DISABILITY EVALUATION
Patient Name: McNeil, Curtis
Date of Birth: 03/10/1962
Date of Evaluation: 05/09/2023
CHIEF COMPLAINT: A 61-year-old male with history of myocardial infarction.
HISTORY OF PRESENT ILLNESS: The patient is a 61-year-old male with a history of coronary artery disease who reports three myocardial infarctions in the last three years. He was evaluated at San Francisco General Hospital initially, but subsequently seen at St. Mary’s Hospital. He reports ongoing chest pain associated with dyspnea which occurs at approximately three blocks. Symptoms are associated with dizziness and improved with rest and worsened with activity.
PAST MEDICAL HISTORY:
1. Osteoarthritis of the right knee.
2. Coronary artery disease.

3. Hypercholesterolemia.

PAST SURGICAL HISTORY: Unremarkable.
MEDICATIONS:
1. Diclofenac sodium topical.

2. Clopidogrel 75 mg one daily.

3. Cyclobenzaprine one daily.

4. Atorvastatin 40 mg one daily.

5. Aspirin 81 mg one daily.

ALLERGIES: PENICILLIN results in hives.

FAMILY HISTORY: Sister and father died with colon cancer.
SOCIAL HISTORY: The patient is a prior smoker who quit approximately two months ago. He notes alcohol use, but none in seven years. He notes ongoing marijuana use.

REVIEW OF SYSTEMS: Otherwise unremarkable.
PHYSICAL EXAMINATION:
General: He is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 135/75. Pulse 48. Respiratory rate 20. Height 71”. Weight 199 pounds.

Remainder of examination is unremarkable.
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DATA REVIEW: A 12-lead ECG dated 04/16/2022 is reviewed and demonstrates sinus bradycardia at a rate of 47 beats per minute, normal intervals. There is evidence of left anterior fascicular block consistent with prior infarct. Echocardiogram revealed normal left ventricular function with ejection fraction of 60-65%. No significant valvular abnormality was noted.
This is a 61-year-old male who reports history of myocardial infarction. He has multiple risk factors to include cigarette smoking, coronary artery disease, and age. He reports dyspnea with minimal activity and further reports history of chest pain. Despite the same, there is a paucity of symptoms and findings to correlate his symptoms. He has no findings of significance on the current clinical examination. 

IMPRESSION:
1. History of coronary artery disease.

2. History of hypercholesterolemia.

3. Osteoarthritis right knee. 

PLAN: He is otherwise felt to be clinically stable for his procedure. He is status post left heart catheterization. He again is felt to have no significant coronary artery disease. He is able to perform normal tasks and activities.
Rollington Ferguson, M.D.
