EXHIBIT G
[bookmark: _GoBack]Specialty Examination – CARDIAC
In addition to the Evaluation and Report Requirements of the Physical Disability Evaluation, the Cardiac Examination should include:
Specific findings:  The examination should concentrate on the areas affected by the client’s illness or impairment.

General Observations:  Comment on dyspnea, orthopnea, or edema.  
Provide a detailed description of the examination of the heart, including comments on heart sounds and rhythm.  Describe any jugular vein distention, abnormal adventitious lung sounds, hepatomegaly, or peripheral edema of extremities.
Review of the Cardiac Systems.  Describe any specific complaints.  Particular inquiry with respect to the client’s history of chest pain should be described in terms of:
Onset,

Character,

Location,

Radiation,

Frequency,

Duration,

Precipitating Factors, and

Mode of Relief.

The client should provide a longitudinal record of the character of chest pain.  It should be noted whether the pain occurs at rest or awakens the individual, or is related to ingesting of food or movement of upper extremities.  Describe the impact of chest discomfort, dyspnea, or other cardiovascular symptoms on physical activity.
Laboratory and Diagnostic Studies.  Do not perform studies (i.e.  x-ray, ECG’s, or labs) unless they have been specifically authorized by the DDDS in advance.  This program emphasizes and evaluates based on function (not diagnosis and treatment).  If a test such as an ECG or ETT is authorized, the original, or a legible copy of all tracings must be supplied. 
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