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t8/3112017 X€y q{left XYZ Hospital reducti6 Acrofi ioclavicular joint space apFeals slightly
*idpnpd No natinitk f6dr'.r

NIA

B/0u2011 f of lumbar
;pine without
mtrast

XYI Hospitai Numbnss in both feet,
DegeneGtive joint disease of
lumbar spins. Status post
lumbar spine fusion surgery

Therc ii postefor hardwre flsion from l3-L5
with hardware .onsisting of bilateBl pedicle

scrfls a1ea.h vertebral levelthe and bilateEl
vertically orierted rods which is new at L3

level compared to Frior study. The left L5

pedicle screw traveEes along the lateral
margin of the pedicle and there is a lucent
screwtract extending 7 mm dist-al to the tip of
the screw. lhere is no signmcnt paralleling

the luc€ncV.I and m hardware fracture is

sen. There is placement of anterior fus;on
graft in the pdsterior left posterior aspe.t ot
L3-4 disc space.

1, Interual left hemilaminectomy and
medial facetectomy at L3-14 and

extersion of posteriortusion hardware at
the L3 level. BilateEl pedicle screw rod
posterior her perfusion is seen from L3-
15. Left L5 pedr'cle screwtrave.ses along
the lateral margin ofihe pedicle. No

suspicious paralleling lucency or
hardware fracture. Foci of postoperative
air and strandinE are noted throughout
the lower brck soft tissus
2. Status post lamirectomytherc is

resolution of severe spinal canal stenosis

at L3-4. Anteriorfusion graft has ben
placed in the left posterior aspect of L3-4
disc space, The graft extends 8 mm
beyond the posterior mar€in of the

s3,59

)9/0512017 CTof lumbar XYZ Hospital Lower extremity weakness. P( Post surgical changs are again noted at L3-14 1. Unchanged appearance of postsurgical
changes at L3-4 level, The interbody
fusion graft is aga:n seen €xtending into
the left lateml reress and left neural
foEmen causing effac€ment. Stat le
posterior paraspinous postsurgical
changes are present with subcutaneous
ff uid €o{[€tlon/air present.

2. Stable appearance of posterior fusion
rt L3^L5 levels. There is unchanged mild
fetrolisthesis at L2-3 and L4-5 levels.

lhere appearc to be mild loosening of the
screws at L5 level. The interbody fusion

Braft is not completely incorporated at
the L4-5 level.

103-104

Bnlras fhe inierbody fusign gEft again extends
beyond the posterior margin of the vertebml
body into the left lateral rtress and left fieural
fqramen, Effacement ol the left laterai rec€$
as well as the left neuEl foEmen is present.
fhere are stable postsurgical changes in the
posterior paraspinous soft tissues at this l€vel
wiilr edema/granulalion tissue. A
rubcutaneous fluid collection with air is also

unchanged-

)9/05/2077 Xray ae .i*t
foot

XYZ Hospitai :o*cerft lot CredarP No deflnit€ acute fraciure identiffed. Mild
irregularity along the articular suriace of the
fifth metatarsal base is favored within normal
limits. Moderate hallux valgus with small
bunion foreation. Lisfrancjoint alignment is

maintained. Normal osseous mineGlization.

1. No definite acute fracture identified.
Mild irregularity along the articular
surface of the fifth metataBal base is

fuvored within normal limits. Recommend
corelation with point tendernss.
2. Moderate halluivalgusuilh small

bunion formation.

2sa-26A

w/06/2011 Left lower
extremity
arlerial sCudy

XYZ Hospital Left leg pain with coolness o{ Ite common femorai artery has posterior wal
plaque which narrows the lumen less than
so%.

Left lower extremity, no significant
arterial occlusive disease demonstrated

na-322

)9/06/2017 Myelogam of
lumbar spif,e

(YZ Hospital Left leg pain/numbness/weak 1, There are bilateral pedicle sc.ews from L3-
L5. Vertically oriented connecting rods ate
present. Grafts are present within the
inieryening di$ spaces. There is incomplete
fillingofthethe€al sac at the L3-4 and to a
iesser e{ent along the left lateral aspects of
the thecal sac at the L4-5 level, There is

underfilling ofthe left L4 and L5 nerve roots.
2. Tfie rigrrt'sided nerve rcots at these lewls
the more normal fashion. There is significant
ire8ularity alongthe left lateral aspect of the
thecal sac at the L3-4 and L4-5 levels

There is under-filling of the thecal sac
more apparent to the left of midline at
the L34 levels, There is irregularity of the
lateral margin of the th6al sac oh the left
at the L4-5 level, There is under-filling of
the left L4 and left ts nerue roots-

41G512

)9to6lzo17 CT oflumbar
spine post-

myelogam

XfZ Hospital Left lower extremity, 1. Alignment does not appear changed. There
are postoperative changes status post anteriot
posterior interbody fusion at 134 and L+5.
There are t ilateral pedicle sarews from El-L5
with vertkally oriented @nnectihg rods.

Subtle lucency a8ain noted adjacent to the L5

pedicle screws.

2. Leel l3-4: There are bilateral pedicle
screws at L3 and L4. There are laminectomy
defects tlilaterally, more extensive q! the lelt
with partial facetectomy on the left. The
int€rbodyfusion graft extends posterior to th€
posterior margin of the disc into the disc
space and proximal left negral foramen. There
is marked di$onion ofthe left posterior and
lateral aspect ofthe thecal sac, The AP

dimension olthe sac is reduced to about 6,5

1. There has not been a significant
interual change in alignment. Pedicle

screws are again sen bilaterally from t3-
L5 with vertically oriented connecting
rods, Lqcency distal to the left pedi.le
screw at L5 and more subtle lucenc1/

along the margins of the L5 pedicle
sc.ews is a8ain noted. There are vertically
oriented connecting rods.

2. the inierbody traft at the L3-4 Ievel is
posteriorly positioned and to the left of
midline extending beyand the posterior
margin ofthe disc space into the
subarticular recess and proximal left
neural foramen. There ls marked
distortion of the thecal sac here. Ihere is

significant underfilling of the thsal sac

304-612



a9/$12017 :T of lumbar
;pine without
:ontrast

(YZ Hospital Low ba€k pain radiology into t 1. L+15: Postoperative flndings. No central

canal zone or subarticular aecess stenosis.

Moderate bilateral foraminal stenosis present

secondary to osteophytes.

2. lj]-L4i Postoperative findines. 1 mm disc

bulge presenl. Moderate right foraminal

stenosis present secondary to disc bulge and

osteophYtes-

3. L2-L3: Moderate left subarticular recess an.
moderete certra, canal rone stenosis present

secondary to 2 mm disc bul8e, noderate facet

osteoarthritisand liSament of flavum

hypertrophy. No foraminai stenosis.

1. Anterior and posterior lower lumbar

spacers and Pedicle screw and rod

fixation without definite solid bonV fusion

2. L2-L3 moderate left subarticular recess

and moderare cenrral canal zone sterosis

3- Multilevel moderate and severe lumbar

fomminal stenosis

650-653

11/0612017 vtRl of lumhar
iplne with
rnd without
bnttast

XfZ Hospital ow back pain and difficulty 1. Left hemilaminectomies are seen at L3-4

and L4-5- Rim-enhancing postsurgical seromas

are seen in the laminectomY sites. No epidural

fluid collection, phlegmon, or abscess is seen

in the lumbar spine. No osteomyelitis dlskitis

is seen in the lumbar spine.

2. Posterior fusion is seen from L3 through t5

with posterior rods fixed by bilateral pedicle

screws at each level, Fusion graft is seen in the

L4 s disk space- Enhancing high intensitv zone

in the posterior aonulus of the L3-4 disk

suggests the site of previous diskectomy. No

recurrent buige or protrusion is seen at [3-4

and L4-5. No abnotmal intradural

erhancement is seen in the Iumbar spine. No

arachnoiditis i5 seen.

1. Left hemilaminectomies are seen at L3-

4 and L4-5. Rim-enhancing postsurgical

Eeromas are Seen in the laminectorv
sites. No epidural fluid coll€ction,
phlegmon, or abscess is seen in the
lumbar sprne. No osteomyelitis diskitis iq

seen in the lumbar sPine.

2. Posterior fusion is seen from L3

through I5 with posterior rods fixed by

bilateral pedicle screws at each level-

Fusion gmit is seen in the L4-5 disk space,

Enhancing hiSh intensity zone in the
posterior annulus of the L3-4 disk

suggests the site of previou5 diskectomy.

No recurr€nt bu,8e or prolrusiok isseen

at L3-4 and L4-5. No abnormal intradural

enhancement is seen in the Iumbar spine.

i80,682

u30/2077 (-ray o,
!mbar spine

XYZ Hospital Low back pain, difficulty walkil 1. Laminectomies are seen at L3-4 and L4-5

Posterior fusion is seen from L3 through L5

with posterlor rods fixed by biiateral pedic)e

screws at each level. Radiolucent graft is seen

in the L4-5 disk space'

2. Mild right convex curyature of the Iumbar

spine is present. 1 mm anterolisthesis is sen
at Li 4 and L5 51. No lumbar compression

fracture is seen. No osseous injury or
destruction is seen in the lumbar spine.

3. L3-4 and L4-5 disk spaces are mildiy

narrowed, L1 and U pedicles are intact. No

ankylosis ofthe sacroiliacioints is seen-

1. Laminectomies are seen at L3 4 and L4-

5- Posterior fusion is seen from L3

throueh L5 with posterior rods tixed bY

bilateral pedicle screws at each level.

Radiolucent graft is seen in the L4-5 disk

space.

2. Mild right convex curvature ofthe
Iumbar spine is present, 1 mm

anterolisthesis is seen at L3-4 and L5-S1.

No lumbar compression fracture is seen.

No osseous ifrjury or destruction is seen

in the lumbar spine.

690-693

12104/2017 x-ray of
bilat€ral hips

aith pelvis

xYZ Hospital Spondylosis wiihout mYeloP Pelvic ring appears intact- No evidence of
fracture identified. Both femoral heads are

normally outlined and the hip joints are well-

maintained. No evidence of fradure or

dislocation. No destructive lesions or
periostitis identified. Small vascular

calcificatlons proi4t over the pelvil.

Postsurgical changes offusion noted m the

lower lumbar spine extending infenorlY to the

last lumbar vertebra.

1, Negative AP pelvis and bilateral hips.

No joint abnormalities apparent.

2. Postoperative fusion changes in the

lumbar spine.

694-696

72/04/2017 (-Ey of
umbar spine

'fZ Horital Back pain and difficulty ffilkiI >ostopeEtive changes are present as

,escribed on the prior study There is no

lbvious abnormal motion on flexion or

:xten:ion views.

>ostopeEtive changes are present as

lescribed on the recent studY No

)bnormal motion apparent on flexion or

rxtension views. The.e is relatively
i-ii-n 

-^ri^n 
/am^^dr:tod

7AO-702

09121 l20aa MRI of lumbar
spine with
and without
contraSt

fiZ Hospitat Lumbar back pain 1. Surticai chante: lnsrumented posterior

fusion at the L3 L5 leveis with bilateral pedicle

screw and rod construct as well as L4-5 disc

spacer device. Left Iaminectomies are seen at

the L3-4 and L4-5 levels. small nonspeclfic

perlpheGlly enhancing fluid collection within

the left L4-5 laminectomy bed.

2. L3-14: Lnhancing SIanulation tissue is seen

within the left ventrclateral and dorsolateral

epidural space associated with the descending

left L4 nerue root as well as withln the ieit
neural folamen associated with the exitif,g left

L3 nerye root. Residual right 4centric disc

bulge aad facet overgrowth cortribute to mild

Ito moderate right and mild left neural
lforaminal 

stenosis.

3. L4-15: Enhan.ing granuldtion tissue is seen

Multildel lumbar spondylosis, with
moderate L1-2 and severe L2-3 spinal

.ana! stenosis and modeaate to severe

ieft L4-5 and severe left L5-S1 neural

foraminal steffosis.

704-704

1uO7/2018 Gray of
,ilateral hips
ncluding
:elvis

XYZ Hospital Pain No fracture, dislocation or skeletal lesion The

ioint spaces are normally maintained There is

a screw fusion ofthe visualized lower lumbar

spine. No soft tissue abnormality is

{egative study ofthe hlps inc,uding the p, 740-750



t7/o7/20ta MRI of
cerui.al spine
without
contrast

XYZ Hospital Ceryical spine pain, sensory d 1. At the C2-3 level, the cana! is widely patent.
However, there is severe facet arthropathy on
lhe right and high-grade foramina!
:ompromise at this level- This shows marked
nterual progression from the previous exam-

2. C3-4 levet has minimal disc,/osteophlte
Formation and no spinal canal stenosis.

However, there is moderately severe

f oraminal narrowing bilaterally progressive

lrom previous exam,

l. C4 5 level above fusion has well-maintained
ipinal canal but moderately severe foraminal
larrowing, .ight greater than left, similar to
crevious study.
+. C5.6 (evel at operative level has well
decompresed canal. There is probable
moderate foraminal narowing on the left. On

Vultilevel ceryical spondylosis manifested
lrimarily by neural foraminal
:ompromise.

752-754

11/07/2018 MRI pf
thoracic spine
without
contrast

XYZ Hospital Midthoracic back pain There is edema within the vertebral body
marrow space at T6-T9. This is most
conspicuous at the T8 and Tg ,evels where ihe
degree of edema is quite profound. I here is

also irregularity of the endplates particularly
at theTS-9 level concerning for early disc does

osteomyeiitis, Further evaluation with
gadolinium pre and post-ifffusion is advised

forthis finding. there is no evidence for any
cord compression- The edema extends into
the posterior elements particularly at the T8

dnd T9 levels. A neoplastic process remains in
the differential although is considered less

likely given the distribution of the edema
pattern surrouRding the disc space

particularly at the T8-9 site.

Multiple sites of vertebral body
abnormality as discussed above. Primary
differential consideration would be ihat
of multifo.al discitis/osteomyelitis with
neoplasm considered IGSS likely. Further
imaging pre and post gadolinium advised.

760-764

7U1912078 X-ray of
ceruical spine

XYZ Hospital Cervicalgia aeruical spine show anteriorceruical fusion
lrom C5 through C7. There is spondylosis at
:4-5. All remaining vertebra and disc spaces

rre preserved. No lnstability on flexion and

:xtensioD views, No Jractu.e or sub,uxat;on.

Mild spondylosis at C4-5 with anterior
cervical fusien from C5 through C7. No

fracture, subluxation or ,nstat ility.

802-814

)3los/2079 (-ray of
umbar spine

X\.Z Hospital Low back pain radiating ioto t Flexion and extension lateral views show a
posterior transpedicular screw fusion from L3

through l-5. There is a cage at L4-5 but not at
L3-4. The hardware is intacl. There is 3 mm
anterollsthesis of L3 on L4 that does not
change between the 2 views. Alignmetrt is

otheruise anatomic. The r€maining vertebral
body heights and interyertet ral disc spaces

are noamal,y mairtaihed.

1. There is an uncomplicated screw fusion
From L3 through 15.

2. There is mild anterolisthesis of L3 on L4

that does not change on the bendiog

850,852

01/osl2o79 Bone

densitometry

(YZ Hospital Asymptomatic screening 1. Dual energy x-ray absorptiometry of the left
femoml neck reveals a bone mineral density
of 1,037 gm/cm2, for a T-seore of o-2.

2- Dual energy x-.ay absorptiometry of the
right iemoral neck reyeals a bo.e mlneral
density of 1.021 gm/cm2, for a T-score of 0,1.

Acco.ding to World Health Organization
criteria, normdl bone density of the hip is

presert

this study satisfies WHO criteria for
rormal bone densitv of the hips.

854-85q

)3/05/2A19 CT of lumbar
spine without
contraSt

(YZ Hospital Lumbar spondylosis, lumbar
radiculopathy, failed back

syndrome. Low back pain

with bilateral hip pain and

lowe. extremity numbness.

Redemonstration of postoperative changes to
include interbody fusion at L4/5 and posterior

tixation with bilateral pedicular screw and rod
constructs al the t3-15 levels. No osseous

fusion a.ross the interbody graft or disc space

at L4/5. No periscrew lucency, hardwa.e
fracture or migration.

1. Redemonstration of postoperative
changes to include L4/5 interbodyfusion
and posterior fixation spannlng L3-15. No
a.throdesis demonstrated.
2- Spondylosis and facet arthropathy,
seen to better effect on prior MRl.

flo-475

)3/12/2019 EMG/N
Condudion
Study

XYZ Hospital Numbness and tirgling with
pain radiating from neck and

shouiders to arms and hands,

back, Iegs and feet.

1. Upper extremity nerue cooduction studles:
The bilateral median CMAP and SNAP showed
prolonged distal latencies, reduced
amplitudes and slow conduction velocities
through the wrists, The bilateral ulnar and

radial CMAP and SNAP and bilateral radial

SNAP are no,mal (nerye conduction studies
are attached)
2. Upper extfemity needle electrode sam:
The bilateral upper extremity needle
eEminat;on showed insertjoD activity and
polyphasic potentials in the bilateral abductor
pollicus brevis.

1. Upper extremity nerue conduction
studi€s: The bilateral median CMAP and

SNAP showed prolonged distal latencies,
reduced amplitudes and slow conduction
velocities through the wrlsts. The bilateral
ulnar and radia! CMA.P and SNAP and

bilateral radial SNAP are normal {nerve
conduction studies are attached)
2. Upper extremity needle eletrode
exam: The [rilateral upper extremity
needie examiration showed iasertioD
activity and polyphasic potentials in the
biiateEl abductor pollicus brevis.

880-884



03/lzlzols EMG/ilerve
oonduction
Itudy

{YZ Hospital Numbners ahd tingllng wlth
pain radiating from neck and
shoulders to arms and ltaqtls,
back, legs and feet.

1, Upp€r exti€mlty neile conduction studies:
Ihe bilateBl medlan CMAP and SNAP showed
prolonged detal latencies, reduced amplitudes

anal ilot .{d-fductioh velocitles through the
wrBts. The bilateral uhBr and Gdtal CMAP and

[fl{P ird bil.ii€rEt.adiat SNAF ar€ ilormal
{lierv€fprdrnitiitn {tudi* are athched}
z.,lrppet tirdrer*ib/ neodle elecuode exam The

hileierd,s.ppgi *r- anlty needle exafilinadB
rhowdrtrsBBiol actlviw and polyphasic

1, Upptr scremity nerve conductlon
gtudies: The bilateral median CMAP and
SNAP showed prolonged distal latencies,

reduced atnplitudes and slsw conduction
velocitles ltrough the wrists. The bitateral
ulnarand Edial CMAP and SNAP and
bilateral radial SNAP are mrmal {nerue
conduction studies are attached)
2. UpFer extlffiity needle electrode exam:
Ihe bilatecl upper Htrerniw needle

bretis. polyphasic.potentlals in the bilateral
abductor pollicus brevis.

13lz8fiOL9 X-ray of
lumbar splne

(fi Hospital Lumb3rsnondylodis h$errt'is. S$qir,post ft8lof, Lrt-ts and ttsl
llfith inler[Sdy'WBs. Daiice pr{iects wer
rc,dlrior etefire.lts ot L3 wif-l hads coursing
r+phaladiii'S*i epidural spaee- Multilevel di*
tlsea*l and{a*t hyp€*ro-phy aridmt There i!

Gs df ,iorY$a} lumbar llcrdmis.

1. Preseffition vertebral body height
f,ithoutfmcture
2. Mullilevel disc disease ahd facet
hypertrophy
3. Retrollsthesis L3 on L4

4. There ls na trenslation on ffexim tr


