DISABILITY EVALUATION
Patient Name: Pender, Jason

Date of Birth: 01/10/1978

Date of Evaluation: 11/04/2025

Referring Physician: Disability and Social Service

CHIEF COMPLAINT: A 47-year-old male referred for disability evaluation.

HPI: The patient is a 47-year-old male with history of diabetes, hypertension, and hypercholesterolemia who reports palpitations and fatigue. These especially occur after a panic attack. Pain attack occurs whenever he goes outside. He states that he has pain in the area of the left back/shoulder, which is associated with his panic attacks. He has no exertional chest pains. He uses three pillows to sleep to avoid pain in his back or neck, but he has no symptoms of orthopnea or dyspnea.

PAST MEDICAL HISTORY: Includes:

1. Sleep apnea.

2. Panic disorder.

3. Anxiety.

PAST SURGICAL HISTORY: Unremarkable.

MEDICATIONS:
1. Metformin 500 mg one b.i.d.

2. Lisinopril 20 mg one daily.

3. Rosuvastatin 20 mg one daily.

4. Gabapentin 300 mg one t.i.d.

5. Ozempic 1 mg injection subQ weekly.

6. Testosterone gel applied daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Mother has prediabetes.

SOCIAL HISTORY: The patient denies cigarette, alcohol, or drug use.

REVIEW OF SYSTEMS:
Constitutional: He has fatigue and weakness.

HEENT: Eyes: He reports burning, itching, and dryness. Oral Cavity: He reports occasional bleeding gums.

Neck: He has decreased motion and pain.

Cardiac: He reports occasional swelling of the lower extremity. He states that he has right bundle-branch block.
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Gastrointestinal: He has nausea and constipation.

Genitourinary: Unremarkable.

Neurologic: He reports dizziness.

Psychiatric: He has anxiety and history of panic attacks.

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

Vital Signs: Blood pressure 157/88, pulse 101, respiratory rate 16, height 74 inches, and weight 237 pounds.

Physical examination otherwise is unremarkable.

IMPRESSION: This is a 47-year-old male referred for disability evaluation. He has history of multiple risk factors to include diabetes, hypertension, and hypercholesterolemia. However, he has no overt cardiac disease. He has no symptoms of angina. He has no symptoms of heart failure. He has no significant dysrhythmia on examination. He does not have any significant limitation functionally, he is classified New York Heart Association Class I. He has no overt cardiovascular disease. However, given the history of prediabetes, hypertension, and hypercholesterolemia, he could technically be called American Heart Association Class A. However, once again, he has no symptoms and he has no limitations.
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