DISABILITY EVALUATION
Patient Name: Pope, Sydney

Date of Birth: 03/17/1984
Date of Evaluation: 04/19/2022
IDENTIFYING INFORMATION: The patient presented a California driver’s license D2122959, which correctly identifies the claimant as Sydney Pope.

SOURCE OF INFORMATION: The patient and review of Epic.

HPI: The patient is a 38-year-old female who is being evaluated for disability. The patient states that she was placed on SSI for anxiety and posttraumatic stress disorder. She stated that she underwent valve replacement for endocarditis on 12/21/2020 at Sutter. She stated that she had subsequently had all her teeth extracted. She reports easy fatigability, dyspnea at two blocks and no chest pain or palpitations. The patient denied any drug use; however, the records are reviewed and it is noted that she has history of substance abuse. She had been previously admitted to San Francisco General Hospital and further admitted to CPMC. She is noted to have history of endocarditis, which was secondary to recreational drug use. She had previously been admitted to Mission Bernal Hospital on 12/28/2020 to complete course of IV antibiotics for MSSA endocarditis. She apparently had cultures taken and further had both tricuspid valve and mitral valve endocarditis. She otherwise denies any symptoms of fever or chills.
PAST MEDICAL HISTORY: Includes:
1. Asthma with acute exacerbation.

2. Hepatitis C infection cured after antiviral drug therapy.

3. History of acquired endocarditis.

4. History of preeclampsia.

5. Homelessness.

6. Mild tobacco use disorder.

7. Opioid dependence uncomplicated.

8. Sepsis.

9. Septic embolism.

10. Back pain.

11. Lactic acidosis.

12. Hypovolemia.

13. Hyponatremia.

14. IV drug abuse.

15. Tricuspid valve insufficiency.

16. Endocarditis of the tricuspid valve.

PAST SURGICAL HISTORY:
1. Dental extraction.

2. C-section.
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MEDICATIONS:
1. She stated that her only medication is duloxetine 30 mg one daily.
2. Medications at her discharge for treatment of her endocarditis included aspirin 81 mg daily.

3. Lorazepam 0.5 mg one to two tablets p.r.n.
4. Melatonin 5 mg h.s.
5. Methadone 10 mg, take three tablets every 24 hours.

6. Multivitamin.

7. Narcan 4 mg/0.1 mL for suspected overdose.

8. Nicotine patch 7 mg q.24h. two patches daily as directed.

9. Sennosides 8.6 mg.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Grandmother and grandfather had cancer. Grandfather had colon cancer. Grandmother had unknown cancer.

SOCIAL HISTORY: She reports history of cigarette, but denies history of marijuana or any other drug use. Records again reviewed and notes that she has history of polysubstance abuse, history of IV drug use and endocarditis secondary to drug use.

REVIEW OF SYSTEMS:

Constitutional: She has had weight gain.

Oral Cavity: She is edentulous.

Gastrointestinal: She has heartburn.

Psychiatric: She has nervousness, depression and insomnia.

Neurologic: She reports memory loss.
The remainder of the review of systems is unremarkable.

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

Vital Signs: Blood pressure 115/82, pulse 90, respiratory rate 20, height 65 inches, and weight 177.8 pounds.

HEENT: Unremarkable. Vision: Right eye 20/50-1, left eye 20/50-1 and both eyes 20/50-1.
Chest: Reveals a midline scar.

Cardiovascular: Regular rate and rhythm with normal S1 and S2. No S3. There is a soft systolic murmur at the left parasternal border.

Extremities: Skin reveals stasis dermatitis of lower extremities; otherwise, unremarkable.
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DATA REVIEW: Echocardiogram reveals left ventricular ejection fraction of 71%. There are trace aortic regurgitation, trace mitral regurgitation, and moderate tricuspid regurgitation present. Mitral valve appears structurally normal. The tricuspid valve demonstrates a mean gradient of 5.5 mmHg. There is no evidence of tricuspid endocarditis. The leaflets are noted to be somewhat thickened.
IMPRESSION: This is a 38-year-old female with history of substance abuse who denies history of same and developed tricuspid endocarditis secondary to substance abuse. The patient reports anxiety disorder. She further notes history of depression. The patient has history of endocarditis, but at this time, had no significant valvular lesion that would result in disabling condition. She has no evidence of systolic dysfunction. She has normal diastolic function. While the patient did have endocarditis, she does not appear to have any cardiovascular limitations at this time. Lower extremity does suggest some degree of stasis dermatitis secondary to prior edema/volume overload. However, there is no significant edema at this time. As such, the patient again has no disabling condition. She is felt to be able to actively participate in walking, exertion, lifting and bending.

Rollington Ferguson, M.D.
