CARDIOLOGY CONSULTATION
Patient Name: Fontenot, Derek
Date of Birth: 04/11/1958
Date of Evaluation: 10/26/2023
CHIEF COMPLAINT: Sporadically elevated blood pressure.

HPI: The patient had previously been followed in this office, but had been lost to follow up. He was seen by his primary care physician who subsequently referred him for evaluation for ongoing chest discomfort.
ACTIVE PROBLEMS: He has multiple medical problems. Active problems include:
1. Hypertension.
2. Asthma.
3. COPD.
4. Mastoiditis.
5. Rhinitis.
6. Diabetes type II.
7. Glaucoma.
8. Hyperlipidemia.
9. Depressive disorder.
The patient further has history of arthritis of the knees and hips. He has sleep apnea. He further has history of deviated septum. In either case, he presents to the office today complaining of intermittent chest tightness, it is left-sided. It is rated 1/10. It lasts approximately 1 to 10 minutes and then goes away.
PAST MEDICAL HISTORY: As above.
PAST SURGICAL HISTORY: Cataract left eye, mastoiditis of left ear, surgery for deviated septum. He has had bariatric surgery procedure. He has posttraumatic surgery of the left eye at age of 10.
CURRENT MEDICATIONS: Amlodipine 10 mg daily, Enbrel Mini 50 mg/mL cartridge, fluticasone propionate 50 mcg actuation spray, albuterol sulfate p.r.n., chlorthalidone 25 mg one daily, Combivent 20/100 b.i.d., metformin 1 g b.i.d., metoprolol succinate 50 mg q.24 hours, Singulair 10 mg daily, Actos 30 mg daily, sertraline 50 mg daily, sildenafil 100 mg p.r.n., simvastatin 20 mg h.s., Spiriva Respimat 2.5 mcg/actuation one inhalation daily, trazodone 50 mg h.s., zolpidem 10 mg tablets p.r.n.
ALLERGIES: HYDROXYCHLOROQUINE.
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FAMILY HISTORY: He notes that all his family members have had heart problems.

SOCIAL HISTORY: He is a prior smoker, but quit in 2010. He previously used amphetamines, but has not done so in long-term period.

REVIEW OF SYSTEMS:
HEENT: Left ear deafness.

Respiratory: He has asthma.

Musculoskeletal: He has multiple joint pains. Otherwise, as noted.

PHYSICAL EXAMINATION:

General: He is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 124/81, pulse 76, respiratory rate 20, height 71 inches, weight 256 pounds.
The remainder of the exam is unremarkable.
IMPRESSION: A 65-year-old male seen in followup. He presents with a complaint of chest pain. He has distant history of hemoptysis, distant history of left lingular mass. He has ongoing chest pain and prior history of syncope. He has asthma, which is stable. He has history of arthritis of the knee and hip. His blood pressure appears controlled today although he has documentation that blood pressure is sporadically elevated.

PLAN: We will discontinue simvastatin, start enteric-coated aspirin 81 mg p.o. daily, Lipitor 40 mg one p.o. h.s. Referred for Lexiscan. He requires echo. He should have chest x-ray PA and lateral and CT of the chest to follow up on left lingular mass; in addition, CBC, Chem-20, lipid panel, hemoglobin A1c, urinalysis and PSA.
Rollington Ferguson, M.D.
