DISABILITY EVALUATION
Patient Name: Doolin, Douglas

Date of Birth: 12/11/1971

Date of Evaluation: 05/26/2022

Referring Physician: Disability & Social Service
CHIEF COMPLAINT: The patient is a 50-year-old male seen for disability evaluation.

HPI: The patient is noted as a 50-year-old male who reports history of congestive heart failure. He stated that he has not worked in three years. He reports easy fatigability. He further reports dyspnea with minimal activity. He further reports fluid retention such that he has been admitted into the acute setting up to 40 times. He has had no chest pain. However, he describes three-pillow orthopnea.

PAST MEDICAL HISTORY:
1. Congestive heart failure.

2. Chronic kidney disease.

3. History of normal coronaries.

PAST SURGICAL HISTORY: Right ear surgery and he has had penile surgery.

MEDICATIONS:
1. Albuterol two puffs q.4h.

2. Enteric-coated aspirin 81 mg one daily.

3. Atorvastatin 40 mg one daily.

4. Symbicort 160/4.5 mcg one inhalation b.i.d.

5. Bumetanide 2 mg daily.

6. Jardiance 10 mg daily.

7. Iron sulfate 325 mg daily.

8. Losartan 25 mg daily.

9. Metoprolol 25 mg one daily.

10. Mirtazapine 30 mg h.s.

11. Oxybutynin 10 mg h.s.

12. Seroquel 50 mg daily.

13. Spironolactone 25 mg daily.

14. Tamsulosin 0.4 mg daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Unremarkable.

SOCIAL HISTORY: He has history of polysubstance use, but states that he has not used any substance recently. He denies alcohol use. He reports history of cigarette smoking.
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REVIEW OF SYSTEMS:
Constitutional: He reports fatigue and weight gain.

Skin: He reports itching and rash.

HEENT: Ears: He reports deafness involving his right ear. Nose: Unremarkable. Oral Cavity: Unremarkable.

Neck: No stiffness or decreased motion.

Respiratory: He has dyspnea.

Cardiac: As per HPI.

Gastrointestinal: He has had no nausea, vomiting, hematochezia, or melena.

Genitourinary: He has frequency of urination.

Neurologic: He has headache and double vision. He has incoordination.

Psychiatric: He has nervousness and insomnia.

Remainder of the review of systems is unremarkable.

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

Vital Signs: Blood pressure 103/66, pulse 94, respiratory rate of 20, height 70” and weight 236 pounds.

HEENT: Vision: Right eye 20/30 -3, left eye 20/50 -1, and both eyes 20/25 -1. Pupils are equal, round reactive to light and accommodation. Sclerae is clear. Extraocular muscles are intact.
Neck: Supple. There is no adenopathy. There is no thyromegaly present.

Respiratory: Chest demonstrates normal excursion. Respirations appear labored, however.

Lungs: Clear to auscultation.

Cardiovascular: Irregularly irregular rhythm. No S3 or S4 is noted. Soft systolic murmur is noted to be present. Moderate JVD is present.

Abdomen: Obese. Bowel sounds are normally active. No masses or tenderness noted. No organomegaly is present.

Back: No CVAT.

Genitourinary: Normal genitalia.

Skin: He has multiple tattoos on the arms bilaterally.

Extremities: Lower extremity demonstrates erythema and finding of stasis dermatitis.

Musculoskeletal: Normal range of motion.

Psychiatric: Appropriate affect eye contact.
Neuro: Deep tendon reflexes are 2/4+ bilaterally. Speech is fluent. Gait is normal.
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IMPRESSION: This is a 50-year-old male with history of congestive heart failure and chronic kidney disease. He reportedly has normal coronaries. He has significant dyspnea on exertion. He has symptoms of orthopnea. He has 3+ orthopnea. His overall findings are consistent with New York Heart Association class III – IV. He is unable to perform any task, which requires significant exertion or lifting.

Rollington Ferguson, M.D.
