DISABILITY EVALUATION
Patient Name: Washington, Arnita
Date of Birth: 05/27/1957
Date of Evaluation: 09/06/2023
Referring Service: Disability & Social Service
IDENTIFYING INFORMATION: The patient presented California ID card which identified the claimant.

HISTORY OF PRESENT ILLNESS: The patient is a 66-year-old female who is status post mitral valve replacement. 
The patient as noted is a 66-year-old female who reports a history of congenital heart disease and congestive heart failure. She underwent mitral valve replacement in 2016. She is known to have a history of hypertension, osteoarthritis, and is here to further establish care. She reports dyspnea worsened on going across the room. She has had no recent chest pain. She states that she has a knot in her chest secondary to surgery. She reports occasional palpitations.
PAST MEDICAL HISTORY:
1. Hypertension.

2. Osteoarthritis.

3. Congestive heart failure.

4. Cervical cancer.

PAST SURGICAL HISTORY:
1. Status post mitral valve replacement.
2. Status post total abdominal hysterectomy.

MEDICATIONS:
1. Amlodipine 10 mg one p.o. daily.
2. Enteric-coated aspirin 81 mg one daily.

3. Furosemide 20 mg one daily.
4. Metoprolol tartrate 25 mg one b.i.d.

5. Warfarin 5 mg to take one tablet by mouth daily as directed per protocol.

ALLERGIES: She has GI upset with nonsteroidals, but no overt allergies. NAPROSYN upsets her stomach. IBUPROFEN results in nausea and vomiting.
FAMILY HISTORY: Otherwise unremarkable. Mother had arthritis.
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SOCIAL HISTORY: She notes marijuana use daily. She denies cigarettes or other drug use. She notes prior history of alcohol use.

REVIEW OF SYSTEMS:

Gastrointestinal: She has diarrhea.

Genitourinary: She reports frequency of urination.

Musculoskeletal: She reports pain in the right arm and shoulder. She further reports back pain.

Neurologic: She has headache.
Review of systems is otherwise unremarkable.

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

Vital Signs: Blood pressure 142/64, pulse 63, respiratory rate 20, height 60.5”, and weight 115.4 pounds.

HEENT: She has upper partials, but otherwise unremarkable. 
Cardiovascular: Regular rate and rhythm. She has a loud S1. There is a soft S2. No murmurs otherwise noted.

ECG otherwise unremarkable. The EKG reveals a left bundle branch block pattern.
IMPRESSION:
1. History of congestive heart failure.

2. Hypertension.

3. Hyperlipidemia.

4. History of congenital heart disease.

5. Status post mitral valve replacement.

6. Bundle branch block.
7. Dyspnea.

8. Palpitations.

PLAN: Lexiscan. Follow up p.r.n.

Rollington Ferguson, M.D.
