CARDIOLOGY CONSULTATION
Patient Name: Velasco-Dodge, Rosie

Date of Birth: 04/02/1959

Date of Evaluation: 04/22/2025

CHIEF COMPLAINT: A 66-year-old female referred for disability evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 66-year-old female who is known to have history of scleroderma and Raynaud’s. She was diagnosed with rheumatoid arthritis at age 16. She has lost dexterity of her hands as the fingers are deformed. She reports dizziness and chest pain x3 months. Chest pain and dizziness both occur sporadically without any specific precipitating factors. She notes that the pain goes away when she stops doing active work. She has had no shortness of breath at rest, but does note some dyspnea at 8-10 blocks.

PAST MEDICAL HISTORY: Includes:

1. Hypertension.

2. Right carotid stenosis.

3. Morphea.

4. Scleroderma.

PAST SURGICAL HISTORY:
1. Bilateral knee surgery.

2. Splenectomy.

3. Bilateral rotator cuff tear.

4. Hysterectomy.

5. Appendectomy.

MEDICATIONS:

1. Pilocarpine 5 mg one t.i.d.

2. Amlodipine 5 mg one daily.

3. Atorvastatin 20 mg one daily.

4. Gabapentin 100 mg, take one or two tablets h.s.

5. Cyclobenzaprine 5 mg one t.i.d.

6. Topiramate 25 mg, take two b.i.d.

7. Hydroxychloroquine 200 mg b.i.d.

8. Losartan one daily.

9. Naproxen 500 mg b.i.d.

10. Azathioprine 50 mg b.i.d.

11. Atenolol 25 mg, take two daily.

12. Omeprazole 40 mg one b.i.d.
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13. Clobetasol lotion, apply b.i.d.

14. Triamcinolone cream 0.1% two times to the ankles.

15. Fluocinonide 0.05% cream three times a week.

16. Diclofenac topical gel p.r.n.

ALLERGIES: SULFA.
FAMILY HISTORY: Father died with heart disease and diabetes.

SOCIAL HISTORY: The patient denies cigarette smoking, but reports occasional alcohol use. She denies drug use.

REVIEW OF SYSTEMS:
Constitutional: Unremarkable.

HEENT: She reports oral pain and this is dependent on what she eats.

Psychiatric: She reports nervousness, depression, insomnia, and emotional lability.

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

Vital Signs: Blood pressure 118/74, pulse 54, respiratory rate 20, height 64 inches, and weight 168.8 pounds.

At this time, the patient appears clinically stable, but was referred for echocardiogram. Echocardiogram reveals normal left ventricular systolic function. Diastolic dysfunction was indeterminate. We will continue current medications. No additional recommendations at this time.
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