CARDIOLOGY CONSULTATION
Patient Name: Adegboyega, Ige

Date of Birth: 11/06/1984

Date of Evaluation: 11/06/2025

Referring Physician: 

CHIEF COMPLAINT: A 41-year-old male who complained of chest pain.

HISTORY OF PRESENT ILLNESS: The patient is a 41-year-old male who reports chest pain since 2017. The pain is described as a dull, squeezing, heavy pain. He stated that he has associated left-sided weakness and tiredness. He notes that pain is always present, it is worse with activities such that he has to lie down.

PAST MEDICAL HISTORY: Hypertension.

PAST SURGICAL HISTORY: Cosmetic surgery.

MEDICATIONS:

1. Aspirin 81 mg one daily.

2. Amlodipine 10 mg one daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Unremarkable.

SOCIAL HISTORY: He is a prior smoker. He quit in 2019. He denies drug use, but notes occasional alcohol use.

REVIEW OF SYSTEMS: Otherwise, unremarkable, except psychiatric; he has insomnia and nervousness.

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

Vital Signs: Blood pressure 134/75, pulse 96, respiratory rate 18, height 70 inches, and weight 252 pounds.

The remainder of the examination is unremarkable.

DATA REVIEW: ECG demonstrates sinus rhythm 89 bpm. There is loss of R-wave in the early septal leads. There is suggestion of prior septal infarct.

IMPRESSION: This is a 41-year-old male who complained of chest pain. He is noted to have a mildly abnormal EKG.

PLAN: We will perform echocardiogram. He will also require exercise treadmill testing.
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