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MARISA C. INIGO, M.D. – DISABILITY PHYSICALS
2314 E. FREDDY GONZALEZ DR.
EDINBURG, TEXAS 78542
FAX # 1-956-386-9248
TELEPHONE # 1-956-316-4955

PEDIATRIC CONSULTATIVE EXAMINATION

REGARDING CLAIM OF: JUAN C. LUNA
DATE OF BIRTH: 06/04/2010
CASE ID: 2768934
DISABILITY EXAMINER: MARISA C. INIGO, M.D.
DDS VNDR #: 326743
TEXAS LIC#: H9525

DATE OF EXAM: 03/22/2022
EXAMINATION DURATION: 45 mins

MEDICAL INFORMATION AVAILABLE FOR REVIEW: Yes. Medical records from Sole Therapy dated 01/11/2020 and also dated 03/31/2021.

INFORMANT: Mrs. Rosas.
COVID-19 STATUS: The claimant has not been exposed to COVID-19 or had it in the past. He has not had symptoms of fever, cough, shortness of breath, aches and pains, or diarrhea. He has not tested positive for COVID-19 or been around any family members who have had COVID-19. He has not received any COVID vaccine shots at this time. Precautions were taken to protect both parties involved.
IDENTIFYING INFORMATION: This is an 11-year-9-month-old male who presented to my office with his mother who is presently separated from the husband to be evaluated for allegations of learning delay/speech delay/occupational delay, insomnia, and asthma/allergies. The mother is presently working at different odd jobs to support the family and she does temporary jobs whenever there is something available. The father at this time is in prison and the claimant is presently not receiving disability benefits. The claimant is an 11-year-9-month-old male who is presently in the sixth grade and makes A’s, B’s and C’s in his classroom.

ALLEGATIONS:
1. LEARNING DELAY/SPEECH DELAYS/OCCUPATIONAL DELAY.
2. INSOMNIA.
3. ASTHMA/ALLERGIES.
JUAN C. LUNA

PG. 2

CASE ID: 2768934
HISTORY OF PRESENT ALLEGATIONS:
1. LEARNING DELAY/SPEECH DELAYS/OCCUPATIONAL DELAY: The mother states that since 2011, the claimant has had difficulty in speech, learning, and occupational activities. The claimant has been given one-year therapy and his symptoms include decreased clear speech and comprehension and mildly decreased IQ. The claimant was born at 7 months gestation without complications, but is still considered a preemie. He was diagnosed with a moderate receptive, moderate expressive language disorder and an articulation delay. According to the therapist, the claimant has difficulty in problem-solving, processing and reasoning, learning, social interactions, memory and programmatic functioning. The claimant does appear to have some mild difficulty in communicating, which was noted during the examination and has difficulty in clear speech. At the present time, he is in the sixth grade and he does have averages in his classes although he does receive special therapy. The claimant states that after he goes to school he goes to sleep and then does his homework later on during the day. At the present time, he is on clonidine 0.1 mg, which he takes in the afternoon in order to help him relax since he has difficulty in sleeping.
2. INSOMNIA: The mother states that in 2019, he started having difficulty sleeping at night secondary from anxiety and nervousness. The claimant has a tendency to be very apprehensive and gets desperate when things are not done right. The mother states that he has been like this since he was 3 years of age. He has three other siblings with no other problems and has been nervous since his father was sent to prison. At the present time, he takes clonidine 0.1 mg q.h.s. to help him sleep at night and he appears to be doing well with that medication.
3. ASTHMA/ALLERGIES: The mother states that since 2 years of age in 2013, the claimant has had asthma and respiratory difficulties. He was diagnosed with asthma and allergies. The claimant states that he can walk one mile, climb three flights of stairs, and states that when he does have asthmatic problems it is usually after extensive exercising. There is nobody in the family who smokes. The claimant has not been in the emergency room or been hospitalized for his condition and has not been intubated. At the present time, he is on Flovent 110 mcg two puffs p.r.n. as needed for any shortness of breath. He also has a history of allergies and takes Claritin 10 mg p.o. q.d. His condition appears to be stable at this time and controlled. Limitations: The claimant is able to walk one mile, stand for three to four hours, climb two to three flights of stairs, squat, and bend over to pick up clothes. He is right-handed dominant and is able to write, use a coffee cup, open up a jar top, sweep a room, and lift approximately 20 pounds above his head. He is unable to button his clothes or use a skillet at this time. However, the claimant is 11 years old. He has no assistive devices that he uses and takes no medications for pain. His physical activity includes playing with videos and playing basketball. His physician is Dr. Khan.
REVIEW OF SYSTEMS: The claimant denies having headaches, hearing problems, shakiness, clumsiness, vomiting, loose stools, hard stools, soiling, bedwetting/day wetting, muscle weakness, abnormal posture, poor appetite, or rashes. He does occasionally have visual problems and dizziness and does wear glasses.
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ACTIVITIES OF DAILY LIVING: The claimant lives with his mother and other siblings. He considers himself a loner and does frequently fight with the other siblings. He does not have fights with the peers or other adults. He likes to play with Legos and occasionally likes to go outside to play as well. During the day, he goes to school and when he comes back, he will take a nap and play for a while afterwards and then do his homework. The claimant appears to be doing fairly well in his studies and makes A’s, B’s, and C’s at this time. The mother states occasionally he will clean his own room.

DEVELOPMENTAL MILESTONES: The claimant was not an easy to care for infant from 0 to 18 months of age. The mother states that he cried a lot and had asthma. The mother also states that he was not an easy to care for toddler as well secondary to asthma. The claimant was somewhat of a preemie born prematurely. He sat alone without support at 1 year. The mother states that he never really crawled. He walked without support at 18 months of age and said his words at 1 year and 7 months. He said his first sentence at 3 years of age. He self-dressed himself at 5 years of age, but needed help. He was bladder trained during the day at 5 years of age, bladder trained during the night at 5 years of age and bowel trained at 5 years of age. During the first three years of life, the child frequently cried, had temper tantrums, had extreme mood changes, was afraid of new faces or places, was destructive, enjoyed being held, explored the surrounding environment and was very active. During the first three years of life, he sometimes was unresponsive to discipline and engaged in self-hurting and injuring behavior and was sometimes not predictable in terms of sleep or waking patterns. He rarely was distractible.

BIRTH HISTORY: The claimant was a premature birth at 6½ months when he was born; he was born in Mission, Texas at Mission Hospital. The mother states that she was in labor for approximately 10 hours. The claimant was not delivered by instruments and was not a C-section and was one baby birth. The baby was not blue at birth, but was very jaundiced and was administered oxygen at the time of birth. He was in an incubator for approximately three days. The only other problem that the child had was respiratory difficulty and mild asthma, which developed during that time. The mother does not recall how much the baby weighed, but states that he was a preemie. The mother stayed in the hospital for three days and the baby stayed in the hospital for six days.

PAST MEDICAL HISTORY: Occupational delay, learning disability delay, speech delay, respiratory difficulty at the time of birth secondary to prematurity, insomnia, and obesity.

SOCIAL HISTORY: Nobody in the family smokes and nobody uses alcohol. The mother denies any delirium tremens or seizure disorder. She states that nobody in the family uses marijuana, cocaine, crack, heroin, or any IV drug abuse. COMMUNICABLE DISEASES: The mother states there is nobody in the family with hepatitis, HIV or any other sexually transmitted diseases. The father is in prison at this time.
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FAMILY HISTORY: There are three siblings. Father no longer lives with the family, he went to jail and he is presently in prison and the mother states they separated approximately nine years ago. The mother has had no schooling and she works at different odd jobs with different employers. She is presently not married. No other family members have any problems with speech delay or learning disabilities.

MEDICATIONS: The claimant is presently on:

1. Flovent 110 mcg two inhalations p.r.n. as needed for asthma.

2. Claritin 10 mg q.d.
3. Clonidine 0.1 mg q.h.s.
ALLERGIES: No known allergies.
PHYSICAL EXAMINATION

HT: 5’2”
WT: 173 lbs.
BMI: 32 which is obese
BP: 123/79 mmHg
HR: 87 bpm
RR: 12/min

GENERAL: The claimant is well-nourished and well-developed 11-year-9-month-old male, in no acute distress who presented with his mother for a disability evaluation.
HEENT: Pupils were equal and reactive to light. Oral mucosa was moist and no pharyngeal erythema or edema was noted.

SNELLEN VISION: OD: Uncorrected 20/70; pinhole 20/50. OS: Uncorrected 20/70; pinhole 20/70. Binocular uncorrected 20/50. The mother states that he does wear glasses, but he forgot to bring them.
NECK: Supple without thyromegaly or mass.

LUNGS: Clear to auscultation bilaterally.

CARDIAC: Normal S1 and S2 without murmurs, rubs, or gallops.

ABDOMEN: Nondistended, nontender. No hepatosplenomegaly noted.

BACK: No palpable deformities or tenderness of the cervical, thoracic, and lumbar spine.

EXTREMITIES: Without clubbing, cyanosis, or edema.

SKIN: No rashes.
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MUSCULOSKELETAL: Full range of motion of all joints and no evidence of any active inflammation on exam. The claimant had a normal gait and station. He could walk on heels, toes, and squat without any difficulties.

NEUROLOGIC: Cranial Nerves II through XII were intact. Deep tendon reflexes were +2 in the triceps, biceps, brachioradialis, and patellar. Sensory examination to light touch was normal. Cerebellar function was intact. Muscle strength was 5/5 in all groups tested with no evidence of any muscular wasting. The claimant had a good fine finger control to dexterous movements.

CLINICAL ASSESSMENT: The claimant showed no evidence of any obvious severe visual problems or hearing problems. There was no facial dysmorphism, no skeletal anomalies. There was no physical evidence indicating side effects of medications.

The claimant’s behavior and attention span was somewhat decreased for his age, which is being treated at this time. The claimant appears to have some difficulty in communications and expressive language, which is being treated with therapy. He related to and interacts poorly with the examiner, but interacts well with his caregiver, which is his mother. His affect is somewhat not appropriate for the time and appears to be not very interactive with me. His mood appears to be flat. His speech, both quantity and quality is not spontaneous and is decreased by imitation age appropriateness. His receptive, expressive and communicative ability was somewhat decreased for his age. His general health shows no evidence of any abnormalities.
DIAGNOSES:

1. LEARNING DELAY/SPEECH DELAY/OCCUPATION DELAY – mild, being treated at this time. The claimant is in the sixth grade and receiving A’s, B’s and C’s, but does not appear to interact appropriately with other people. He appears to have a mild delay in development, which is being treated with therapy and his condition is stable at this time.
2. INSOMNIA – being treated, appears to be stable.
3. ASTHMA/ALLERGIES – mild, being treated with medications at this time, appears to be stable.
PROGNOSIS: Good for learning delay/speech delay/occupational delay problems. The claimant is functioning at a sixth grade level although he has mild delay in developmental faculties.
__________________________________________

MARISA C. INIGO, M.D.

Date

DDS VNDR #: 326743

