was seen today, May . for an Independent Medical Evaluation. It was explained
that this examination is intended to provide information, not to deliver medical care. This evaluation in no
way constitutes a physician-patient relationship.

: 183 year-old white male with no prior history of neck difficulties. On ) , he was
a front seat passenger stopped in traffic in a car which was struck from behind by another vehicle. He was
thrown back into a seat and was dazed. He noted a great deal of neck patn.

The -patient was taken to an emergency room where he was x-rayed and discharged with medications. He’
then had physical therapy. This was done for about three months, but only gave him temporary

improvement.

He was seen by an orthopedist who recommended surgery. He was seen by a second opinion orthopedist
who also recommended surgery. Following this, the patient had some injections and medications. It gave

him no real improvement.

At this time, there was constant pain in the neck. It waxes and wanes. However, there was rare numbness
mto the upper extremities. At first, it was on the right. It is now more so on the left, especially the ulnar
side. He has spasms about the left scapula, especially with wrong position of his neck.

The patient does note that at some point in time afier the accident, he developed some numbness and pain
in the right upper extremity associated with locking of the fifth finger. He received an injection and this
resolved and has not been a problem ever since.

Past medical history is positive for diabetes, tuberculosis, hypertension, and heart discase. He had a heart
attack in . and a heart afiack the day after his second cervical epidural.

Prior surgeries are to the kidney, hernia repair, lung surgery, and back surgery.
Medications include Percocet, Flexerii, lisinopril, hydrochlorothiazide, ghipizide, diazepam, Plavix,
aspinin, pravastatin, sertraline, isoserbide docusate, cxazepam, and amlodipine.
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He has no known drug allergies.
Family history is positive for cancer,
The patient quit smoking recently and does not drink.

Review of systems is positive for shortness of breath, constipation, and some bladder difficulties due to
age, otherwise noncontributory.

The patient is a well-nourished elderly white male, -iall and weighs:  ’pounds, who moves about the
room somewhat slowly, but without a noticeable limp. The patient is oriented to time, person and place.
Mood and affect are normal.

The patient is wearing a TENS unit in the cervical region. He has slight trapezius tendemess bilaterally.
Range of motion is very limited because of stiffness. He has stiffness, but no tenderness or instability

about the shoulders.

Neurologic examination of the upper extremities reveals deep tendon reflexes to be 2+ and symmetric.
The sensory exam is intact to light touch in all dermatomes of the upper extremities. Manual muscle
testing reveals 5/3 strength in all muscle groups tested of the upper extremities.

On CD is an MRI of the cervical spine of December Degenerative changes at C5-6 with slight
left-sided bulging are seen.

The MRI scan was repeated on January . No significant change is noted.

The patient had some mild pre-existing degenerative disease of the cervical spine. He developed an acute
cervical radiculopathy as a resuit of the motor vehicle accident. Treatment to date I believe has been

reasonable and approepriate. :

is a surgical candidate. The need for surgery is due one-half to the motor vehicle accident in
question and one-half to pre-existing disease.

I do believe that has suffered a permanent injury to his already compromised C5-6 disc at the
time of the motor vehicle accident. Without surgery, he would be considered at maximum improvement.

The opinions in this report are based on clinical examination and documentation, Conclusions are stated
with a reasonable degree of medical probability.



