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TEXAS REHAB COMMISSION DISABILITY DETERMINATION NOTE

Patient Name: Deviaen Cumon Wheeler

Date of Birth: 05/20/1993

Age: 30

Date of Visit: 06/22/2023

Chief Complaint: This is a 30-year-old pleasant African American male patient here for disability determination exam.

History of Presenting Illness: The patient states that he has been diagnosed with schizophrenia and HIV for a very long time and he goes to the Project Unity Clinic for refill of his HIV meds and MHMR for his schizoaffective disorder medications.

Past Medical History: Significant only for schizoaffective disorder and HIV. Although he calls it schizoaffective disorder, he also states schizophrenia with major depression.

Past Surgical History: None.

Current Medications: He is on Invega injectable once a month in MHMR and he takes Biktarvy 50/200/25 mg one a day from MHMR.

Allergies: None known.

Personal History: He does smoke for 17 years and smoking currently half packet per day. He does drink alcohol one to two drinks per day. He does smoke marijuana.

Family History: Mother has schizophrenia and is bipolar and has depression major. Father may have had high blood pressure; he is not sure. Maternal uncle has paranoia and maternal grandmother had breast cancer. He has three brothers and one sister; he does not know their medical history.

He claims his limitations are he can sit up to one to two hours and he can stand anywhere from 30 minutes to 4 hours and he can walk one to two miles at a time. He can lift up to 50-100 pounds.
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Physical Examination:

General: He is right-handed.
Vital Signs:

He is 5’6” tall.
Weight 171 pounds.

Blood pressure 110/70.

Pulse 72 per minute.

Pulse ox 97%.

Temperature 96.9.

BMI 28.

Snellen’s Test:

Right eye 20/20.
Left eye 20/25.

Hearing normal. He was ambulating well. Normal gait. Special attention was given to gait, which was normal and station was stable. Range of motion in his neck, shoulders, elbows, wrists, small joints of the hands, hips, knees, ankles and his tarsal joints all were full range of motion without any pain or tenderness. Muscle strength was 5/5 in both upper and lower extremities. He did not have any motor or sensory deficits or reflex abnormalities. His muscles were normal. There was no atrophy. There was no weakness in any extremity. He was walking without any assistive devices. He was able to raise his arms overhead. His visual acuity was pretty normal. He did not have any signs or symptoms of fatigue. He just had involuntary lacrimation.

Assessment:

1. History of schizoaffective disorder.

2. History of HIV positive.

Plan: We did send the patient for a CBC with auto differential and T-cell studies and absolute CD4 count. We will review lab results and send the lab results as well as the office notes to the DHS Office when available.
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