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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


REGARDING CLAIM OF: MARIA QUINTANA CORRAL
DATE OF BIRTH: 10/21/1960
CASE ID #: 2928595
DISABILITY EXAMINER: MARISA C. INIGO, M.D.
DDS VNDR #: 326743
TEXAS LIC#: H9525

DATE OF EXAM: 11/15/2022
EXAMINATION DURATION: 45 minutes

MEDICAL INFORMATION AVAILABLE for REVIEW PRIOR to EXAMINATION: Yes. Medical records from the Doctors Hospital at the Renaissance dated 11/29/21.
INTERNAL MEDICINE EXAMINATION – MARISA C. INIGO, M.D.

IDENTIFYING INFORMATION: This is a 62 year old married female with five children who presented to my office for a disability evaluation to evaluate allegations of heart problems, diverticulitis, hypertension, blood clots in the legs, and diabetes mellitus. The claimant is presently unemployed and her last employment date was in 2021 where she worked as a provider for nine years. During that time, she worked six hours per day, five days out of the week and four weeks out of the month. At the present time, she lives in a house with her husband and she is not receiving disability benefits at this time. 
ALLEGATIONS:

1. HEART PROBLEMS.

2. DIVERTICULITIS.

3. HYPERTENSION.

4. BLOOD CLOTS OF LEGS.

5. DIABETES MELLITUS.

HISTORY OF PRESENT ALLEGATIONS:

1. HEART PROBLEMS: The claimant states that in 2021 she presented herself at the Doctors Hospital at the Renaissance and was hospitalized for 10 days for having difficulty in breathing. She states she was also having chest pain which was a sharp pain located on the left chest area which radiated up to her neck area. The claimant states that she was in pain for three hours and it was a pain that she has every day. The claimant states that the pain is not precipitated by any kind of exertion and that resting helps the chest pain that she has.
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She states it is not related to any kind of food intake. The pain is not relieved by nitroglycerin, but sometimes by antacids and resting. The claimant states she has no shortness of breath, no palpitations, no diaphoresis, no nausea, or vomiting, but does have dizziness. Her risk factors include hypertension and menopause as well as hypercholesterolemia. The claimant states that she also has a positive family history of heart disease on her mother’s side. The claimant denies any smoking or diabetes at this time. The claimant does have a history of gastritis and pulmonary emboli. She denies any history of hiatal hernia, biliary disease, pancreatitis, esophagitis, or costochondritis. The claimant also denies any shortness of breath or pedal edema at this time. She states that she sleeps with one pillow at night. Her medical records indicate that she was diagnosed with congestive heart failure and cardiomegaly. However, the claimant denies symptoms associated with those illnesses.

2. DIVERTICULITIS: The claimant states that in 2021 she was diagnosed with diverticulitis with perforation of her intestine. She states the pain was a sharp pain located in the mid abdominal area that radiated to her back. The claimant became septic and was hospitalized in May 2021 and also in July 2021. She was given IV antibiotics for a couple of weeks and states that she did eventually heal from that. Associated symptoms include diarrhea x4 and occasional constipation along with weakness. She denies any nausea, vomiting, melena, or hematemesis. The claimant did lose 60 pounds within one year and she is food intolerant to greasy foods. She was also diagnosed with gastroesophageal reflux disease and diverticulitis with perforation which was treated conservatively with antibiotic.

3. HYPERTENSION: The claimant states that in 2012, she was having occipital headaches. She denies any chest pain, shortness of breath, or blurred vision. She also denies any end-organ damage such as myocardial infarction, cerebrovascular accident, but states that she did have nephropathy. Her blood pressure at this visit is 131/82 mmHg which is normal. She is presently taking furosemide 40 mg q.d., lisinopril 20 mg q.d., and potassium chloride for the furosemide that she was taking which was 10 mEq b.i.d.
4. BLOOD CLOTS OF BOTH LEGS: The claimant states that in 2021 she was diagnosed with infrapopliteal vessel atherosclerosis plaques with blood clots. She was also diagnosed with a right common femoral artery and deep femoral artery blood clot. The claimant went on to have intravenous filters placed to prevent any more pulmonary emboli on both sides of her body. This diagnosis was confirmed with Doppler studies and filters were placed. She denies any injections. Her symptoms include pain and stiffness, increased pain with cold damp weather, and pain that she feels daily. Her limitations include being able to walk 50 feet, stand for 5 minutes, climb 4 steps, but unable to squat or bend over to pick up clothes. The claimant is right-hand dominant and is able to write, use a coffee cup, button her clothes, and lift approximately 1 pound above her head. She is unable to open up a jar top, use a skillet or sweep a room at this time. Her physician is Dr. Alejandro Fuentes. The claimant has a walker at home, but presented in a wheelchair with her husband and states that they use a wheelchair when they go out. She was able to get out of the wheelchair and walk.
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5. DIABETES MELLITUS: The claimant states that she does not have diabetes mellitus and denies that allegation.

MEDICAL PROBLEMS: Hypertension, degenerative disc disease with a compression fracture of the T8, diverticulitis with perforation, lumbosacral back pain, heart problems consisting of congestive heart failure and myocardial infarction. The claimant has had pneumonia and pulmonary emboli along with deep venous thrombosis of both legs. The claimant also has a history of peripheral vascular disease along with blood clots in the legs. She does suffer from obesity as well. The claimant has also two IVC filters placed to prevent any more pulmonary emboli.

MAJOR SURGERIES: Cholecystectomy, bilateral tubal ligation, bilateral cataract surgery in 2022.

MEDICATIONS: Eliquis 5 mg b.i.d. , lisinopril 20 mg q.d. , potassium chloride 10 mg b.i.d., pantoprazole 40 mg q.d., tramadol hydrochloride 50 mg b.i.d., ibuprofen 800 mg b.i.d., furosemide 40 mg q.d., clonazepam 1 mg q.d. at bedtime, docusate 100 mg q.d. for constipation, and Pepcid 20 mg q.d. 
FAMILY HISTORY: Father died of complications from diabetes mellitus at the age of 70. Her mother died at the age of 83 from diabetes mellitus, myocardial infarction and congestive heart failure.

SOCIAL HISTORY: TOBACCO: The claimant denies any history of smoking. ALCOHOL: The claimant denies any history of alcohol abuse. DELIRIUM TREMENS / SEIZURES: The claimant denies any delirium tremens or seizure disorder. SUBSTANCE ABUSE: The claimant denies any use of marijuana, cocaine, crack, heroin, or any IV drug abuse. COMMUNICABLE DISEASES: The claimant denies any history of hepatitis, HIV, or any sexually transmitted diseases.

PHYSICAL EXAMINATION:

HT: 4’9”. WT: 164 lbs. BMI: 36. TEMP: 97.5°F. BP: 131/82 mmHg. HR: 82 bpm. RR: 14 rpm.

GENERAL: This is a 62-year-old female who appears to be much older than her stated age and is in mild acute distress. She also appears to be a fairly reliable historian who presented with her husband to my office for a disability examination.
HEENT: The claimant has a normocephalic, atraumatic head. No scleral icterus was noted or conjunctival petechiae. The fundoscopic examination of undilated pupils appears to be mildly abnormal with a decreased lens of the right eye falling down and appears to be slipping out of place. No oral pharyngeal erythema, exudate, or other lesions were noted. External auditory canals were normal in appearance and no lesions in the nares were noted. Pupils were equally round and reactive to light and extraocular movements were intact. Visual acuity was mildly abnormal. Confrontational visual fields were grossly normal.
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SNELLEN VISION: OD: Uncorrected 20/70; pinhole 20/40; corrected 20/25. OS: Uncorrected 20/40; pinhole 20/35; corrected 20/25; Binocular uncorrected 20/40; Binocular corrected 20/25. The claimant does use glasses for reading and for distance.

NECK: No thyromegaly, thyroid nodule, lymphadenopathy, or mass appreciated with palpation.

CARDIOVASCULAR: The jugular venous pulsations are less than 7 cm and there was a regular rate and rhythm with auscultation. No murmurs, rubs, or gallops were heard with auscultation. Carotid pulses were 2+ on the left side and 2+ on the right side. Dorsalis pedis pulses were 2+ on the left side and 2+ on the right side. Radial pulses were 2+ on the left side and 2+ on the right side. Posterior tibialis pulses were also normal at 2+ on the left side and 2+ on the right side. There is a small bruit heard of the left carotid artery which is very small.
LUNGS: Lungs were not clear to auscultation and percussion bilaterally. The claimant had generalized rales in both lung bases. No thoracic abnormalities were noted on the ribcage.

ABDOMEN: Abdomen was soft, nontender, and nondistended on palpation. Normal active bowel sounds were auscultated. No organomegaly or mass is appreciated on evaluation.

EXTREMITIES: No clubbing or cyanosis was noted on either one of the lower extremities. No ulcers or veins were noted as well as no pitting edema. Calves were nontender. The Homan’s sign was negative. The claimant appeared to have somewhat atrophic skin and small ankles. 
SKIN: No lesions appreciated over body.

NEUROLOGICAL: The claimant was alert and oriented times three and had good eye contact with me. Her speech was fluent and her mood was appropriate for the time. She had clear thought processes and her memory was normal. Concentration was good and she was oriented to time, place, person, and situation. Reflexes of the patellar and ankle were 3+ bilaterally, as well as, increased reflexes for the brachioradialis reflex and bicep reflexes bilaterally.

CRANIAL NERVES: Cranial nerves II-XII were grossly intact.

CEREBELLAR: The claimant’s gait was slow and unsteady. The claimant was mostly in the wheelchair. The claimant came with an assistive device which was a wheelchair. Her hand eye coordination was good and finger-to-nose was normal. She was unable to perform a heel-to-shin exam but the Romberg sign was negative. 
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MUSCULOSKELETAL: The claimant had no palpable muscle spasms or tenderness. No joint swelling, erythema, effusion, or deformity was noted. There is a normal range of motion of the cervical, thoracic, and lumbar spine. However, the claimant was unable to forward flex within 3 inches of the floor. There is normal range of motion, motor and sensory findings in the upper and lower extremities. However, decreased range of motion, motor and sensory findings in the lower extremities where flexion of the knee was only at 100 degrees. Sensory examination was abnormal to light touch throughout the body. There is decreased range of motion and strength of both knees at 100 degrees flexion. The claimant was unable to squat and get up on her own. The claimant was unable to rise from a sitting position and the claimant was unable to get up and down from the exam table. The claimant was unable to walk on her heels and toes as well as walking at a normal tandem rate. She could not stand on one foot bilaterally and was unable to hop on each foot bilaterally.

ASSISTIVE DEVICES: She requires an assistive device at all times and when she is very weak, she has to be in a wheelchair.

NEUROLOGICAL: Grip strength was +4/5 bilaterally. Cranial Nerves II through XII were grossly intact. Reflexes were symmetrical; and biceps, brachioradialis, patellar, and Achilles reflexes were increased to 3+. Sensory examination was mildly abnormal to light touch, pinprick, and position sense was mildly abnormal. There is no evidence of muscle wasting or muscle spasms. Muscle strength is +4/5 for the upper extremities and +3/5 for the lower extremities. Fine and dexterous finger control is normal bilaterally.

X-RAY of the THORACOLUMBAR SPINE: No acute findings.

CHEST X-RAY: No acute findings.

EKG: Normal sinus rhythm, left axis deviation, low voltage QRS, inferior infarct more likely than not old, and anterolateral infarct more likely than not old, abnormal EKG.

FUNCTIONAL CAPACITY:

Based on the current examination, the claimant’s ability to sit, stand, and move about is moderately to severely restricted. She is able to lift, carry, and handle small objects. She hears and speaks well. There is evidence of joint deformity, bone and tissue destruction of the lumbosacral spine area consisting of multiple compression fractures. She hears and speaks well. There is also evidence of joint deformity, bone and tissue destruction of her heart as well as pulmonary emboli to her lungs. She is unable to heel, toe but can walk tandem for a few steps only. There is normal grip strength bilaterally at +4/5. Her ability to reach, handle, finger, and feel is mild to moderately restricted. On examination, the claimant shows no evidence of muscle wasting, but does show moderate to severe fatigue.
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The claimant has no limitation in her visual fields, but some limitations in her visual acuity which has been corrected with glasses. She is able to communicate very well without limitations, but does have restricted limitations in her workplace environment secondary to two myocardial infractions, history of congestive heart failure, compression fracture of the lumbosacral spine, and history of pulmonary emboli with IVC filters placed. The claimant also has a history of diverticulitis with perforation and sepsis which has been healed at this time.
PROBABLE DIAGNOSES:

1. HEART PROBLEM SECONDARY TO MYOCARDIAL INFARCTION X 2, CONGESTIVE HEART FAILURE, CARDIOMEGALY, AND PULMONARY EMBOLI.
2. DIVERTICULITIS WITH PERFORATION AND HISTORY OF SEPTIC SHOCK – confirmed with medical records, appears to be healed at this time.
3. HYPERTENSION – being treated at this time. Blood pressure was 131/82 mmHg which is normal.
4. BLOOD CLOTS OF THE LEGS – confirmed with medical records. The claimant has had IVC filters placed to prevent further clots from going to her lungs, but she did suffer a pulmonary emboli.
5. DIABETES MELLITUS – the claimant denies having this illness and does not wish it to be part of the claim.
_______________________________________

MARISA C. INIGO, M.D.

DDS VNDR #: 326743

