CARDIOLOGY CONSULTATION
Patient Name: Joiner, William
Date of Birth: 10/04/1941
Date of Service: 06/16/2025

CHIEF COMPLAINT: Antihypertensive medications not working.
HISTORY OF PRESENT ILLNESS: The patient is an 83-year-old African American male with a history of hypertension who had been initially maintained on enalapril. The patient stated that he now has a new doctor who wanted to prescribe new medications. The patient felt uncomfortable and is seeking a second opinion. 

PAST MEDICAL HISTORY: 
1. Diabetes.
2. Hypertension.

3. Neuropathy.

PAST SURGICAL HISTORY: Unremarkable.
MEDICATIONS: Enteric-coated aspirin 81 mg one daily, vitamin C one daily, vitamin E one daily, vitamin B12 one daily, furosemide 20 mg one daily, enalapril 10 mg one daily, and insulin Lantus 40 units h.s.
ALLERGIES: No known drug allergies.

FAMILY HISTORY: Unremarkable.
SOCIAL HISTORY: He denies cigarette smoking or drug use.
REVIEW OF SYSTEMS: Unremarkable.

PHYSICAL EXAMINATION:
General: The patient is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 176/92, pulse 75, respiratory rate 22, height 70”, and weight 204.6 pounds.

Remainder of the examination is essentially unremarkable.

IMPRESSION:

1. Hypertension, uncontrolled.
2. Edema.

3. Stasis dermatitis.

4. Diabetes type II.

5. History of asbestosis.
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PLAN: CBC, chem-20, hemoglobin A1c, lipid panel, TSH, and urinalysis. The patient should have PSA testing performed. Echo and EKG recommended. In addition, I will start him on Bumex 2 mg one p.o. b.i.d. for 3+ pitting edema. He has a soft systolic murmur and echocardiogram should be considered. I will also start him on potassium chloride 10 mEq b.i.d. Discontinue enalapril. Discontinue furosemide. Losartan 100 mg p.o. daily. I have also started him on amlodipine 10 mg p.o. daily.
Rollington Ferguson, M.D.
