DISABILITY EVALUATION
Patient Name: Kumar, Anjula Watinandan

Date of Birth: 06/02/1963

Date of Evaluation: 06/28/2022

CHIEF COMPLAINT: A 59-year-old female seen for disability evaluation.

HPI: The patient, as noted, is a 59-year-old female. She reports back injury dating to April 2019. She stated that she previously worked as a CNA. She was then helping a 400-pound patient to get into a vehicle. She subsequently began having back pain. The patient was felt to require surgery. However, on evaluation, her glucose was elevated and she was subsequently found to have chronic systolic heart failure. She underwent echocardiogram on 02/10/2021. This reveals mild left ventricular enlargement with some really reduced systolic function. There is global hypokinesis. Left ventricular ejection fraction was noted to be 26%. There was mild right ventricular enlargement with borderline reduced systolic function. Biatrial enlargement was noted. Normal valvular function was present. She underwent left heart catheterization on 02/11/2021. Left main was noted to be normal. The LAD revealed minor lesions of less than 20%. Left circumflex also revealed minor lesions of less than 20%. There was a 50% mid right coronary lesion followed by 70% stenosis. She underwent FFR of the distal vessel. This was 0.95% and felt not be hemodynamically significant. The patient was felt to have severe nonischemic cardiomyopathy with acute systolic congestive heart failure prompting admission. She was felt to have moderate RCA disease and mild LAD and left circumflex disease. She was then managed medically. In the interim, she has had ongoing back pain, which she described as burning. The pain radiates to the left lower extremity. It is associated with weakness. She states that she is only able to walk approximately 25 yards before developing dyspnea. She stated that her most recent echoes had revealed improvement in ejection fraction and it is 37%. She has noted ongoing weight gain.

PAST MEDICAL HISTORY: As noted, include:
1. Congestive heart failure.

2. Diabetes.

3. Hypertension.

4. Chronic systolic heart failure.

5. Cardiomyopathy.

PAST SURGICAL HISTORY:

1. Left heart catheterization.

2. C-section.

3. Hysterectomy.
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MEDICATIONS:

1. Hydralazine 25 mg half t.i.d.

2. Furosemide 40 mg p.r.n.

3. Jardiance 25 mg half tablet daily.

4. Atorvastatin 80 mg one tablet daily.

5. Isosorbide dinitrate 10 mg t.i.d.

6. Carvedilol 6.25 mg one tablet b.i.d.

7. Gabapentin 300 mg one t.i.d.

8. Spironolactone 25 mg one daily.

9. Aspirin 81 mg one daily.

10. Fish oil 1000 mg daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died of heart disease. Mother had heart disease and diabetes.

SOCIAL HISTORY: She denies cigarette smoking, alcohol or drug use.

REVIEW OF SYSTEMS:

Constitutional: She has had weight gain. She further reports fatigue. She has deafness involving the left ear.

Neck: She has stiffness and pain.

Respiratory: She has dyspnea worsened with exertion.

Cardiac: She has chest pain, orthopnea and palpitations.

Gastrointestinal: She has heartburn.

Genitourinary: She has frequency of urination.

Musculoskeletal: As per HPI.

Neurologic: She has headache.

Psychiatric: She has depression.

Hematologic: She has anemia and easy bruising.

Endocrine: She has abnormal glucose test.

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

Vital Signs: Blood pressure 132/73, pulse 88, respiratory rate 20, height 65¾” and weight 182 pounds.

HEENT: Head is atraumatic and normocephalic. Pupils equal, round and reactive to light and accommodation. Sclerae are clear. Extraocular muscles are intact. Funduscopic examination not performed. Vision without correction both eyes 20/200, left 20/200 and right 20/200.
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Neck: No adenopathy. No thyromegaly.

Chest: Normal excursions.

Lungs: Clear to auscultation and percussion.

Cardiac: Regular rate and rhythm with soft systolic murmur at the left parasternal border. There is mild JVD. Carotids reveal normal upstroke and volume.

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

Back: No CVAT is noted.

Genitourinary: Deferred.

Rectal: Deferred.

Extremities: No cyanosis, clubbing or edema.

Musculoskeletal: There is tenderness in the left lumbosacral region.

Neurologic: Speech is fluent. Gait is noted to be normal.

Psychiatric: She has appropriate affect. Intact thought and speech.

IMPRESSION: This is a 59-year-old female with history of chronic systolic heart failure, congestive heart failure, diabetes, hypertension, and chronic back pain. The patient was previously felt to require surgical treatment, but was unable to undergo treatment due to uncontrolled diabetes and chronic systolic heart failure. The patient has ongoing left ventricular dysfunction and is extremely symptomatic from her underlying cardiomyopathy. As such, she is unable to perform task requiring significant lifting, pushing or pulling. Currently, she is classified New York Heart Association class III. The patient should be reassessed in a year to determine if there is any improvement in her cardiac status. Currently, she is unable to perform task requiring any significant lifting, pushing, pulling or exertion.

Rollington Ferguson, M.D.
