Physical Diagnosis
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ID Statement











The patient, DL, is a 36 year old single African-American male from Cleveland on disability for memory loss, who has been in the hospital since Sunday.

Chief Complaint










Stomach pain.

History of Present Illness

The patient presented two (2) days ago with diffuse, constant upper quadrant pain.  The pain had been steadily getting worse since Friday.  The patient had never experienced similar pain and denied a specific cause of the pain.  The pain was accompanied by watery diarrhea, but no vomiting.  The patient has not had any solid food since being admitted on Sunday.  Ultrasound, CT, and blood work have not yielded a diagnosis.  

Current Medications

· Synthoid - was put on after thyroid disease (see PMH), but did not refill perscription; was restarted on Synthoid on March 10.

Past Medical History

· 1997 - Rectal cyst.

· 1996 - Thyroid disease.

· Alcohol - 6-12 beers or 2-3 pints a week

· Smoking - 20 pack years

· Marajuani use - occasional currently, although previously has done up to a joint a day for periods of time.

Family History
Father - in his 60s, generally healthy except to DM Type II.

Mother - in her 60s, has high BP, and DM Type II, and is several years post-CABG.

Siblings - none.

Children - 3; 2 boys ages 4 and 93; 1 girl age 3; all healthy.

Social History
The patient is an only child who was a construction worker who has been on disability for 5 years for loss of memory.  He currently lives alone and has been divorced for 6-7 years, following a 4 year marriage.  He currently spending his time watching TV, working on cars, and “odds and ends”.

Review of Systems

General

The patient is alert and responsive, and appears in little, if any discomfort.

Skin - no rashes, ulcers, dryness, or excessive sweating

Head - headaches and dizziness 4-5 times per month; short-term memory loss; sometimes sees “stars”

Eyes - no glasses

Ears - no ringing or difficulty hearing

Nose - no difficulty smelling or deformities

Mouth - full teeth

Neck - no pain or tenderness

Respiratory - mild difficulty breathing and shortness of breath during warm, humid weather

Breasts - no pain, tenderness, or discharge

Cardiovascular - no pain or rapid heart rate

Gastrointestinal - see HPI 
Endocrine - see PMI/Medications (thyroid disease)

MSI - occasional “bone” pain 
Blood and Lymphatics - see PMI (high BP)

Neurological - no tingling or loss of sensation

Psychosocial - feels good

Genito-urinary/sexual function - no problems with urination or sexual function  
Physical Exam
General
Awake and alert male who is cooperative.

Vital Signs
Pulse -  72 BPM (sitting)


Respiration - 15 BPM

Head

Atraumatic.

Eyes

Lids without swelling or lesions.  Scerla white, conjuctiva pink.

Gross vision by confrontation.

Visual fields full to confrontation.  No hemorrhages or exudates.

Fundi: optic disc pale yellow; disc margins sharp; retina without lesions.

Both eyes PERRLA.

Ears
External ear and canal without lesions.  Rinne AC greater than BC bilaterally.  Weber non-lateralizing.  Both tympanic membranes pearly white.

Nose
No deformity of nose appreciated.  Frontal and maxillary sinuses non-tender.

Throat/Mouth
Oral pharynx clear without exudates or lesions.  Uvula in midline.

Neck
Supple, full range of motion.  Trachea in midline.  Thyroid not palpable.  Carotids 3+.  No bruits.  No palpable submental, submaxillary, supracavicular, occipital, or anterior or posterior cervical nodes.

Thorax

Upper chest without deformity.  Chest expansion symmetrical.  No pain on palpation.  

Lungs

Anterior, posterior, and lateral clear percussion and auscultation.  

Cardiovascular
S1 and S2 of normal intensity.  No S3, S4, or murmurs.  Heart at regular rate and rhythm.  PMI  2 cm in diameter and located 3cm within MCL in 5th intercostal space.

Abdomen

Liver span 7cm. Active bowel sounds in all quadrants.  No bruits.  Non-tender.  Not distended.  No masses.  Spleen not palpable.

Lymph

No axillary nodes felt.

Extremities
No cyanosis, clubbing, or edema.  Full active and passive ROM of fingers, wrist, elbow, shoulder, hips, knees, and ankles.  No erythema.
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Reflexes



Romberg negative.

Neurological
Mental Status: Oriented X3.  Remote and short-term memory good.

Cranial Nerves


CN I: not tested.


CN II-XII: normal on gross examination.
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