DISABILITY EVALUATION
Patient Name: Besagar, Alfrederick Dominguez

Date of Birth: 04/26/1973
Date of Evaluation: 02/17/2022
Referring Physician: Disability & Social Service

IDENTIFYING INFORMATION: The patient presented a California Driver’s License B3040237, which correctly identified the claimant as Besagar Alfrederick.

CHIEF COMPLAINT: The patient is a 48-year-old male who is referred for disability evaluation.

HISTORY OF PRESENT ILLNESS: He reports history of CVA approximately three years ago. One year later, he stated that he experienced a massive heart attack and he was hospitalized one week. Following his heart attack, he stated that he has had increasing fatigue and decreased exercise intolerance. He reports fatigue at less than one block. He has occasional chest pain. Chest pain is brought on by exercise. He states that he uses a single pillow to sleep. He reports occasional irregular heartbeat without specific provocating factor. The patient’s records are reviewed. He is known to have history of CHF exacerbation and had been hospitalized at Sutter System in the past. He further has had hospitalizations at Kaiser. He is known to have chronic systolic heart failure.

PAST MEDICAL HISTORY: Includes:
1. Amphetamine intoxication with complication.

2. Nicotine-induced disorder.

3. Non-intractable vomiting with nausea unspecified.

4. Questionable CVA.

5. Questionable CAD.

6. Low back pain.

7. Hypertension.

PAST SURGICAL HISTORY: Left heart catheterization reportedly normal.

MEDICATIONS: Furosemide 40 mg one daily, losartan 50 mg one daily, cyclobenzaprine 5 mg one t.i.d., bisoprolol 10 mg one daily, atorvastatin 40 mg h.s., warfarin 5 mg one daily, Dsf 250 mg daily, nitroglycerin 0.4 mg p.r.n., and vitamin D3 one daily.

ALLERGIES: No known drug allergies.
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FAMILY HISTORY: Grandmother had diabetes.

SOCIAL HISTORY: The patient reports that he smokes two-pack per day of cigarettes. He notes occasional methamphetamine use. He denied alcohol use.

REVIEW OF SYSTEMS:

Constitutional: He has had weight gain, but no fever or chills. He reports night sweats, generalized weakness, and fatigue.

Skin: He reports itching of the hands.

Eyes: He wears reading glasses.

Ears: Normal.

Oral Cavity: Unremarkable.

Neck: He has pain and decreased motion.

Gastrointestinal: He has heartburn.

Cardiac: As per HPI.

Respiratory: He has dyspnea on exertion.

Genitourinary: He has frequency and urgency.

Musculoskeletal: He has muscle cramps.

Psychiatric: He reports depression and insomnia.

Hematologic: He has easy bruising.

PHYSICAL EXAMINATION:
Vital Signs: Blood pressure 138/87, pulse 83, respiratory rate 16, height 67.5 inches, and weight 216.2 pounds.

HEENT: Head is atraumatic and normocephalic. Pupils are equal, round, and reactive to light and accommodation. Sclerae are clear. Extraocular muscles are intact. Vision, left eye 20/20, right 20/20, and both eyes 20/20. The oral cavity is unremarkable.

Neck: Noted to be supple. There is no adenopathy. There is no thyromegaly.

Respiratory: Chest demonstrates normal excursion. The lungs are clear to auscultation and percussion. There are tattoos involving the left anterior chest wall. This is partially reversed on the anterior chest wall.
Cardiac: Regular rate and rhythm with normal S1 and S2. There is no S3. There is a soft systolic murmur present. There is no increased JVD. The PMI is noted to be normal.

Abdomen: Reveals mildly obese abdomen. There is positive abdominal striae. There is mild right upper quadrant tenderness.

Back: No costovertebral angle tenderness or paravertebral angle tenderness present. The curvature appears normal.

Genitourinary: No inguinal adenopathy is noted.
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Rectal: Deferred.

Skin: Reveals tattoos involving the arms and forearms.

Extremities: No cyanosis, clubbing, or edema.

Musculoskeletal: He has normal range of motion.

Psychiatric: He has appropriate affect, eye contact and intact thought and speech.

Neuro: Deep tendon reflexes are 2/4 plus bilaterally. No focal abnormality is noted. Speech is fluent. Gait is normal.

IMPRESSION: This is a 48-year-old male with history of polysubstance abuse that includes cigarettes and amphetamines. He has chronic systolic heart failure most likely secondary to amphetamine use. He further has hypertension and history of CVA left-sided although on current exam he has no findings of the CVA. He has fatigue, dyspnea, and decreased exercise tolerance all of which could be explained by chronic systolic heart failure and left ventricular dysfunction.

RECOMMENDATIONS: He should have an echo to confirm left ventricular dysfunction. Otherwise, he is frequently able to lift up to 10-pound, occasionally lift 11 to 20 pounds, and unable to lift greater than 50 pounds. He has limited cardiorespiratory reserve, which certainly is related to his cigarette smoking and amphetamine use.

Rollington Ferguson, M.D.
