September 15, 2008

Attorney
Name of firm
City, state

Re: Doreen Ozard
Dear Mr. Hobbie,

At your request, I attended the medical exam of Doreen Ozard in the office of Dr. Fred Green at 12 PM on September 9, 2008 in Wall, New Jersey.  Also in attendance was Marylu Kennedy, the paralegal from the law offices of Massie and Martin.   

Upon Ms. Ozard’s arrival, she was given a medical questionnaire to review which was completed during her prior visit with Dr. Green on 6/12/08 (see attached).  She was asked to add any new complaints and initial the changes/new symptoms.  She noted that now she was able to sleep with much difficulty, during the previous visit she noted some difficulty.  Ms. Ozard also completed a symptom drawing and severity line diagram (see attached). 

The exam started at approximately 12:15.  Ms. Ozard was asked to change into a gown.  Dr. Green dictated the entire exam.  Ms. Kennedy, the paralegal, did not take any written notes.  Dr. Green had medical records which he referred to during the history taking portion of the exam.  Ms. Ozard stood next to the chair during the history taking, shifting her weight and looking uncomfortable.  Dr. Green reviewed the questionnaire initially, noting the only change was the increased difficulty in sleeping.

Medications were reviewed.  Ms. Ozard is currently taking Xanax (1/2 of 0.5 mg tab) for muscle cramping/spasm.  She estimated she took it approximately 5 times a week.  It was prescribed by Dr. Henry.  Operations were reviewed (see questionnaire).  Ms. Ozard reported she has been hospitalized for a cardiac condition once since the fall and twice for treatment of her asthma.  Dr. Green noted he had no records for these hospitalizations.

Dr. Green asked about current medical problems.  Ms. Ozard stated the following; arthritis of the fingers and elbows, a benign heart arrhythmia, a neuropathy of the left leg from a virus in 1992, with atrophy of the calf thigh and hip.  She added the atrophy has increased since the fall.

Social alcohol use was noted, no tobacco use and no drug use.  She was asked about psychological problems.  She stated she saw Dr. Victoria for “personal problems”.  She also has had counseling for the same.  She has not seen Dr. Victoria since 2006.  Dr. Green asked her what medications she was taking.  Ms. Ozard stated she was currently taking Elavil and Xanax.  Elavil was not on the medication list and it was added.  Her current dosage was 2 mg daily.  He then asked if that was always the dose she was on.  She stated it had been increased when needed, however she had been on the current dose for many years.  

Ms. Ozard was asked about her employment.  She stated she did paperwork for a family business 2-3 days/week.  Dr. Green asked if she was able to continue after the fall.  She stated “Yes, with difficulty”.  Prior to the fall she also did a couple of shifts/week in the store.  She has not done this since the fall.
Dr. Green then went on to review recent care.  Ms. Ozard last saw Dr. Lennie, the neurologist in June/August of 2007.  She sees Dr. Lennie every 4-6 months.  Dr. Green stated he had no current records from Dr. Lennie.  Ms. Ozard stated he monitors her neuropathy.  She has had no tests in the past year.  There have not been any testing or recent therapies performed.

Dr. Green asked when she last saw Dr. Greisman, his last record was from February 2006.  Ms. Ozard stated she has seen him monthly since April 2008.  She had a recent MRI of the pelvis and lower back over the summer.  Dr. Green inquired as to the results.  She stated the findings were a “bulging disc and facet joint”.  He treated her with two steroid injections in the lower back.  They provided some relief for 1-2 weeks with no permanent improvement.  Dr. Greisman also ordered physical therapy which she had been attending most of the summer then she stopped due to oral surgery.  She has a prescription to continue the physical therapy.  In addition she has been doing home exercises independently.
Dr. Green asked when the last time she had seen Dr. Sharma.  She stated she could not remember.  He asked about Dr. Henry.  Ms. Ozard stated he is her primary care physician and he is a rheumatologist as well.  She last saw him in the spring of 2008.  He does not treat her for the injuries related to the fall.  He asked if she had received any other treatment.  She stated she saw Dr. Tracy, a neurologist in New York, approximately 8 months to one year ago.  He did a bone scan which she believed was normal.  He discussed facet joint injections, but she never had them done.  She has seen her pulmonologist for her asthma.

Dr. Green then looked at the symptom drawing and pain severity diagram that Ms. Ozard completed.  He asked her to identify from worst to least serious current and ongoing residual problems.

1. She stated her lower back pointing to her lumbosacral area, across and down in a “T” distribution.  She has pain and burning everyday.  The level of pain depends on her activity level.  When she was on steroids for her asthma there was some improvement.  When she lies down it does not go away; she gets some relief lying on her side.  The pain wakes her up at night at least once a week.  Again, the pain was dependent on the amount/type of activity.  She was asked if anything made it better.  She stated the soft tissue work during physical therapy.  Dr. Green asked if there had been any changes in her symptoms since 2005.  She stated overall there had been no improvement.  It was the worse the first three weeks, but then essentially unchanged.  Dr. Green asked her on a scale of 1-10 what is the pain on a typical day.  Ms. Ozard had trouble quantifying.  The minimum was 4/10; maximum was 10/10.  He asked her the last time it was 10/10.  She responded it was this past Friday when she was in the car a lot.  Sitting and water aerobics aggravate the symptoms.  Her sitting tolerance is 5 minutes.  Ms. Ozard watches TV lying on her side.  Walking aggravates the symptoms.  Any movement, exercise and coughing and deep breathing aggravate symptoms.  She has no problems with bladder or bowel function.
2. Ms. Ozard complained of a squeezing sensation in both calves with increased activity, walking and steps.  Dr. Green asked how often this occurred.  It happened in August, in the past four weeks.  It felt numb, like a tourniquet.  Ms. Ozard stated it was an extension from pain in the right and left buttock.  Rated on a scale of 1-10, it was 5-6/10.  It is set off by increased activity and lying on a flat table.  It has been the same since the fall.
3. Ms. Ozard complained that her left leg will “give out” a few times a week.  It is activity dependent; it happens with increase in exercise or walking for more than 20-30 minutes.  She can’t quantify the frequency.  She has never fallen as a result of the leg giving way.  It has been the same since the accident.

4. Ms. Ozard complained of anterior lower abdomen with exercise, walking or in the pool.  It increases with walking.  She was asked about the frequency.  She stated 2-3 times per month.  She rated it 7/10, and stated it “drives me crazy”.   This happened immediately after the fall.  It used to be everyday initially.
Ms. Ozard was asked if she had any of these symptoms prior to the fall.  She replied she had no back symptoms; she had no squeezing in the left calf, and no abdominal complaints.  Her leg did give way before the fall, but because of further atrophy there has been more giving way in the thigh area.  The frequency has been unchanged.  

Dr. Green asked if there had been any falls or accidents since 8/9/05.  Ms. Ozard responded”No”.  She did have a right foot injury on 4/28/06 which caused a flare up of the back injury.  She did recover and went back to baseline.  She was asked about an injury to the hip (greater trochanter) which she stated was unrelated to the fall.
The physical exam started with gait observation, including on toe and heels.  Ms. Ozard was able to perform with no abnormalities noted by this observer.  Ms. Ozard was asked if she had any symptoms at this point.  She stated she had pain in the lumbosacral area, extending down the left leg to the left calf, with an “odd, numb” sensation.  She was weighed and measured.  Her weight was 130 ½ lbs and her height was 61 inches.
The back was inspected with Ms. Ozard in a standing position.  No abnormalities were noted.  Tenderness was noted with palpation in the lumbosacral area midline and upper buttocks.  There was no pain with soft touch.  Spine alignment was noted to be normal by Dr. Green.  Trendelenburg test (hip joints) was negative.  Ms. Ozard was able to bend forward to 40 degrees with several stops.  Back extension was to 10 degrees.  Rotation of 30 degrees to the right and left produced no symptoms.  Ms. Ozard complained her back was aching.  Rotation of the pelvis to the left and right produced no pain.    Ms. Ozard was asked to hop on her right leg three times, which produced back pain.  She was only able to hop once on the left before there was pain.  Weight bearing raises were slightly slower on the right.
Ms. Ozard was then seated on the exam table.  Soft touch to bilateral lower extremities was performed.  She stated there was no numbness.  Dr. Green stated there were no sensory deficits.  Deep tendon reflexes of the lower extremities were tested.  This observer noted no abnormalities.  Muscle strength testing of the lower extremities was performed.  The left leg appeared weaker when resistance was applied to it. Right knee extension elicited back pain.  Ms. Ozard requested to lie on her side as she was very uncomfortable in the sitting position.  Dr. Green continued with palpation of the posterior tibial and dorsalis pedis pulses which he was unable to palpate.  It was noted the toes were warm and there was good capillary refill.  
Ms. Ozard was asked to lie on her back.  Straight leg raises were to 40 degrees on the left and 45 degrees on the right.  The straight leg raises produced lower back pain.  Hips were rotated to 110 degrees.  Patrick’s test (flexion, abduction and external rotation of the hip) was noted to be equivocal.  Ms. Ozard was unable to perform active unilateral straight leg raises due to back pain.  Measurement of bilateral calf and thigh was done.  Ms. Ozard was asked to lie on her stomach.  She was grunting and moaning during the movement and uncomfortable in the prone position.  
Dr. Green indicated the Thompson test (test for the integrity of the Achilles tendon) was negative.  Extension of both hips elicited no complaints.  Ms. Ozard was then asked to assume a right side lying position; she was able to raise her left leg approximately 30 degrees (by this observer’s estimation) with no discomfort.  A scar was noted which Ms. Ozard stated was from a muscle biopsy.  Ms. Ozard was then asked to lie on her back. There was no tenderness with palpation of the greater trochanteric and pelvic regions.  There was no tenderness with palpation of the abdomen.  No organomegaly (enlargement) was noted.  
Ms. Ozard was again asked to assume the sitting position.  She was slow to change positions, and she grimaced during the position changes.  To test position sense, the big toe was raised up and down, with no abnormality observed.  Straight leg raises were to 90 degrees bilaterally while in the seated position.  Ms. Ozard requested to stand as the sitting position was uncomfortable.  Normal temperature was noted of the lower extremities.  While she was sitting on the exam table Dr. Green again attempted to palpate pulses.  He was able to palpate the posterior tibial pulses bilaterally.  On inspection the plantar aspects of the feet were benign.  Range of motion of the knees appeared normal.  Ms. Ozard was able to cross her left leg over her right and her right over her left without difficulty.  Mrs. Ozard was then asked to assume a side lying position, her underpants were pulled down to expose her buttocks.  The coccygeal area was then examined.  Ms. Ozard expressed discomfort when asked to squeeze her buttocks.  There was tenderness to palpation at the midline.  There was no tenderness on either buttock.  Normal sphincter control was reported by Dr. Green.  This was tested by insertion of a gloved finger.  I have not observed this test performed during any other orthopedic or neurological exam I have attended.  As documented above, Ms. Ozard stated she had no problems with bladder or bowel function.  Ms. Ozard was then asked to get dressed.  
When we returned to the room, Dr. Green then asked questions regarding the fall.  Ms. Ozard continued to stand for this part of the exam.  She was asked how the accident occurred.  She stated she fell in the bathroom at Bam Hollow Country Club.  She was standing and fell to a sitting position.  She doesn’t recall what happened with her feet.  The floor appeared wet.  She was asked if she was wearing shoes.  She replied she was wearing golf shoes.  She was asked if she hit her head or lost consciousness.  She responded “No” to both.  
Mrs. Ozard was asked if there were any abrasions or lacerations.  She replied there was no blood.  She stated she immediately felt pain in her coccyx and pelvis and her lower back.  She motioned in a circumflexive pattern.  She was able to stand and walk with the assistance of two women.  Dr. Green asked her if she had already toileted and washed her hands.  She replied affirmatively.  Dr. Green asked what happened next.  Ms. Ozard replied she was helped to a golf cart; she called her husband and she went to Dr. Greisman’s office. The exam concluded at approximately 1:15 pm.  Ms. Ozard had brought her back support seat in with her and this was noted by Dr. Green.  She did not use it since she remained standing unless she was on the exam table.
Thank you for the opportunity to assist you with this case.

Respectfully submitted,

LNC name
1

