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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: SOFIA IZABELLA LEON

DATE OF BIRTH: 12/29/2018

CASE ID: 4940275
DISABILITY EXAMINER: MARISA C. INIGO, M.D.
DDS VNDR #: 326743
TEXAS LIC#: H9525

DATE OF EXAM: 02/02/2023
EXAMINATION DURATION: 45 mins

MEDICAL INFORMATION AVAILABLE FOR REVIEW: Yes, In-Home Health Care Services dated 11/08/2021.

INFORMANT: Mother by the name of Megan Pena.
IDENTIFYING INFORMATION: This is a 4-year-old female who presented with her mother by the name of Megan Pena for a pediatric consultative examination to evaluate allegations of speech delay and sensory issues. The claimant is presently being homeschooled and receiving speech and occupational therapy at this time. The mother who is informant states that she is divorced and re-married at this time and that she has two children that she cares for. She is presently not working and her second husband is supporting the family. She does receive child support for the claimant and at the present time she lives in an apartment. The mother states that the claimant is not receiving any disability benefits at this time.

ALLEGATIONS:
1. SPEECH DELAY.

2. SENSORY ISSUES.

HISTORY OF PRESENT ALLEGATIONS:
SPEECH DELAY AND SENSORY ISSUES: The mother states that since birth the claimant has had problems with her speech and has had also sensory issues. The claimant has received speech therapy with occupational therapy for approximately one year. The mother states that the claimant has difficulty in using her hands and playing games as well as playing with Play-Doh and other toys. She has received speech and occupational therapy two times per week, which the mother states appears to be helping her a little bit.
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At the present time, the claimant does carry on a conversation. She is able to make full sentences. She communicates very well with her mother and with the person who is taking care of her. She does answer questions and appears to be a very pleasant young female. She does very well with occupational and speech therapy and appears not to have any problems with her speech at all at this time. There has been some improvement with her therapy.

REVIEW OF SYSTEMS: The mother states that the claimant does suffer from headaches, clumsiness, but no other problems at this time. The mother denies that she has any problems with dizziness, shakiness, vomiting, visual problems, hearing problems, loose stools, hard stools, soiling, bedwetting or day wetting, muscle weakness, abnormal posture or poor appetite.

ACTIVITIES OF DAILY LIVING: The claimant is a 4-year-old female and she receives home speech and occupational therapy, which she is receiving for one year. She lives with her mother and she does not like to share any of her toys and she is very repetitive. She does not play very much with her siblings, but she is starting to play games now and play with Play-Doh. She does have a little baby doll that she carries with her wherever she goes and has a hard time being detached from that little doll. The mother states that she has a lot of sensory issues such as doing her hair, showering. She tiptoes quite a bit and she has problems with walking or getting dirty. The mother states that the claimant also would not sit next to any other person or any other children. She always keeps her distance.

DEVELOPMENTAL MILESTONES: The mother states that the child was not an easy to care for infant from 0-18 months of age secondary to always having reflux and sensory issues. She also states that she was not an easy to care for toddler from 18-48 months of age for the same reason. The informant who is the mother states that the claimant sat alone without support at 8 months, crawled at 8 months, walked without support at 1 year, said her first words at 2 years, said her first sentences at 3 years, self-dressed without help at about 4 years. The claimant is still having some problems with self-dressing although she is able to undress. She was bladder trained at 2 years 9 months and bladder trained during the night at 3 years and bowel trained at 3 years of age. During the first three years of life the child frequency cried, had temper tantrums, had extreme mood changes, was afraid of new faces, was distractible, explored the surrounding environment, was active, and was predictable in terms of sleep and waking patterns. During the first three years of life the child was unresponsive to discipline, was destructive and enjoyed being held, but rarely engaged in self-hurting or injuring behavior.

BIRTH HISTORY: The mother did not encounter any problems during pregnancy, delivery or during the first week of life. The claimant was born at Doctors Hospital at Renaissance and she states that she was in labor for four hours. The child was not a cesarean section and was not more than one baby born. The baby was not blue at birth and was not jaundiced and did not need oxygen at the time of birth. The mother states that also she was not placed in an incubator and that there was nothing wrong with her at birth. The baby weighed 6 pounds and was 19 inches long. The mother also states that the baby was in the hospital for one day as well as her staying only for one day and then they were dismissed.
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PAST HISTORY: Speech delay and sensory issues. She has received occupational, physical and speech therapy for her condition.

SOCIAL HISTORY: The mother is remarried at this time and she states that her husband, the father of the claimant, works at Maseca which is a tortilla factory. There is no one in the family who smokes, drinks alcohol, has had seizures, or uses marijuana, cocaine, crack, heroin or any IV drug abuse. The mother denies any history of hepatitis, HIV, any sexually transmitted diseases. The mother takes care of the child at home and she is receiving speech and occupational therapy and is being homeschooled at this time. They live in an apartment.

FAMILY HISTORY: The father is 30 and has a normal health record at this time. The mother is 30 and she has had attention deficit hyperactive activity as well as anxiety. There is also dyslexia and OCD, which is obsessive-compulsive disorder and anxiety in family history.

MEDICATIONS: None.

ALLERGIES: No known allergies.

PHYSICAL EXAMINATION

GROWTH CHART: The claimant is at 50th percentile for her height according to her age and is at the 50th percentile for her weight according to her age from the growth chart.

HT: 39¼”
WT: 30 lbs.
BMI: 
TEMP: 98.6°F
BP: 96/48 mmHg
HR: 95 bpm
RR: 12/min

GENERAL: This is a 4-year-old well-nourished and well-developed female, in no acute distress.

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.

ABDOMEN: Nondistended, nontender. No hepatosplenomegaly noted.

BACK: No palpable deformities or tenderness of the cervical, thoracic, and lumbar spine.
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EXTREMITIES: Without clubbing, cyanosis, or edema.

SKIN: No rashes.

MUSCULOSKELETAL: Full range of motion of all joints and no evidence of any active inflammation on exam. The claimant had a normal gait and station. She could walk on heels, toes, and squat without any difficulties.

NEUROLOGIC: Cranial Nerves II through XII were 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 with no evidence of any muscular 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, no skeletal anomalies. There was no physical evidence indicating side effects of medication.
The claimant’s behavior and attention span was appropriate. She related to and interacts well with the examiner and her caregiver. Her affect is appropriate. Her speech, both quantity and quality is spontaneous and on imitation age appropriate. Her receptive, expressive and communicative ability was age appropriate. Her general health shows no evidence of abnormality.

DIAGNOSES:
1. SPEECH DELAY – the claimant at this time appears to be normal and we did not see any kind of delay in the claimant at this time.

2. SENSORY ISSUES – the claimant appears to be normal at this time with a normal physical exam.

__________________________________________

MARISA C. INIGO, M.D.
Date

DDS VNDR #: 326743

