CARDIOVASCULAR CONSULTATION
Patient Name: Shields, Ramon
Date of Birth: 07/18/1979
Date of Evaluation: 07/27/2023

Referring Physician: Dr. Boykins – Roots Community Clinic
CHIEF COMPLAINT: A 44-year-old African American male who complained of chest pain.
HPI: The patient is a 44-year-old male who reports chest pain of several months’ duration. Pain is noted to be at times dull and achy and involves the right side of the chest. It is worse when lying on his back and turning on the side. He reports secondary pain, which is more substernal and throbbing and worse with lying on his back. Pain is sometimes associated with palpitations and exercise. He has had no nausea or vomiting. He has had no symptoms of orthopnea or PND.
PAST MEDICAL HISTORY: Bone spur.
PAST SURGICAL HISTORY: Right foot surgery involving ankle and toes.
MEDICATIONS: None.
ALLERGIES: No known drug allergies.

FAMILY HISTORY: He reports that his father’s side of the family all had diabetes. His father himself had a CVA. Maternal grandmother had a melanoma.
SOCIAL HISTORY: He denies cigarette smoking, alcohol or drug use.

REVIEW OF SYSTEMS: Review of systems otherwise unremarkable.
PHYSICAL EXAMINATION:
General: The patient is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 146/84, pulse 64, respiratory rate 20, height 69” and weight 221 pounds.

Abdomen: Reveals multiple tattoos. He is obese.

DATA REVIEW: ECG revealed sinus rhythm 55 bpm, leftward axis of –21, otherwise unremarkable.

IMPRESSION:

1. Chest pain.
2. Palpitations.
3. Bradycardia.

PLAN: We will proceed with echo and stress testing.
Rollington Ferguson, M.D.
