CARDIOLOGY CONSULTATION
Patient Name: Pettis, Crystal
Date of Birth: 08/15/1952

Date of Evaluation: 10/09/2023

CHIEF COMPLAINT: The patient is a 71-year-old female with multiple hospitalizations for congestive heart failure who is referred for evaluation. She reports having congestive heart failure for 5-9 years. She is here for initial evaluation. She reports history of chest pain and shortness of breath. These occur somewhat infrequently. She notes that shortness of breath is brought on exertion. She states that she can no longer walk without the aid of a walker. She reports having had six falls. She had previously noted shortness of breath at less than one block.

PAST MEDICAL HISTORY:

1. Congestive heart failure.

2. Diabetes.

3. Hypertension.

4. Obesity.

5. Anxiety.

6. Paranoid schizophrenia.

PAST SURGICAL HISTORY:

1. A shunt for headaches.

2. Tubal ligation.

MEDICATIONS:

1. Folic acid.

2. Carvedilol,

3. Bumex.

4. Farxiga; all unknown dose.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father with heart problems.

SOCIAL HISTORY: The patient is a prior smoker who quit greater than 20 years. Denies drug use, but notes alcohol use.

REVIEW OF SYSTEMS:
Constitutional: Unremarkable.

Eyes: Wears glasses. She has had surgery of the eye.

Ears: Tinnitus.

Nose: She reports dryness and discharge.

Pettis, Crystal
Page 2

Oral Cavity: She has dentures.

Throat: The patient reports hoarseness.
Neck: The patient reports pain and stiffness.

Respiratory: Unremarkable.

Cardiac: As per HPI.

Gastrointestinal: No nausea, vomiting, hematochezia or melena.

Genitourinary: No frequency, urgency or dysuria.

Neurologic: She has had headaches and dizziness.

Psychiatric: She has nervousness, insomnia and depression.
Review of systems otherwise unremarkable.

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

Vital Signs: Right brachial 146/83, pulse 63, respiratory rate 20, height 64” and weight 324 pounds.

Cardiac: Significant for grade 2/6 systolic murmur in the aortic region.

Abdomen: Obese.

Extremities: Revealed 2+ pitting edema.

Musculoskeletal: She has generalized weakness and is wheelchair bound.

DATA REVIEW: EKG demonstrates sinus rhythm 59 beats per minute and nonspecific ST-T wave abnormalities.

IMPRESSION:

1. Congestive heart failure.

2. Suspsect aortic stenosis.

3. Hypertension.

4. Obesity.

PLAN: CBC, Chem-20, hemoglobin A1c, lipid panel, and TSH. Echocardiogram to evaluate aortic murmur. Start metolazone 2.5 mg b.i.d. Follow up in six weeks.

Rollington Ferguson, M.D.
