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January 26, 2012

Claimant:
Thomas Park

History of Accident/Illness and Treatment:  There were no medical records provided for my review. According to the information obtained from the examinee, the orthopedic conditions for, which he has applied for social security disability, include neck pain, lower back pain, and left hip pain. He states that he has had neck pain since 2008 when he was involved in a MVA. He states that he has had x-rays and MRI of his cervical spine, which showed disc bulges and herniated disc. He has had acupuncture treatment and chiropractic treatment. He has had no surgeries, however. He also complains of lower back pain since 1990s. He states that he has had x-rays and MRI of the lower back, which showed disc herniation. He states that in 1991 he had a L4-L5 discectomy/laminectomy. He states that he is able to work after the surgery. He also complains of left hip pain since 2004. He has had x-rays, but he does not remember the results. He has had no treatment.

Present Complaints: He complains of neck pain, lower back pain, and left hip pain. He also complains of numbness and tingling in his right upper extremity and bilateral lower extremity. He denies bowel or bladder incontinence. He has no erectile dysfunction. He does not use any hand-held assistive device.

PHYSICAL EXAMINATION

VITAL SIGNS: 

Ht: 
5’11”

Wt: 
224 lbs.

Pulse: 
76

BP: 
130/82

GENERAL APPEARANCE: The examinee was an adult ^ male mesomorph who is well developed and well nourished, in no acute distress who appeared appropriate for his stated age. A directed orthopedic examination was conducted.

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally, without crepitus, tenderness, locking, or triggering. The deep tendon reflexes were 2 + at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity.

Peripheral pulses were intact bilaterally. Pinprick and sort touch sensation was decreased in the right upper extremity from his proximal shoulder down to his hands.

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. There were no scars, swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Range of motion was accomplished fully in all planes at the hips, knees, and ankles 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 at the extensor hallucis longus and throughout the lower extremities bilaterally. There was no significant tenderness with palpation of either lower extremity

Range of motion was decreased in internal rotation to 30 degrees and external rotation to 35 degrees. He has positive Faber’s test on the left. Peripheral pulses were intact bilaterally. Pinprick and soft touch sensation was decreased in the right and lower extremity from his proximal thigh down to his feet.

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally without tenderness. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

Range of motion was decreased in flexion to 40 degrees, extension to 30 degrees, rotation to 80 degrees, and side bending to 35 degrees bilaterally.

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, extension, rotation, and side bending bilaterally. There was no palpable spasm or tenderness of the parathoracic or interscapular musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae. 

LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or footdrop was evident. No hand-held assistive device was required for ambulation. The examinee was able to walk on his heels and toes without difficulty. 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, side bending, 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°. 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°. 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.

Inspection of the lumbosacral spine revealed a surgical scar. Range of motion was decreased in flexion to 40 degrees, extension to 15 degrees, rotation to 35 degrees bilaterally, and side bending to 15 degrees bilaterally.

X-RAYs:
None were taken at this time.

FINDINGS & CONCLUSIONS: After review of history, clinical examination, and x-rays, I have arrived at the following professional opinions with a reasonable degree of medical probability. The following are this claimant’s:

Diagnosis: Per his report, neck pain, lower back pain, and left hip pain. Per allegation, spine, neck, *_________*neck, lower back, and left hip.

Pertinent Findings: The current examination of Mr. Park was found that he has full range of motion of his upper extremities. He has decreased range of motion of hips. He has a positive Faber’s test of his left hip. He has decreased range of motion of his cervical and lumbosacral spine with tenderness. He has surgical scar along the lumbosacral spine. There was loss of sensation of the right upper and lower extremities. He had a negative supine and sitting straight leg raising maneuver on the left and right. Neural tension signs were negative. He did not require a hand-held assistive device for ambulation. He had intact fine and gross manipulation.

Prognosis/Status: His prognosis at this junction, is fair. Although, he appears to have had some treatment for his orthopedic condition, he continues to complain of pain to the above area. Based primarily upon his subjective reports, he will be limited from frequent turning and bending of his neck and lower back and from repetitive heavy lifting. He would be able to walk, stand, and sit for reasonable amount of time with frequent rests. He does have full overhead use of his upper extremities. He does have full functionality of his left and right hand. He will be able to handle and sort through fine and small objects.

Sincerely,

Juan C. Cornejo, D.O.

JC/PL
