DISABILITY EVALUATION
Patient Name: Delacruz, Leonard
Date of Birth: 02/22/1979
Date of Evaluation: 06/07/2023
Referring Physician: Disability & Social Service
CHIEF COMPLAINT: A 44-year-old male referred for disability evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 44-year-old male who reports history of enlarged heart and congestive heart failure. He was first diagnosed with heart failure approximately four to five years earlier. He had been treated medically. More recently, he was seen at San Francisco General Hospital Emergency Department and underwent further adjustments in his medications. He reports occasional shortness of breath. He states that at times he feels like he cannot breathe. He has no symptoms of paroxysmal nocturnal dyspnea, but reports that he sometimes has to sleep sitting up. 
PAST MEDICAL HISTORY: 
1. Congestive heart failure.
2. Syncope.

PAST SURGICAL HISTORY: Unremarkable.
MEDICATIONS: Unknown.
ALLERGIES: Unknown.
FAMILY HISTORY: Mother had diabetes.

SOCIAL HISTORY: He reports cigarette use. He smokes a pack per day. He notes prior history of alcohol abuse, but there is none in years. He further reports prior history of methamphetamine abuse. 
REVIEW OF SYSTEMS:
Constitutional: Unremarkable.

Skin: He reports a rash on his face/hairline.

Eyes: He has impaired vision.

Oral cavity: He reports bleeding gums.

Neck: He reports stiffness and decreased range of motion.

Respiratory: He has seasonal allergies. He notes occasional wheezing.

Genitourinary: He has urgency.

Review of systems is otherwise unremarkable.

Delacruz, Leonard
Page 2

PHYSICAL EXAMINATION:
General: He is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 158/97. Pulse 90. Respiratory rate 20. Height 66”. Weight 170.2 pounds.

HEENT: Head is atraumatic and normocephalic. Pupils are equal, round, and reactive to light and accommodation. Sclerae are clear. Extraocular muscles are intact. Vision: Both eyes 20/70, right 20/70 and left 20/100.
Cardiovascular: Regular rate and rhythm with normal S1 and S2. There is an increased intensity of T2, otherwise unremarkable.
IMPRESSION: A 44-year-old male with a history of congestive heart failure and syncope. He reports ongoing symptoms of dyspnea, worsened by aggression. He apparently has a history of heart failure and unclear if this is related to normal left ventricular function versus diastolic dysfunction. He has an increased intensity of T2 and I suspect that this is related to pulmonary hypertension. His symptoms of dyspnea look like are related to pulmonary arterial hypertension and use of amphetamine. Clinically, he is stable. He has ongoing symptoms and he is unable to perform tasks requiring significant lifting, exertion, or pulling.
Rollington Ferguson, M.D.
