CARDIOLOGY CONSULTATION
Patient Name: Franklin, Wendy

Date of Birth: 09/07/1953

Date of Evaluation: 10/31/2023

Referring Physician: _______
CHIEF COMPLAINT: A 70-year-old white female referred for cardiovascular evaluation.

HPI: The patient reports history of gout disorder dating to approximately 10 years ago. More recently, there was noted swelling in her feet. She has had dizziness and chest pain. She saw ear, nose and throat and was felt to have benign positional vertigo. She has continued with intermittent chest discomfort, which occurs in a.m., but not with exercise.

PAST MEDICAL HISTORY:
1. Hypercholesterolemia.

2. Seasonal allergies.

3. Prediabetes

PAST SURGICAL HISTORY:  Biopsy noncancerous lump of the breast.

MEDICATIONS:
1. Calcium one daily.

2. Vitamin D one daily.

3. Multivitamin one daily.

4. Fish oil one daily.

ALLERGIES: CALAMINE LOTION.
FAMILY HISTORY: Father had heart murmur. Grandfather died of myocardial infarction. A sister had murmur. Maternal grandmother died of cancer. Maternal grandfather died of cancer.

SOCIAL HISTORY: The patient reports having smoked for one year only. Denies alcohol or drug use.

REVIEW OF SYSTEMS:
Ears: There is deafness.

Gastrointestinal: She reports antacid use and hemorrhoids.

Genitourinary: Reports frequency.

Neurologic: She has vertigo/dizziness.
Psychiatric: Insomnia.
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PHYSICAL EXAMINATION:
General: The patient is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 115/94, pulse 76, respiratory rate 16, height 65” and weight 127.2 pounds.

Exam otherwise significant for systolic murmur at left parasternal border.

ECG demonstrates sinus rhythm 78 beats per minute and is otherwise unremarkable.

IMPRESSION:
1. Murmur.

2. Chest pain.

3. 2+ edema of the lower extremities.

PLAN: Echo and stress test.
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