DISABILITY EVALUATION
Patient Name: Hurley, Blaise
Date of Birth: 10/05/1980
Date of Evaluation: 09/12/2024
Referring Physician: 
CHIEF COMPLAINT: A 43-year-old African American male referred for disability evaluation.
HISTORY OF PRESENT ILLNESS: The patient as noted is a 43-year-old male with a history of congenital heart disease. He has a history of tetralogy and underwent valve replacement x 3. He initially underwent surgery at age 5 and subsequently had two subsequent surgeries. In 2013, he developed endocarditis. He was then hospitalized at UC Davis for approximately two months. He collapsed four months later and required valve replacement. Since that time, he had been doing poorly. He has had progressively worsening symptoms and worsening left ventricular ejection fraction. He states that his EF is now 40% and on average his saturation is 88%. His exercise tolerance is less than 25 yards. He is currently on home oxygen.
PAST MEDICAL HISTORY: 
1. COPD.
2. Atrial fibrillation.
3. Congestive heart failure.

4. Hypothyroidism.
5. Endocarditis.

6. Depression.

PAST SURGICAL HISTORY: Valve replacement x 3.
MEDICATIONS: Albuterol inhaler p.r.n., amiodarone 200 mg one daily, bumetanide 1 mg one b.i.d., Eliquis 5 mg one b.i.d., Entresto 97/103 one b.i.d., ferrous sulfate 325 mg one daily, Jardiance 10 mg one daily, levothyroxine 25 mcg one daily, metoprolol 50 mg b.i.d., spironolactone 25 mg daily, and vitamin C daily.
ALLERGIES: LORAZEPAM. 
FAMILY HISTORY: Maternal grandfather had coronary artery disease and diabetes. Paternal grandfather had CVA. Mother died with congestive heart failure. Father died with congestive heart failure. 
SOCIAL HISTORY: He states that he has had no cigarettes in 10 years. He has alcohol use, but states he has not used any alcohol since Christmas. He notes marijuana use. He further reports *__________*.
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REVIEW OF SYSTEMS:
Constitutional: He has fatigue, weight gain, and a history of syncope.

Eyes: He reports redness and burning.

Respiratory: He has dyspnea.

Cardiac: He has a history of ICD.

Gastrointestinal: Unremarkable.
Genitourinary: He reports frequency and urgency.
Musculoskeletal: He reports leg pain.
Neurologic: He has dizziness.
Psychiatric: He reports depression.

Endocrine: He reports heat intolerance.

Hematologic: He has anemia and easy bruising.

Review of systems otherwise is unremarkable.

PHYSICAL EXAMINATION:
General: The patient is alert, oriented, and in no acute distress. The patient is noted to be obese.
Vital Signs: Blood pressure 112/65, pulse 117, respiratory rate 21, and weight 322.2 pounds.

Skin: Exam involves multiple tattoos involving chest and limb. 

Cardiovascular: There is a grade 2/6 systolic murmur at the aortic area. There is a murmur at the apex which increases with expiration.
Abdomen: Abdomen is noted to be obese.

Extremities: Right lower extremity is erythematous. 2+ edema is noted.

IMPRESSION: This is a 43-year-old male with a history of CHF, COPD, cardiomyopathy, tetralogy of Fallot, and hypothyroidism, who presents for a disability evaluation. The patient is noted to have a distant history of substance abuse and further has a history of endocarditis. The patient is currently on home oxygen. He has congestive heart failure of unknown type and unknown chronicity. He reports EF of 40% which is suggestive of heart failure with reduced ejection fraction. Currently, the patient is unable to perform tasks which require significant lifting, pushing or pulling. Functionally, he is classified New York Heart Association II-III. He requires further treatment of his heart failure. He has a history of paroxysmal atrial fibrillation and is maintained on amiodarone. 
RECOMMENDATION: The patient currently is unable to perform usual activities due to underlying cardiovascular disease and socio-behavioral issues.

Rollington Ferguson, M.D.
