of the right heel where she had previous bone spur. There is no erythema, edema, or tenderness in this area.
Vascular:
Dorsalis pedis and posterior tibial pulses are 2+/4. Capillary filling time is less than 2 seconds.
Neuro:
The patient sensorium is grossly intact bilaterally. There is no hypersensitivity or pain over the medial incision on the right heel. There was no pain on palpation of the plantar central aspect of the right heel where she had previous pain.
Muscular:
Strength, tone, and size of all major muscle groups concerning into feet received a 5+/5 rating.

Range of Motion:
Joint

Left
Right
Subtalar joint inversion
40°
40°

Subtalar joint eversion
30°
30°

Ankle joint dorsiflexion
10°
10°

Plantar flexion

50°
50°

Gait:
The patient is observed walking in gait barefoot on a firmly carpeted surface. She has an everted heel strike consistent with severe abnormal pronation. She has no evidence of resupination or heel off. She has a propulsive gait and shows no antalgia on the right side.
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PAIN BEHAVIORS:

	Behavior
	Present
	Absent

	Facial Grimacing
	
	Absent

	Holding or Supporting Affected Body Part or Area
	
	Absent

	Frequent Shifting of Posture with Position
	
	Absent

	Sitting with a Rigid Posture
	
	Absent

	Using a Brace
	
	Absent


	Behavior
	Present
	Absent

	Limping or Distorted Gait 
	
	Absent

	Moving in a Guarded or Protected Fashion
	
	Absent

	Extremely Slow Movements
	
	Absent

	Pain Vocalization 
	
	Absent

	Stooping While Walking
	
	Absent


REVIEW OF MEDICAL RECORDS:
The patient was initially seen on 11/02/12 at the Porterville Valley Promptcare by Dr. Dwight James. She was complaining of injury in the bottom of her right foot while picking up *______584____* stadium. She complained of pain in the right heel. Her examination revealed right foot with 1+ edema on the surface and tenderness on light palpation. X-rays are negative for fracture or dislocation. The diagnosis was contusion. The patient was given injection of 2 cc of dexamethasone and given homecare instructions. She was placed on light duty, but there was no light duty for her job, so she was on temporarily totally disabled. She also was instructed to elevate the foot and to use ice and antiinflammatories. The patient was then seen again on 11/09/13 for a right foot contusion by Dr. James. She was still having some pain, but it was improved. Examination revealed pain in the right foot with the improvement. She was continued on modified duty, but again there was none at her work shoe and temporarily totally disabled.

The patient was then seen again on 11/15/12 by Dr. James at the Promptcare Medical Clinic. At that time, the patient was stated she was doing better. The examination revealed foot nontender with full range of motion. The diagnosis was right foot contusion resolved. She was released to full duty on 11/15/12 with no limitations or restrictions.
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DIAGNOSES:

1. Status post contusion, right foot secondary to work related injury, resolved.
ICD9-924.20.

2. Status post excision of heel spur right foot non-work related, resolved. ICD9-726.73.

CAUSATION:

It is within reasonable degree of medical probability that the specific incident at work on 11/01/12 caused the claimant’s injury to her right foot.

The claimant’s injury arose out of employment and was caused by employment and is an AOE/COE.

In the process of formulating opinions pertaining to causation, the medical examiner takes into account numerous factors. These include the mechanism of injury, the type of temporal onset of symptoms, history given by the examinee, the response to various treatments, the physical examination, radiographic findings and results of other objective tests. Knowledge of the pathology and the pathophysiology of the specific diseases or injuries and knowledge’s overall help the individual and another pertinent information including exams experience, knowledge, and training are taken into account.

PERMANENT & STATIONARY:
The patient is PNS and MMI as of 11/15/12. She has at her usual job with no restrictions or accommodations.

According to the Guides, maximum medical improvement is reached when a condition or state is well stabilized and is unlikely to change substantially in the next year, with or without medical treatment. Although over time there may be some change, further deterioration or change is not anticipated. As used in the Workers’ Compensation Act, “date of maximum medical improvement means the date after which further recovery from, or lasting improvement to an injury can no longer be reasonably anticipated, based upon the reasonable medical probability as determined by a healthcare provider.”

IMPAIRMENT:
There is no permanent impairment from this work related injury. The patient is back to her usual job with no restrictions or accommodations and has no complaints of pain at the present time.
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APPORTIONMENT:
*________885__*, the patient did have heel spur surgery on the right foot in May 2012. She was released to return to work without restrictions and accommodations in August 2012. She has been doing her job for approximately three months before sustaining the injury on her right foot on 11/01/12. To be substantial evidence on issue of apportionment the medical report must be framed in terms of reasonable medical probability and must not be speculative. My medical opinion based on the reasonable medical probability is there is no apportionment to this previous surgery on her right foot as her symptoms have resolved and she was doing her regular job with no restrictions or accommodations at that time of the injury occurred on 11/01/12.

WORK RESTRICTIONS:
There were no work restrictions as the patient was temporarily totally disabled from the time of injury on 11/01/12 to at that time she returned to work on 11/15/12.
FUTURE MEDICAL TREATMENT:

No future medical treatment is anticipated of this patient as her symptoms have resolved and she has returned to work with no restriction or accommodation for her regular work activity.

DISCUSSION:
The past medical treatment was appropriate and necessary within reasonable degree of medical certainty. The claimant’s condition was consistent with the history and physical findings. Her injury symptoms have now resolved and resulted in no permanent impairment, disability, or need for future medical treatment.

DISCLOSURE OF INFORMATION PURSUANT TO SECTION 4628(a/b):

Patient:
REAL, ELIZABETH
Examination:
January 22, 2013

Location of Examination:
Stockdale Podiatry Group 

3857 Stockdale Highway 

Bakersfield, California 93309

QME:
Mark F. Miller D.P.M.

Specialty:



Podiatric Medicine and Surgery
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Thank you for the opportunity to participate in the medical care of Ms. Elizabeth. Should you require any further information, please do not hesitate to contact me on a timely basis.

Sincerely, 

Mark F. Miller, DPM, DABPM

Diplomate, American Board of Podiatric Medicine

Qualified Medical Examiner

MFM: KK

