DISABILITY EVALUATION
Patient Name: Hernandez, Josue
Date of Birth: 10/26/1976
Date of Evaluation: 10/17/2024
Referring Physician: Disability Social Service
CHIEF COMPLAINT: Heart problem.
HISTORY OF PRESENT ILLNESS: The patient stated that he was seen in the emergency room with a fast heart rate. He was subsequently hospitalized for congestive heart failure for approximately one week, 05/14/2024. Since the hospitalization, he reports chest pressure and difficulty with breaching. Chest pressure is brought on by walking. His head then starts to hurt. He reports dyspnea of less than 100 yards. He describes having undergone left heart catheterization and he was found to have no evidence of blockage. He stated that his initial left ventricular ejection fraction was 20%. 
PAST MEDICAL HISTORY: Congestive heart failure.

PAST SURGICAL HISTORY:
1. Left heart catheterization.
2. Diverticulosis.

MEDICATIONS: 

1. Carvedilol 6.25 mg one b.id.

2. Spironolactone 25 mg half daily.

3. Lisinopril 5 mg one daily.

4. Amiodarone 200 mg half daily.

5. Baby aspirin daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Mother had enlarged heart. Uncles all died with heart problems.
SOCIAL HISTORY: He denies cigarettes. He notes the use of marijuana gummies and further reports occasional alcohol use.
REVIEW OF SYSTEMS: 
He reports 10-pound weight loss.

Eyes: He reports flashing lights.

Neck: He reports stiffness.
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Respiratory: He has dry cough and dyspnea.

Cardiac: He has chest pain which he states radiates to the left arm.

Neurologic: He has headaches.

Musculoskeletal: He has pain involving the left arm and right knee.

Psychiatric: He reports insomnia.

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

Vital Signs: Blood pressure 132/81, pulse 76, respiratory rate 16, height 65 inches, and weight 211 pounds.

Exam otherwise is unremarkable.
IMPRESSION: This gentleman reports having symptoms of heart failure. He states he was hospitalized for the same. He was found to have normal coronaries. The patient describes ongoing symptoms consistent with New York Heart Association Class III. On the current examination, he appears to be euvolemic. There is no routine followup from his echocardiogram which was initially performed on 04/22/2024. This coincidentally revealed left ventricular ejection fraction of 20%. RV was noted to be mildly dilated. There was moderate mitral regurgitation. There was mild tricuspid regurgitation. There was four-chamber enlargement. There was grade II diastolic dysfunction. Estimated PA pressure was 25 mmHg. Based on the above, he has heart failure with reduced ejection. His symptoms are consistent with New York Heart Association Class III. I stressed the patient is unable to perform tasks which require significant lifting, punishing, and bending. He requires echocardiogram in approximately 3-6 months.
Rollington Ferguson, M.D.

