DISABILITY EVALUATION
Patient Name: Walker, Dexter Anton
Date of Birth: 09/22/1965
Date of Evaluation: 09/17/2024
Referring Physician: Disability Evaluation
IDENTIFYING INFORMATION: The patient presented a California identification card W9271454 which correctly identified the claimant.

CHIEF COMPLAINT: A 58-year-old male referred for a disability evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 58-year-old male who reports a history of enlarged heart since an early age. He stated that he had been living in a homeless shelter and had been told by lawyers to go apply for disability. He reports lower extremity swelling. He has knee pain which results in difficulty standing, but no impediment to walking. The patient denies any chest pain or palpitations. 
PAST MEDICAL HISTORY:
1. Sickle cell trait.

2. Congestive heart failure.

3. Hypertension.

4. Retinal pathology requiring surgery.

PAST SURGICAL HISTORY:
1. Retinal surgery.
2. Ventral hernia.

MEDICATIONS: Lisinopril 20 mg one daily, furosemide one daily, metoprolol daily, and cyclobenzaprine p.r.n.
ALLERGIES: No known drug allergies. 
FAMILY HISTORY: Sister had rheumatic fever and required valve replacement. Mother and father had diabetes.
SOCIAL HISTORY: There is no history of cigarette smoking or drug use. He notes occasional alcohol use. 
Walker, Dexter Anton

Page 2

REVIEW OF SYSTEMS:
Constitutional: He has weight gain.

Eyes: He has impaired vision and wears glasses.
Throat: He reports dysphagia.

Cardiac: He reports symptoms of edema and enlarged heart. He retrospectively does note palpitations.

Gastrointestinal: He has abdominal hernia. He has a history of surgery.

Genitourinary: He has frequency.

Musculoskeletal: He has pain in his knees.

Neurologic: He has headaches and dizziness.

Psychiatric: He reports depression and insomnia.

Remainder of the review of systems is unremarkable.

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

Vital Signs: Blood pressure 151/93, pulse 75, respiratory rate 16, height 70”, and weight 277 pounds.
Vision: Left eye 20/50, right 20/40, both 20/40.
Examination is otherwise significant for 2+ edema.
IMPRESSION:
1. Hypertension, uncontrolled.

2. Edema.

3. History of congestive heart failure.

RECOMMENDATIONS: The patient is referred for disability evaluation. He has a history of congestive heart failure. He is noted to have uncontrolled hypertension. Etiology of heart failure not determined. He requires echocardiogram. In the interim, he is unable to perform tasks which require significant lifting or exertion.
Rollington Ferguson, M.D.

