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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: JOSHUA ISSAI REYES JR.
DATE OF BIRTH: 12/16/2010
CASE ID: 4350245
DISABILITY EXAMINER: MARISA C. INIGO, M.D.
DDS VNDR #: 326743
TEXAS LIC#: H9525

DATE OF EXAM: 08/02/2022
EXAMINATION DURATION: 45 mins

MEDICAL INFORMATION AVAILABLE PRIOR FOR REVIEW: Medical records from a private medical provider dated 04/12/2022.
INFORMANT: The mother Carla Calderon.
IDENTIFYING INFORMATION: This is an 11½-year-old obese male who presented to my office with his mother for disability evaluation to evaluate allegations of autism/attention deficit hyperactive disorder, epilepsy, and asthma. The mother states that her son is in special Ed and is going to be starting the sixth grade and that he does poorly in school and make C’s and D’s. He is in a special Ed program called the 504 Program and is receiving multiple sessions of physical therapy. The mother is a separated, but remarried mother and states that the father of the child does not pay child support and that he works as a supervisor for the City of Mission. At the present time, she lives in a house with her children and states that her son or the claimant has been on disability benefits for approximately four years.

ALLEGATIONS:
1. AUTISM/ATTENTION DEFICIT HYPERACTIVE DISORDER.

2. EPILEPSY.

3. ASTHMA.
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HISTORY OF PRESENT ALLEGATIONS:
1. AUTISM/ATTENTION DEFICIT HYPERACTIVE DISORDER: The mother states that in 2018, the claimant started changing his attitude on doing certain things and started to do repetitive action motion, which he had not been doing prior to that time. He was not responding very good to discipline orders and was not following certain commands of his mother. He is presently on guanfacine hydrochloride 2 mg q.h.s. it was noted that at the examination the claimant continuously lift the rug in the corner, continuously while he was in my office and his mother had difficulty in disciplining him. The claimant has suffered from speech delay and behavior problems during the first three years of his life and has not done well in school. The mother states that he is very much a loner, but there are times when he can be very loving. The mother states that the claimant will have multiple mood changes and can change his personality and have anxiety. He is being treated with multiple therapies at this time, which include autism rehab in Mission, Texas, physical therapy, occupational therapy and speech therapy that he has received for approximately four years.

2. EPILEPSY: The mother states that in 2016, he developed epilepsy, which has been confirmed with EEGs. The mother states that he has not had a seizure in three years and that his last seizure was in May 2019. He has never been to the emergency room or hospitalized for his seizures. His postictal symptoms include staring and occasional shaking. The claimant also ends up becoming very weak and his eyes will roll back. He was seeing Dr. Randy Williamson, but is now seeing another physician for his seizures and he is presently taking valproic acid 250 mg/5 mL 6 mL b.i.d. He appears to be well controlled and has not had a seizure in three years.

3. ASTHMA: The mother states that since the claimant was 2 years old he has had frequent bronchitis and eventually asthma, which tends to be coming from allergies and seasonal changes. She states that it is precipitated by him walking one block, climbing one flight of stairs, and with seasonal changes. She denies anybody smoking in the house. The claimant has not been in the emergency room or hospitalized for asthma. He has never been intubated, but is on inhalers ProAir one puff p.r.n. as needed and albuterol inhaler machine 0.3 mL as needed for severe asthmatic attacks. He was diagnosed with exercise-induced asthma and asthma secondary to allergies. His condition appears to be stable at this time and is being treated. Limitations: The claimant can walk one block, stand for three hours, climb two flights of stairs, squat, 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, but is unable to clothe himself or button his clothes and needs assistance to do this. He is however able to lift approximately 10 pounds above his head. He has no assistive devices that he uses. His doctor is Dr. Priti Manohar. At the present time, he takes ibuprofen and Tylenol p.r.n. as needed for pain. He states that he likes to read books, likes to play with his tablet, watch TV, play with his siblings, but also likes to be isolated by himself. The mother states that the claimant does have headaches, dizziness, clumsiness, hard stools, occasional bedwetting and day wetting, muscle weakness, and abnormal posture. The claimant does suffer from a left lower extremity weakness, which is mild. The mother denies the claimant having visual problems, hearing problems, shakiness, vomiting, loose stools, poor appetite, or rashes. He does suffer from mood changes.
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ACTIVITIES OF DAILY LIVING: The claimant goes to school and likes using his tablet. He likes to watch wrestling and he likes doing puzzles with his mother. He is a loner and does have frequent fights with his peers, with adults, and with siblings and does not usually obey commands. The claimant has asked about his pubic hair and the mother has given him answers to that question. Some of the positive characteristics of the claimant are that he likes math and always kisses his mother and he is great at doing puzzles. The claimant lives with four other siblings and the mother at this time. The claimant’s mother is separated from her second husband.

DEVELOPMENTAL MILESTONES: The child who was not an easy to care for infant from 0 to 18 months of age secondary to him being very fussy and delayed on some motions. The mother states that he was not an easy to care for toddler from 18 to 48 months of age secondary to delay of sitting by himself, talking and crying. The mother states that the claimant sat alone without support at 1 year, never crawled, walked without support at 1.5 years, said his first words at 3 years, said his first sentence at 5 years, is still not able to self-dress without help at this time, was bladder trained during the day at 4 years of age, bladder trained during the night at 4 years of age, and bowel trained at 4 years of age. During the first three years of life, the child frequently cried, had temper tantrums, was distractible, was unresponsive to discipline, and was very active. During the first three years of life, the child sometimes had extreme mood changes, was afraid of new faces and places, was destructive and was sometimes predictable in terms of sleep and waking patterns. Also, during the first three years of life, the child rarely was responsive to discipline, was engaged in self-hurting or injuring behavior, or explore the surrounding environment. The claimant experienced speech delay behavior problems and mild dysfunction in the first three years of life.

BIRTH HISTORY: The mother states that the claimant was born at Doctors Hospital at Renaissance by C-section at 36 weeks of age and had developmental delay. The mother states that she was a pre-eclamptic patient and had problems with her high blood pressure. The physician who delivered her was Dr. *________*. The mother states that she was not in labor long and she was a C-section delivery. The claimant was delivered by aid of instruments, a child C-section, was blue at birth, was given oxygen at the time of birth, and was placed in an incubator. The mother states that the baby was not more than a one baby birth and was not jaundiced at birth, but does not know if there was anything else wrong with the baby at birth. The child’s weight was 5 pounds, 19.5 inches long. The mother stayed in the hospital for three days; however, the baby stayed in the hospital for two weeks secondary to being somewhat of a preemie.

PAST HISTORY: The claimant has a history of autism/attention deficit hyperactive disorder, obsessive-compulsive disorder, seizures/epilepsy, asthma, and obesity.

MAJOR SURGERIES: Appendectomy in 2019 and history of toe walking, which has resolved. The claimant has a left lower extremity paresis, which is very mild noted on physical examination.
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SOCIAL HISTORY: Nobody in the family smokes, there is no history of alcohol abuse. The mother denies anybody else having seizures except for some family members on the father’s side. The mother states there is no one in the family who uses marijuana, cocaine, crack, heroin, or any IV drug abuse. COMMUNICABLE DISEASES: The mother states there is no one in the family who has had hepatitis, HIV, or any sexually transmitted diseases.

FAMILY HISTORY: The father is 33 and has bipolar disease and attention deficit hyperactive disorder and there are some questionable family members with seizures. The mother has suffered from depression and she is 33 years of age.

MEDICATIONS:
1. Guanfacine hydrochloride ER 2 mg q.h.s. for anxiety and attention deficit hyperactive disorder.

2. Valproic acid 250 mg/5 mL 6 mL b.i.d.
3. Albuterol nebulizer machine 0.3 mL p.r.n as needed.

4. ProAir one puff 90 mcg p.r.n. as needed prior to any exercise.
ALLERGIES: No known allergies.
PHYSICAL EXAMINATION

HT: 5’. WT: 176 lbs. BMI: 36, obese. TEMP: 97.8°F. BP: 114/60 mmHg. HR: 76 bpm. RR: 12/min.
GROWTH CHART: The claimant is at the 50th percentile according to his weight and age group. He is also at the 50th percentile according to his height and according to his age group.
GENERAL: The claimant is a well-nourished and well-developed male, in no acute distress. The claimant was very evasive and did not talk very much during the examination. He did not respond to questions, but would just nod his head or shrug his shoulders. He continually move things around and lifted the rug multiple times.
HEENT: Pupils were equal and reactive to light. Oral mucosa was moist and no pharyngeal erythema or edema was noted.

NECK: Supple without thyromegaly or mass.

LUNGS: Clear to auscultation bilaterally.

CARDIAC: Normal S1 and S2 without murmurs, rubs, or gallops.
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ABDOMEN: Nondistended, nontender. No hepatosplenomegaly noted. The claimant is morbidly obese.

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

EXTREMITIES: Without clubbing, cyanosis, or edema. It was noted that the claimant does have a mild paresis of the left lower extremity and is receiving physical therapy for this.

SKIN: No rashes.

MUSCULOSKELETAL: Full range of motion of all joints and no evidence of any active inflammation on examination. The claimant had a normal gait and station. He could walk on his heels and toes and squat without any difficulty. He does have mild weakness of the left lower extremity and it was noted on a straight leg raise in the supine position that he was unable to raise his leg above 30 degrees whereas the right side was 50 degrees. However, the claimant was able to squat, get up and down from the exam table and walk on his heels as well as on his toes. The claimant’s lumbar flexion was 90 degrees. The claimant was able to flex his right knee at 130 degrees, but his left knee only at 110 degrees.

NEUROLOGIC: Cranial Nerves II through XII were grossly 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 except for the left lower extremity which was +4/5 and there is no evidence of any muscle wasting. The claimant had a good fine finger control to dexterous movements.

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

The claimant’s behavior and attention span was somewhat abnormal and the claimant does appear to have autism .He related to and interacts well with his caregiver, which is his mother, but did not interact very well with the examiner. His affect is inappropriate for the time. His speech, both quantity and quality, is not spontaneous and does not appear to be on imitation age appropriate. His receptive, expressive and communicative ability was not age-appropriate and, although he does respond to commands, he does not communicate very well. His general health shows no evidence of abnormality except for left lower extremity paresis, which is mild and epilepsy.
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DIAGNOSES:

1. AUTISM/ATTENTION DEFICIT HYPERACTIVE DISORDER – being treated at this time, appears to be stable. The claimant has received four years of therapy, however, appears to still have symptoms of autism and does not appear to be doing very well in school.

2. EPILEPSY/SEIZURES – appears to be absence seizures, have been confirmed with the EEGs and is being treated at this time. He has not had a seizure in three years and appears to be well controlled.

3. ASTHMA AND EXERCISE-INDUCED ASTHMA – appears to be well controlled, normal physical exam.

PROGNOSIS: Fair. The claimant has received extensive therapy, which includes occupational, physical, and speech therapy. He does communicate, but very little. His prognosis is fair and he should continue with his therapy and his medications at this time.
__________________________________________

MARISA C. INIGO, M.D.

Date

DDS VNDR #: 326743

