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PATIENT:
NAOMI JEAN POWELL

DATE:
January 22, 2013

DOB:
October 18, 1955

AGE:
57

Referring Physician:
Division of Family Service for the State of Missouri

CHIEF COMPLAINT: The patient was referred for disability evaluation and report. The patient is having the following medical problems.

1. History of pain in the lower back that interferes with her ability to walk and also difficulty with the sitting. The patient mentioned that she had a car accident in 1986 that resulted in fracture of thoracic vertebra #12. The patient was treated with bed rest, brace, and rehab that lasted for around two years and then she became able to walk and she worked in a convenience store as a cashier for four years and also she worked in other stores. The patient any how started having increased pain and stiffness in the lower back and she is able to walk for a maximum of 100 feet after which she has to sit down and according to her, she can sit for 15-20 minutes and after that she has to change positions because the lower back get stiff. The patient has no difficulty with working with her hands and she can reach above the level of the shoulder. The patient can still go to Walmart and do the shopping, but according to her she has to hold to the cart. The patient takes only occasional Advil for pain relief. There is no weakness in the lower extremities.

2. History of COPD appears to be mild secondary to cigarette smoking. The patient anyhow is able to do her daily livings without any inhalers except occasional albuterol and the last time she used it was many months ago. At one time, she was on Spiriva, but she cannot afford it. The patient does not awake at night with shortness of breath and she has mild cough. She continued to smoke.

3. History of colitis in 1980 and treated with diet and she is having no symptoms at this time.

4. History of occasional headaches, which is relieved with Aleve and it is very rare.

5. History of skin rash, diagnose as tinea versicolor mainly of the arms and the front of the chest and at the back. The patient was given some creams to relieve the itch, but usually she is symptom free in the winter months.

ALLERGIES: Penicillin.

MEDICAL DISEASES: History of COPD as mentioned above. History of colitis without symptoms and history of lower backache as mentioned above.
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SURGICAL OPERATIONS: Tubal ligation in the 1993 and removal of four wisdom teeth in 1975.

MEDICATIONS: Occasional Advil.

OCCUPATIONAL HISTORY: Did cashier work in a convenience store, restaurant work, and cleaning houses, but she lives by herself and able to be independent in the activity of daily living as mentioned above. The patient has no valid driver license and according to her, her car is broken and depends on her father to drive her around.

FAMILY & SOCIAL HISTORY: Alcohol drinking very rare. Cigarette smoking one pack per day for the last 42 years. The patient denied history of illicit drugs. Father is living at the age of 78 with history of heart disease and coronary artery bypass graft. Mother died at the age of 70 with history of manic depression, rheumatic fever, diabetes, and renal failure.

REVIEW OF SYSTEMS:
Constitutional: There is no fever. No sweats. No chills. No fatigue. No weight loss or weight gain.

Eyes: No history of vision loss. No blurred vision. No double vision. No macular degeneration. She has corrective glasses.

Ear, nose, mouth, and throat: No history of hearing loss. No tinnitus. No earaches. No snoring. No sore throat. No sinus problems. No oral ulcers. No swallowing problems. No hoarseness. No hearing aids.

Cardiovascular: No chest pain. No palpitation. No murmur. No claudication. No swelling of the lower extremities.

Respiratory: There is no cough. No sputum production. No wheezing. No shortness of breath. No history of pneumonia. No bronchitis. No TB exposure PPD skin test: Unknown.

Endocrine System: No history of heat or cold intolerance. No polyuria or polydipsia. No history of diabetes. No history of thyroid problem.

GI: There is no nausea. No vomiting. No abdominal pain. No back tarry stools. No change in bowel habits or appetite.
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GU: There is no dysuria or frequency of urination. No vaginal discharge. No incontinence.

Musculoskeletal: History of polyarthralgia and polymyalgia.

Skin: There is no history of ulcers, no rash, no sores, and no bruises.

Breasts: No lumps or masses. No nipple discharge.

Neuro: There is no history of headaches. No dizziness. No loss of consciousness. No focal weakness. No paresthesia. No tremors.

Psych: History of depression and anxiety, fearful, crying, suicidal ideation, and agitation.

Hematological Lymphatic: There is no history of anemia. No bleeding tendencies. No history of fallen lymph nodes.

Allergic and Immunological System: No history of allergies to dust or other environmental conditions.

PHYSICAL EXAMINATION:

General Condition: A well-developed white female who is walking without apparent discomfort and without the help of any assistive devices.

Visual Acuity: Both eyes with over-the-counter glasses 20/40, right eye 20/50, left eye 20/70, and both eyes without glasses 20/70.

HEENT: Normocephalic. Pupils reactive and equal. Oropharynx is free from ulcers. Mucous membranes of the mouth and conjunctiva were moist. No malar skin rash.

Neck: Supple. Thyroid is not enlarged.

Carotid Artery Pulsations: Palpable and of good volume bilateral. Neck veins are not congested. Cervical lymph nodes are not palpable.

Cardiovascular: PMI: 5th space, midclavicular line. S1 and S2 are normal. No gallops and no murmurs.
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Pulmonary: Chest and lungs were clear to auscultation and palpation. No chest wall tenderness.

Abdomen: Liver and spleen are not enlarged. No masses and no tenderness.

Neurological Examination: Cranial nerves are intact from II to XII.

Deep Tendon Reflexes: +2 bilateral symmetrical in the biceps, triceps, knees and ankles. Babinski plantar flexion bilateral.

Sensation to vibration, pinprick, and touch was intact in the upper and lower extremities.

Musculoskeletal Examination: Showed the following.

1. Both hands did not show any active arthritis and hand function appears to be well maintained.

2. Elbows were normal to examination.

3. Shoulders were normal to examination without tenderness or reduction in the range of motion.

4. Both feet and ankles appeared to be normal.

5. Knee joints were normal to examination without tenderness and without swelling or crepitations.

6. Hip joints were normal.

7. Examination of the cervical and dorsal spine was essentially normal. There was prominence of the lower dorsal vertebra secondary to the old fracture and healing. Tenderness in the lower back and apposite the sacroiliac joint was noticed.

8. The gait appeared normal without any assistive devices.

9. Handgrip and hand function was well maintained bilateral.

10. Muscle strength in the upper and lower extremities was normal.

11. Range of motion, please see the attached.

ASSESSMENT & IMPRESSION:
1. Lower backache and status post fracture of T12 in 1986 appeared that it healed well without evidence of laxity. No evidence of deformity except mild prominence of the lower thoracic vertebra.

2. History of COPD appears to be mild.

3. History of colitis without symptoms and controlled with the diet.

4. Mild occasional headaches and frequent.

5. Tinea versicolor of the arms, front of the chest, the upper back and without symptoms at the time of the examination.

CONTINUED ON PAGE FIVE
NAOMI JEAN POWELL

PAGE FIVE CONTINUED

Thank you for this referral.

Ali J. Abu-Libdeh, M.D.

Missouri License #: R8B94.

Expiration Date: 01/31/2014

AJAL/KK

D: 01-23-13

T: 01-23-13

cc:
Division of Family Service for the State of Missouri

