CARDIOLOGY CONSULTATION
Patient Name: Allen, Birdie
Date of Birth: 06/03/1940
Date of Evaluation: 10/19/2023
The patient is referred from Medical Hill Skilled Nursing Facility

CHIEF COMPLAINT: Request for cardiac evaluation.
HISTORY OF PRESENT ILLNESS: The patient is a poor historian who is unable to give an adequate history. Records from Summit Medical Center are reviewed. The patient’s record from EPIC is reviewed in detail. She is an 83-year-old female who had been discharged from Summit Medical Center on September 2, 2023, following a diagnosis of sepsis. She is noted to have dementia, heart failure, reduced ejection fraction, coronary artery disease, hypertension, peripheral vascular disease, diabetes type II, chronic kidney disease, chronic metabolic acidosis, gastroesophageal reflux disease, and chronic pain syndrome. She had presented to the emergency room on August 27, 2023, with several days of generalized weakness. She was found to have UTI and acute kidney injury and was discharged back to the Skilled Nursing Facility. Her culture, however, had resulted in MDR, produced in pseudomonas and she was subsequently called back to the emergency room where she was admitted. She was then seen in consultation by Infectious Disease and was placed on extended infusion of cefepime 1 g q. 12 hours. She was to receive that regimen until September 13, 2023. She was subsequently discharged with diagnoses of:    
1. Sepsis due to multidrug resistant carbapenemase producing Pseudomonas. 
2. Urinary tract infection.
3. Chronic left heel unstageable ulcer. 
4. Acute kidney injury on chronic kidney disease.
5. Acute metabolic encephalopathy.
6. Generalized weakness and malaise.

7. Diabetes type II.

8. PVD status post right lower extremity bypass in 2002.

9. Dementia.

10. Heart failure with reduced ejection fraction.

11. Chronic metabolic acidosis.

12. Class I obesity.

13. Paroxysmal atrial fibrillation.

14. Coronary artery disease.

15. Dyslipidemia.
16. Gastroesophageal reflux disease.
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17. Depression.

18. History of anxiety.

19. History of hypertrophic obstructive cardiomyopathy dating 2001.

20. History of hypercalcemia.

21. History of tobacco use.

22. History of recurrent urinary tract infections.

The patient presents to the office with this background. She currently denies any complaints.

PAST MEDICAL HISTORY: As above.

PAST SURGICAL HISTORY:
1. History of axillary cyst excision.
2. History of cataract surgery.
3. History of laparoscopic cholecystectomy.
4. History of fallopian tube ligation.

MEDICATIONS:
1. Acetaminophen 325 mg take two tablets every six hours p.r.n.  
2. Amiodarone 200 mg twice daily.

3. Eliquis 2.5 mg b.i.d.

4. Aspirin 81 mg one daily.

5. Atorvastatin 40 mg h.s.

6. Tessalon 200 mg by mouth t.i.d.

7. Carvedilol 25 mg b.i.d.

8. Cefepime 50 mL every 12 hours.

9. Cholecalciferol, i.e., vitamin D3 1000 units daily.
10. Clopidogrel 75 mg daily.
11. Vitamin B12 1000 mcg tablets daily.

12. Donepezil 10 mg daily.

13. Fluticasone p.r.n.
14. Miconazole 2% cream.

15. Lantus 35 units h.s.

16. Isosorbide mononitrate 30 mg daily.

17. Pantoprazole 40 mg daily.

18. Pregabalin 50 mg one capsule t.i.d.

19. Ranolazine, i.e., Ranexa 500 mg b.i.d.

20. Tizanidine 2 mg tablet one daily p.r.n. muscle spasms.

21. Travatan drops instill one drop in each eye every evening.
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ALLERGIES: CYMBALTA makes her tired. RAMIPRIL results in cough.
FAMILY HISTORY: Noncontributory. 
SOCIAL HISTORY: The patient is currently a resident of the skilled nursing facility.
REVIEW OF SYSTEMS: Otherwise not obtainable.
PHYSICAL EXAMINATION:
General: The patient is in no acute distress, but she is unable to give adequate history.
Vital Signs: Blood pressure 106/56, pulse 74, and respiratory rate 16.

Lungs: Clear to auscultation.

Cardiovascular: Regular rate and rhythm. Normal S1 and S2. No S3 or S4.

Abdomen: Obese. Bowel sounds normoactive. No masses or tenderness noted.
Back: No CVAT.

Extremities: No edema.

Pacemaker site is noted on the anterior chest wall.
IMPRESSION: An 83-year-old female with a history of paroxysmal atrial fibrillation, coronary artery disease, heart failure with reduced ejection fraction, peripheral vascular disease, who is now seen in the office for initial evaluation. EKG demonstrates a ventricular paced rhythm. There is also repolarization abnormality.
PLAN: We will schedule her for a pacemaker check, echo to assess her LV function. Continue current medications. 
Rollington Ferguson, M.D.

