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TRC EVALUATION TO DISABILITY

Claimant: Cephas Apollos Riggins

Date of Birth: 

Age: 51

Date of Visit: 12/19/2023

Chief Complaint: This is a 51-year-old pleasant African American male patient who is here for his disability determination exam. Claimant claims disability for stroke.
History of Presenting Illness: The patient claims to have had a stroke on 10/25/2022. He was a supervisor for 60 some odd post offices in Texas and he was at work on the morning of the stroke. His wife did notice that he was dragging his left foot, but since he has had a stroke in 2018, and had some residual from that, she did not think big of it, but when he got to work and he was working, one of his coworkers noticed that he had slurred speech and was also having difficulty with mobility and he was brought to the emergency room where his blood pressure was very high and was found to have had a dense stroke with left hemiparesis and facial droop. The patient was admitted to the hospital and then treated to control the blood pressure. He was then discharged to a neurologic rehab unit where he was there for almost three weeks and then discharged home. He claims he cannot use the left side of his body both upper and lower extremities. He is on multiple medications and he is cared for by his family.

Past Medical History: He has history of:

1. Hypertension.

2. Hyperlipidemia.

3. Type II diabetes mellitus.

4. Ulcerative colitis.

5. First stroke in 2018 and second stroke in 2022.

Past Surgical History: He has had a gastric sleeve done in 2016. He apparently lost about 75 pounds. Other surgeries include screws in the left ankle and plate in the left pelvis for fractured pelvis, which he sustained in an accident. He has also had some screw placed in the left knee from sports injury in his college years.

Current Medications: Include.

1. Amlodipine 10 mg one in a.m.

2. Atorvastatin 40 mg one at bedtime.

3. Carvedilol 25 mg twice a day.
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4. Hydralazine 100 mg three times a day.

5. Hydrochlorothiazide 25 mg one a day.

6. Losartan potassium 100 mg one at bedtime.

7. Lialda 1.2 g delayed release two tablets twice a day.

8. Multivitamin one a day.

9. Januvia 100 mg one a day in the morning.

10. Clonidine 0.3 mg patch once every seven days.

11. Potassium chloride 10 mEq daily.

12. Trazodone 50 mg one at bedtime for sleep.
Allergies: He is allergic to PENICILLIN, IODINE and SHELLFISH.
Social History: He never smoked and never drank or used any illegal drugs. He currently is not working. The last time he worked was 10/25/2023. He was a manager for the post office operations. He is married. He has two children.

Family History: His father recently has been diagnosed with cancer. Mother has diabetes, high blood pressure and glaucoma. He has one brother who has hypertension. Other brothers and sisters with no medical problems.

Limitations: He claims he cannot sit for more four hours. He cannot stand for more than a few minutes. He cannot walk more than 25 feet without a walker. He is most of the time in the recliner, on wheelchair and he uses the walker to move himself from the recliner to the bed or from the bed to the bathroom or from the bedroom to the kitchen.

Physical Examination:

General: The patient is right-handed which is fortunate for this patient. The patient is in a wheelchair. I am unable to do any exam with the patient standing or walking because he did not bring his walker and we do not have a walker to check the patient.

Vital Signs:

He claims he is 5’7” tall.

Weight 210 pounds on a digital scale.

Blood pressure 144/80, recheck was 140/84.

Pulse 74 per minute.

Pulse ox 98%.

Temperature 96.9.

BMI 33.

Head: Normocephalic.

Eyes: PERLA
ENT: Within normal limits.

Neck: Supple. No lymphadenopathy or thyromegaly. JVP not distended.
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Lungs: Clear to auscultation.

Heart: S1 and S2 heard with regular sinus rhythm. He has a faint systolic murmur in the second left and right aortic space.

Abdomen: Soft and nontender. Bowel sounds normal.

Extremities: He does have pretibial edema in the left lower extremity.

CNS: Cranial nerves II through XII intact. Motor System: The muscle strength is 5/5 in the right upper and lower extremities. It is 0-1/5 in both left upper and lower extremities, absolutely 0/5 in his hand though. I did straight leg raising test on the right side just in the wheelchair, which was negative. Reflexes are normal on the right side and 3+ on the left side. Not able to do any heel raises or toe raises or gait evaluation due to the patient being in the wheelchair and no walker. Cerebellar system evaluation not done.

Assessment:

1. The patient has dense left hemiparesis.

2. Hypertension.

3. Type II diabetes mellitus.

4. Hypercholesterolemia.

5. History of ulcerative colitis.

Limitations: The patient is unable to walk independently. He is unable to use his left upper and left lower extremity. No fine movements could be tested also because of the 0/5 power in his fingers and hand. He cannot really stand independently. So, he cannot really walk independently. He is in this state due to the fact that he had a major stroke, which resulted in a persistent left hemiplegia.
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