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GENERAL INFORMATION:  I reviewed all the information sent by the Bureau of Disability Determination Services including the following:

1. None available for review.

I spent approximately 30 minutes reviewing forms, interviewing and examining the claimant. The claimant was informed that this examination was solely for the purpose of providing information to the Bureau of Disability Determination Services and did not constitute a patient/physician relationship.

The claimant is a right-handed, 32-year-old, Caucasian female. She seemed reliable.

CHIEF COMPLAINT (S):  The claimant alleges disability due to motor vehicle accident with fracturing of the left wrist and right upper arm.
HISTORY OF PRESENT ILLNESS:  The claimant states she was in a motor vehicle accident.  She was a front passenger.  She sustained fracture to the left wrist and right upper arm.  She underwent open reduction internal fixation with 22 screws and two plates inserted into the right upper arm and the left wrist was placed in a splint for four weeks.  She notes there is no pain anymore in the left wrist, but she notes tingling and numbing sensations to the fingers of the left hand holding of on for 10 minutes, she notes no sensation over the dorsum of the left hand all the way to the MCP joints.  She drops items out of the left hand such as TV remote, phones, dishes, and baby wipes.  She notes pain to the right upper arm.  The pain is constant and aching.  She also notes a sudden sharp pain with carrying a baby and laundry basket.  The pain is aggravated with cold weather and with use of the arm.

The claimant complains of pain to the lower back, onset was 11/2006, and after pulling a bag.  She notes the pain that worse after a miscarriage.  She notes sharp pain that radiates down the left buttock cheeks.  Pain is aggravated with activities of daily living.  She denies any numbness or weakness to the extremities.  She notes cramping of the feet.

PAST MEDICAL HISTORY:  As above.

PAST SURGICAL HISTORY:  Appendectomy and right arm open reduction internal fixation.

HOSPITALIZATIONS:  None recently.

ACTIVITIES OF DAILY LIVING:  Walking a mile, the claimant notes pain to the lumbar spine.  Standing for 15-20 minutes, washing dishes, she has pain to the lumbar spine.  Sitting for half an hour, she notes stiffness to the lumbar spine.  She is able to cook and feed without limitation.  Lifting, pulling, and pushing is limited to 10 pounds.  Cleaning, she has pain with prolong standing to the lumbar spine and into the elbows.  She is able to bathe and dress without limitations.  She does not drive because she does not have a license.  Shopping, she has difficulty with carrying heavy items.

SOCIAL HISTORY:  She last worked in 12/2010 cleaning homes for a Cleaning Agency.  Education is 11th grade.

MEDICINES:  None.

ALLERGIES:  None.

SUBSTANCES:  She drinks twice a year.  She drank for three years.  She smokes one pack a day.  She smoked for 20 years.  She does not use illicit drugs.

PHYSICAL EXAMINATION:  The claimant was well built and nourished. The claimant was not in acute distress.  Height:  64”, Weight:  154 lbs, Pulse:  72, Respiratory rate:  16, Blood Pressure:  118/74, Snellen:  Testing revealed in the right eye:  20/20, and in the left eye:  20/20 without glasses.

SKIN:  No rash or neoplastic lesions.

HEENT:  Head:  Normocephalic and atraumatic.  Eyes:  Pupils were equal and reactive to light.  Fundi were benign.  Extraocular eye motions were intact.  Visual fields were intact.  Sclerae:  No icterus.  Ears:  TMs were intact.  Nose:  Nares were patent.  Septum:  Normal.  Throat:  Not injected.

NECK:  There was no adenopathy or tenderness.  There was no thyromegaly.

LUNGS:  Clear to auscultation and percussion without rales, rhonchi or wheezes.
CARDIAC:  Regular rhythm.  Normal 1st and 2nd heart sounds.  No rubs, clicks or murmurs.

ABDOMEN:  Soft, non-tender with normal active bowel sounds.  Liver and spleen were not enlarged.  There were no abdominal masses.
PERIPHERAL PULSES:  Full and symmetric.

EXTREMITIES:  There were no deformities, bruises or ulcerations.  There was no clubbing, edema or cyanosis. There was no warmth or redness of the joints.  Right upper arm, there is a healed surgical scar over the trapezius muscles tender to palpation over the trapezius muscle.

MUSCULOSKELETAL:  The claimant was able to get on and off the exam table with no difficulty.  The claimant could walk greater than 50 feet without support. The gait was non-antalgic without the use of assistive devices. The claimant was able to perform toe/heel walk.  5/5 grip strength in both hands.  There was normal ability to grasp and manipulate objects. The claimant was able to fully extend the hands, make fists and appose the fingers. The range of motion of the shoulders, elbows, and wrists was not limited. The range of motion of the hips, knees and ankles was not limited. The range of motion of the cervical spine was not limited. The range of motion of the lumbar spine was not limited.  Straight leg raise test supine and seated:  negative bilaterally.
NEUROLOGIC:  There were no focal deficits.  Cerebellar testing was negative.  Cranial nerves were intact.  The Romberg test was negative. 5/5 upper extremity strength.  5/5 lower extremity strength. The claimant was able to produce sustained, audible and understandable speech.  Deep tendon reflexes were present, equal and symmetric. Sensory examination to light touch was equal and satisfactory.

MENTAL STATUS EXAMINATION:  The claimant was alert and oriented to place, time and current date. Appearance, behavior and ability to relate during the examination were normal. The claimant was appropriate, polite, pleasant and cooperative. The affect was normal. There were no signs of depression, agitation, irritability or anxiety. The hygiene and grooming were good. Overall effort and cooperation were excellent.

RESPONSIBILITY:  This claimant is able to manage own funds.

ADDITIONAL TESTING:  None.

IMPRESSION:
Problem #1:

Right upper arm fracture status post open reduction internal fixation with tenderness over the triceps muscles.  There was no limited active range of motion.
Problem #2:

Lumbar spine pain.

At the end of the examination the claimant was asked if all medical complaints were addressed today and the claimant responded affirmatively.  The claimant was advised to follow up with her primary care physician and adjudicator as needed.

Thank you for referring this claimant.  If you have any questions, please feel free to contact me.







Sincerely yours,







Afiz Taiwo, M.D., M.P.H.
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