DISABILITY EVALUATION
Patient Name: Byers, Jared
Date of Birth: 03/17/1977
Date of Evaluation: 03/18/2024
Referring Physician: 
CHIEF COMPLAINT: A 47-year-old male referred for disability evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 47-year-old male who reports having being hospitalized at Sutter Health in March 2020 with acute myocardial infarction and underlying coronary artery disease. He stated that he required two stents in August 2020 as he had a repeat myocardial infarction. Medications were subsequently adjusted. He then stated that he had a third myocardial infarction in July 2021. He then received a third stent. The patient stated that he has chest pain all the time. This is brought on by exertion. He has associated shortness of breath. He notes dyspnea on exertion and minimal activity.
PAST MEDICAL HISTORY:
1. Acute non-ST elevation myocardial infarction 06/23/2019.

2. Hyperlipidemia.
3. Tinnitus.

4. ST elevation myocardial infarction in July 2019.

5. Hypertension.
6. Cigar smoker.

7. Recurrent angina status post coronary stent placement.

8. Marijuana abuse.

9. Non-ST elevation myocardial infarction on 11/17/2022.

10. Noncompliance.

11. Hyperglycemia.

12. Dyslipidemia.

13. Ischemic cardiomyopathy 
14. ST elevation myocardial infarction on 08/22/2023.

PAST SURGICAL HISTORY:
1. Left heart catheterization x3.
2. Stenting of unknown arteries.
MEDICATIONS: Brilinta, carvedilol, aspirin, lisinopril, Lipitor, and nitroglycerin. 
ALLERGIES: BENADRYL results in rash.
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FAMILY HISTORY: Unremarkable.
SOCIAL HISTORY: The patient is a smoker. He notes rare alcohol use. He continues with marijuana use.
REVIEW OF SYSTEMS:
Constitutional: He has had weight loss and weakness. He further reports fatigue.
Skin: Normal.

Eyes: Normal.

Ears: He reports pain.

Respiratory: He has cough.

Cardiac: As per HPI.

Gastrointestinal: He reports a history of heartburn. He further reports constipation.

Genitourinary: He has nocturia.

Neurologic: He has occasional headache.

Psychiatric: He reports nervousness, insomnia, and depression.

Hematologic: He has easy bleeding.

Remainder of review of systems is unremarkable.

PHYSICAL EXAMINATION:
General: He is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 124/89, pulse 75, respiratory rate 16, height 72.5”, and weight 185.6 pounds.

Examination is otherwise unremarkable.

The patient was referred for exercise treadmill test. The baseline ECG demonstrates sinus rhythm at 67 beats per minute. There are T-wave changes in the anterolateral leads. There is evidence of left anterior fascicular block. The patient exercised 43 seconds and then developed moderate to severe chest discomfort. Maximum heart rate was 95 beats per minute which is 55% of the maximum predicted heart rate. The test was stopped because of angina and dyspnea. Test is nondiagnostic due to underlying EKG changes. He reported angina during the test.
IMPRESSION: This is a 47-year-old male with a history of coronary artery disease, stable angina, ischemic heart disease, and underlying cardiomyopathy. He was noted to be symptomatic at a very low workload. The patient is unable to perform tasks which require lifting, pushing, or significant exertion.
Rollington Ferguson, M.D.

