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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: EDGAR OTONIEL ALEJANDRE
DATE OF BIRTH: 05/23/2017
CASE ID: 3809688
DISABILITY EXAMINER: MARISA C. INIGO, M.D.
DDS VNDR #: 326743
TEXAS LIC#: H9525

DATE OF EXAM: 08/18/2022
EXAMINATION DURATION: 45 mins

MEDICAL INFORMATION AVAILABLE FOR REVIEW: Yes. Medical records from RGV Pediatric Clinic dated 06/13/2022 and an OPS Rehab evaluation speech and language quest dated 04/21/2022 and 06/03/2022.

INFORMANT: Mother whose name is Miriam Nojeme Velazquez Bolio.
IDENTIFYING INFORMATION: This is a 5-year-old male who presented with his mother to my office for disability evaluation to evaluate allegations of cerebral palsy and speech delay. The claimant is about to start a special Ed class in kindergarten and the mother states that she is presently separated from the child’s father who lives in Mexico at this time. The mother is presently not working and she arrived one year ago from Mexico. At the present time, she lives in a house with her father and nephew and an older son. She is presently not receiving disability benefits for her son Edgar.

ALLEGATIONS:
1. CHILDHOOD CEREBRAL PALSY.
2. SPEECH DELAY.
HISTORY OF ALLEGATIONS:

1. CHILDHOOD CEREBRAL PALSY: The claimant’s mother states that since birth the child was born with cerebral palsy with left hemiparesis/hemiplegia of the left side of his body. The claimant has decreased balance, decreased speech and decrease in mental status. The claimant has difficulty in speaking and although he does produce intelligible words his grade level is only at a year and a half at this time when he is 5 years old. The mother denies any seizures or syncopal episodes and, at the present time, he is not taking any medications at all.
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The claimant is wheelchair-bound and is unable to walk except in a little walker, is unable to stand, climb stairs, or crawl at this time. He is right-handed dominant and is able to scribble with the right hand, drink with a cup on the right hand and do other minor activities such as playing with his toys with his right hand. At the present time, the claimant cannot crawl. He was diagnosed with cerebral palsy with left-sided hemiparesis/hemiplegia. His condition is stable at this time, but he has severe deficits.

2. SPEECH DELAY: The mother states that since birth the claimant has had difficulty with speech delay. He has received approximately one year of physical therapy in Mexico and two years of physical therapy here in the United States for his condition. The mother states at the present time he is receiving physical therapy along with occupational therapy. As noted earlier, the claimant is 5 years old, but functions at a level at a one-and-a-half-year-old. He understands why, who, what, and where and does use these words in order to communicate. He does not use verb tenses or produces simple narratives. He cannot speak in phrases or complete sentences. He cannot speak in complex sentences at this time. He is not able to interpret body or facial languages as well. He is able to produce intelligible words sometimes, but is not able to maintain articulatory control. He does produce error sounds, jesters, and exhibits sound errors. The claimant does lack more developmental delay, but will need more physical therapy as well as speech therapy in order to develop these abilities to communicate.

REVIEW OF SYSTEMS: The claimant’s mother states that the claimant does not have headaches, dizziness, visual problems, hearing problems, shakiness, clumsiness, vomiting, loose stools, hard stools, soiling, bedwetting, day wetting, poor appetite, or rash. He does have muscle weakness and abnormal posture. The claimant did come with a Pampers.

ACTIVITIES OF DAILY LIVING: The claimant lives with the mother and another small baby brother with the father and another nephew that is related to her. The child is not a loner and likes to interact with other family members. He does not have frequent fights with peers or frequent fights with adults and he does not have frequent fights with other siblings. The mother tries to play a form of football with him when he is in a walker. The claimant does like to play with toys and to watch TV. He also likes to paint with his right hand and he plays with other games as well. The claimant also enjoys being out on the patio. Some of the positive characteristics of the child, he always finds a way to do what he has to do and sometimes he will do them by himself. He is very active and he likes to learn new things. The claimant does not go to school, but he does go to physical therapy. He is about to start kindergarten and a special Ed program.

DEVELOPMENTAL MILESTONES: The child was not an easy to care for infant from 0 to 18 months of age secondary to suffering constipation and not being able to develop like other children. He was unable to sit down or crawl. The child was also not an easy to care for toddler from 18 to 48 months of age because he was never able to crawl, walk, or speak except for a few words.
EDGAR OTONIEL ALEJANDRE
PG. 3

CASE ID: 3809688

The claimant sat alone without support at 2 years. He is unable to crawl, walk without support, say his first sentences, self-dress without help, has not been bladder trained during the day or bladder trained during the night and has also not been bowel trained. The claimant said his first words at 1 year of age. During the first three years of life, the child frequently was distractible, enjoyed being held, explored the surrounding environment, and was active. During the first three years of life, the child sometimes cried, was afraid of new faces or places, and was predictable in terms of sleep and waking pattern. Also, during the first three years of life, the child had temper tantrums, extreme mood changes, rarely had discipline problems, rarely was destructive, and rarely engage in self-hurting or injuring behavior. The claimant’s mother states that he had difficulty in the first three years of life of not being able to walk, crawl, speak very many words and was unable to use his left hand. The mother states that he also is very attached to some objects like some of his toys that he sleeps with at night as well as a blanket that he uses all the time.

BIRTH HISTORY: The claimant was born at McAllen Medical Center and the mother states that at that time she had a very high blood pressure during her delivery. She states that she was in labor for 12 hours. She states that the delivery was not aided by instruments, was not a cesarean section, was not more than one baby born, that the baby was not blue at birth, was not jaundiced, but was given oxygen at the time of birth. The mother also states that the child was not placed in an incubator and there appeared to be nothing wrong with the baby at the time. The baby was born with a weight of 3.08 kg and 105 cm long. The mother as well as the baby stayed in the hospital for two days.

PAST HISTORY: The claimant was hospitalized for pneumonia when he was a young baby and developed asthma after that. He was diagnosed with cerebral palsy one year after birth along with speech delay soon afterwards.

MAJOR SURGERIES: None.
SOCIAL HISTORY: The mother states that no one in the family smokes, no one in the family drinks alcohol, or has delirium tremens or seizure disorder. SUBSTANCE ABUSE: There is no one in the family that he uses marijuana, cocaine, crack, heroin, or any IV drug abuse. COMMUNICABLE DISEASES: There is no one in the family with hepatitis, HIV, or any sexually transmitted diseases.

The mother is presently not working and she lives with her father and a nephew as well as an older son and they are presently not receiving disability benefits. The mother never married the father and the father lives in Mexico and does not help with child support.
MEDICATIONS: None.
ALLERGIES: No known allergies.
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PHYSICAL EXAMINATION

HT: 41 inches.  WT: 31 lbs.  BMI:  TEMP:  98.6°F.  BP: 100/57 mmHg.  HR: 115 bpm.  RR: 12/min.  Head Circumference: 17-6/16 of an inch.
GROWTH CHART: The claimant is at the 25th percentile for his height according to his age and he is also at the 25th percentile of his weight according to his age.
GENERAL: The claimant is not a well-nourished and well-developed male and does not appear to be in any acute distress at this time. He does have left-sided hemiparesis/hemiplegia.

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 masses.

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: The claimant does have a left somewhat clubfoot with contracture of the left upper and lower extremities. He is able to extend his left leg with some difficulty and is not able to move his left upper or lower extremities passively. He has mild hemiparesis/hemiplegia of the left upper and lower extremities.

SKIN: No rashes.

MUSCULOSKELETAL: The claimant has full range of motion of all joints for the right upper and lower extremity and no evidence of any active inflammation on examination. The claimant was unable to ambulate and was wheelchair-bound. He could not walk on his heels, toes, and squat in any situation at this time.
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NEUROLOGIC: Cranial Nerves II through XII were grossly intact. Deep tendon reflexes were +3 in the triceps, biceps, brachioradialis, and patellar which were increased. Sensory examination to light touch was normal. Cerebellar function was not intact and the claimant is unable to ambulate. Muscle strength is +5/5 for the right upper and lower extremity and +1/5 for the left upper extremity and +3/5 for the lower extremity. The claimant also appears to have some muscle wasting noted. The claimant had a good fine finger control of the right hand, but is unable to use the left hand at all.

CLINICAL ASSESSMENT: The claimant showed no evidence of any obvious vision or hearing problems. There was no facial dysmorphism, but the claimant does appear to have a left upper and lower extremity cerebral palsy with decreased strength and motion of the left upper and lower extremity and some contracture. There was no physical evidence indicating side effects of any medications.

The claimant’s behavior and attention span was not appropriate and he was fussy at one time. He does not relate to and interact well with the examiner, but does to a minor extent with his mother. His affect is appropriate. His speech, both quantity and quality is not spontaneous and is not on imitation age appropriate. His receptive, expressive and communicative ability was not age appropriate and appears to be at one-and-a-half years. His general health shows evidence of abnormality secondary to not being able to do any kind of movement and exercise with his left upper and lower extremity.

DIAGNOSES:
1. CHILDHOOD CEREBRAL PALSY – confirmed with physical examination. The claimant has left hemiparesis/hemiplegia of the left upper and lower extremity especially of the left upper extremity. His condition is difficult and he is unable to ambulate at all and is wheelchair-bound.

2. SPEECH DELAY – confirmed with physical examination and medical records. The claimant is receiving speech therapy at this time, but appears to be at a one-and-a-half-year old level for communication. He is able to communicate what he wants with short words, but no phrases.

PROGNOSIS: Fair to poor. The claimant would probably benefit from continuing speech, occupational therapy, and physical therapy.
__________________________________________

MARISA C. INIGO, M.D.

Date

DDS VNDR #: 326743

