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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: JACOB REY SALAZAR
DATE OF BIRTH: 12/09/2016
CASE ID: 7729090
DISABILITY EXAMINER: MARISA C. INIGO, M.D.
DDS VNDR #: 326743
TEXAS LIC#: H9525

DATE OF EXAM: 04/30/2024
EXAMINATION DURATION: 45 mins
MEDICAL INFORMATION AVAILABLE FOR REVIEW: Yes, medical records from Driscoll Cardiology in McAllen dated 06/15/2021.
INFORMANT: Rachel __________, mother
IDENTIFYING INFORMATION: This is a 7-year 5-month-old male who presented with his mother for a disability evaluation to evaluate allegations of heart defect/bicuspid aortic valve defect and Legg-Calve-Perthes syndrome. Both parents work; the father works as a painter and the mother as a CNA. At the present time, the claimant is not on disability. The parents are married by common-law. They live in a house and they are in a very stable relationship at this time.
ALLEGATIONS:

1. HEART DEFECT / BICUSPID AORTIC VALVE DEFECT.
2. LEGG-CALVE-PERTHES SYNDROME.
HISTORY OF PRESENT ALLEGATIONS:
1. HEART DEFECT / BICUSPID AORTIC VALVE DEFECT: The mother states that in December 2016, the claimant was diagnosed with a heart defect/bicuspid aortic valve defect stenosis, which was congenital. The claimant was diagnosed in Edinburg Regional Hospital when he was born, but was sent home and referred to a pediatric cardiologist for followup. The claimant states that he has times when he has palpitations on his left chest, which gives him shortness of breath and he sometimes has diaphoresis. He denies any nausea, vomiting, or dizziness. His discomfort does not radiate to any other part of his body.
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When he does have the palpitations, they last for a few minutes and it is something he has at least once or twice a week. The palpitations are precipitated by exertion and are not related to rest or food intake. The claimant is presently on no medications for his condition. The palpitations are relieved by resting. The claimant has symptoms of shortness of breath, palpitations, and diaphoresis. He has no risk factors at this time which include hypertension, diabetes mellitus, positive family history of heart disease, smoking, or high cholesterol. The claimant also does not have a history of peptic ulcer disease, gastritis, hiatal hernia, biliary disease, pancreatitis, esophagitis, pulmonary emboli, or costochondritis. He does have occasional shortness of breath, but has no pedal edema or orthopnea. He was diagnosed with a heart defect congenital consisting of a bicuspid aortic valve defect stenosis. He is pending a dilated aortic valve procedure, but does not know when it will be performed.

2. RIGHT LEGG-CALVE-PERTHES SYNDROME: The mother states that in 2022 when he was 5-year-old, he started to develop pain in his right hip with a limp. He was diagnosed with right Legg-Calve-Perthes syndrome. X-rays were performed and eventually the claimant had to have screws in the right femoral hip area to secure the femoral head since he was starting to have poor vascular circulation in the right femoral head area. This occurred in 2021. No injections were given. No fractures occurred. His symptoms include pain and stiffness and pain that he usually feels in the morning. The mother states that it is worse with activity. It is not related to any kind of cold or rainy weather. His limitations include being able to walk one block slowly, stand for 30 minutes, climb two flights of stairs, squat and bend over to pick up clothes. He is right-hand dominant and is able to write, use a coffee cup, put his clothes on, and lift approximately 2 pounds above his head. His physician is Dr. Mendoza at Driscoll Hospital. He has no assistive devices that he uses at this time and occasionally if he does have any aches and pains in his right calf, Motrin is given 100 mg q.d. which does give some relief. The claimant enjoys playing outside sports and does play sports at school at this time. A second procedure was performed in October 2023 to remove the screws that were placed in his right hip. At the present time, the claimant appears to be doing well. He has a normal gait and his condition appears to have resolved.

REVIEW OF SYSTEMS: The claimant has no problems with headaches, dizziness, hearing problems, shakiness, clumsiness, vomiting, loose stools, hard stools, soiling, bedwetting/day wetting, muscle weakness, abnormal posture, poor appetite, or rash. He does have some minor problems with visual acuity.
ACTIVITIES OF DAILY LIVING: The claimant goes to school during the week. He is not a loner and he does not have frequent fights with peers, adults, or siblings. He enjoys playing sports outdoors. He does do some reading and video games. He is in the 1st grade at this time and making As and Bs and enjoys going to school. When he comes home, he also enjoys playing outside. He does spend time doing his homework which he does not like to do very often.
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DEVELOPMENTAL MILESTONES: The claimant was an easy-to-care-for infant for the first month of birth. After that, it was difficult since he had a cardiac defect of his heart and problems with his right hip. He was an easy-to-care-for toddler from 18 to 48 months of age. The claimant sat alone without support at 7 months, crawled at 8 months, walked without support at 16 months, said his first words at 1 year, said his first sentence at 2 years, self-dressed without help at 6 years, was bladder trained during the day at 2 years, bladder trained during the night at 2 years, and was bowel trained by 4 years. During the first three years of life, the child frequently cried, enjoyed being held, explored the surrounding environment, was active, and was predictable in terms of sleep and waking patterns. During the first three years of life, the claimant sometimes had temper tantrums and was afraid of new faces and places. He rarely had extreme mood changes, was distractible, was unresponsive to discipline, was destructive, or engaged in self-hurting or injuring behavior.
BIRTH HISTORY: The claimant was not born by aid of instruments. He was not a cesarean section baby. He was a one-baby birth. He was not blue at birth or jaundiced. He was not given oxygen at the time of birth. He was not placed in an incubator, but the claimant was noted to have signs of possible spina bifida which is very minor and did not affect his function or growth. He had a small deformation at the lower back part of his back. He weighed 7 pounds 3 ounces and his length was 20 inches. The mother stayed in the hospital for one day and the baby stayed in the hospital for a day as well. They did find a cardiac defect at birth which was aortic stenosis. The claimant was referred as an outpatient to a cardiologist. The claimant was delivered by Dr. Maria Rodriguez and the mother was in labor for approximately seven hours. She was delivered at the Women’s Corner Edinburgh Hospital. Also, at the time of birth the baby had trouble sucking on the bottle and did not have testicular descension and eventually had to have surgery since his testicles had not descended.
PAST HISTORY: The claimant had aortic bicuspid valve stenosis congenital, which has not been treated but closely observed. He also had juvenile osteochondrosis of the head of the right femur with a right hip screw placement which was placed in 2021; then in October 2023, after two years, removal of screws of the right hip was performed. The claimant was diagnosed with Legg-Calve-Perthes syndrome and is doing very well and able to ambulate at this time. He also had orchiopexy with repair of the chordae bilaterally which was performed on March 29, 2018, for undescended testes, which went well. The claimant also was in a car accident where he had avulsion of the right thigh skin which was surgically repaired and appeared to heal well.
SOCIAL HISTORY: Nobody in the family smokes at this time. ALCOHOL – the father will occasionally have a beer socially. There is nobody in the family with delirium tremens or seizure disorder. SUBSTANCE ABUSE – there is nobody who uses marijuana, cocaine, crack, heroin, or any IV drug abuse. COMMUNICABLE DISEASES – the mother denies any history of hepatitis, HIV, or any sexually transmitted diseases. Parents of the claimant are both working. They live in a stable family environment. There are two other siblings who appear to be doing well at this time. The parents are married by common-law and they appear to be doing well and taking care of the two other siblings as well as the claimant.
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FAMILY HISTORY: The father is 37 and he did have a small aneurysm of the brain. The mother is 37 as well and has diabetes mellitus. There are two cousins with spina bifida; both of them have major problems and the claimant does have spina bifida, but which is very minimal and he is completely functional.
MEDICATIONS: None.
ALLERGIES: No known allergies.
PHYSICAL EXAMINATION

GROWTH CHART: The claimant is at the 75 percentile for his height according to his age and is at the 93 percentile for his weight according to his age.

HT: 49¾”tall.
WT: 70  lbs.
BMI:
BP: 106/61 mmHg
HR: 88 bpm
RR: 12/min. Oxygen Saturation: 100%.
GENERAL: The claimant is a 7-year 5-month-old well-nourished and well-developed male, in no acute distress. He was very pleasant and he enjoyed carrying on a conversation with me.
HEENT: Pupils were equal and reactive to light. Oral mucosa was moist and no pharyngeal erythema or edema was noted. The claimant had some mild problems with visual acuity.
SNELLEN VISION: OD: Uncorrected is 20/40. OS: Uncorrected is 20/40. Binocular uncorrected is 20/30.

NECK: Supple without thyromegaly or mass.
LUNGS: Clear to auscultation bilaterally.

CARDIAC: No palpable deformity or tenderness of the cervical, thoracic and lumbar spines noted except for a small remnant of a spina bifida, which has not affected his function and there has not been any need for any kind of surgery.
ABDOMEN: Nondistended, nontender. No hepatosplenomegaly noted.
BACK: No palpable deformities or tenderness of the cervical, thoracic, and lumbar spine.

EXTREMITIES: Without clubbing, cyanosis, or edema. There is a right thigh 8” x 5” anterior scar from a motor vehicle accident where the claimant sustained avulsion of skin, which has healed well and he is completely functional of the right leg.
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SKIN: No rashes. As noted previously, there is a right thigh 8” x 5” scar which appears to have healed well. The claimant has full function of the right leg.
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. He 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 except for mild acuity problems which needs to be corrected with glasses. There was no facial dysmorphism. No skeletal anomalies except for a small remnant of spina bifida which has not affected his function. There was no physical evidence indicating side effects of medications. The claimant is presently not on any medications at this time.
The claimant’s behavior and attention span was appropriate. He related to and interacts well with the examiner and his caregiver. His affect is appropriate. His speech, both quantity and quality is spontaneous and on imitation age appropriate. His receptive, expressive and communicative ability was age appropriate. His general health shows no evidence of abnormality except for a grade 2/5 murmur on the left side of his chest secondary to bicuspid aortic stenosis congenital, which is still being evaluated. He is pending dilatation of the aortic valve.
DIAGNOSES:
1. HEART DEFECT SECONDARY TO A BICUSPID AORTIC VALVE STENOSIS, WHICH WAS CONGENITAL – is being observed closely. He appears to have a normal physical exam at this time. He is pending a dilatation of the aortic valve, but appears to be functioning at a normal level at this time.

2. LEGG-CALVE-PERTHES SYNDROME OF THE RIGHT HIP – has been treated and his symptoms have resolved. He has full range of motion of the hip and is able to squat. The claimant is also able to run at this time.
PROGNOSIS: Fair to good with cardiac intervention for his aortic bicuspid valve stenosis, which has not been treated at this time, but appears to be stable and is being observed closely.
__________________________________________

MARISA C. INIGO, M.D.
Date
DDS VNDR #: 326743

