CARDIOLOGY CONSULTATION
Patient Name: Evans, Sheila
Date of Birth: 10/09/1956

Date of Evaluation: 12/11/2025

CHIEF COMPLAINT: This is a 69-year-old female with work-related injury.

HISTORY OF PRESENT ILLNESS: The patient is a 69-year-old African American female who is noted to have a work-related injury. She reports arm and neck injury initially dating to 1998. Over time, her symptoms have progressively worsened despite multiple surgeries. She has had symptoms of ulnar neuropathy involving the left arm and is anticipated to have surgery. She has had ongoing neck pain bilaterally, which radiates to the back. She further reports symptoms of sciatica.

PAST MEDICAL HISTORY: Includes:

1. Chronic pain syndrome.

2. Pain disorder related psychological factors.

3. Major depressive disorder, single episode, severe with severe anxious distress.

4. Lesion of ulnar nerve, bilateral upper limbs.

5. Carpal tunnel syndrome, bilateral upper limbs.

6. Adhesive capsulitis, bilateral shoulders.

7. Spondylosis, cervical region.

8. Lumbago with sciatica, right side.

9. Essential primary hypertension.

10. Obesity.
She had been diagnosed with cervical radiculopathy, chronic pain syndrome, functional decline, carpal tunnel syndrome, lesions of the ulnar nerve and pain in the right shoulder. She had previously been treated with physical therapy, medication management including Cymbalta, ibuprofen, docusate, hydrochlorothiazide, and atenolol. She had not seen a physician and had subsequently begun dividing her blood pressure medication in half to make them last. She was noted to have elevated blood pressure of 159/116 and subsequently been referred to this office for evaluation.

PAST SURGICAL HISTORY: Includes:

1. Carpal tunnel release x2.

2. Rotator cuff release.

3. Epidural.

4. Trigger point surgery.

ALLERGIES:

1. PENICILLIN.
2. MORPHINE.
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FAMILY HISTORY: Father, mother, and cousins all with diabetes as is her brother.

SOCIAL HISTORY: She denies cigarette smoking, alcohol, or drug use.

REVIEW OF SYSTEMS:
Constitutional: She reports weight gain. She further reports fatigue.

Eyes: She wears glasses.

Neck: She has stiffness, decreased range of motion, and pain.

Cardiac: She has history of murmur. She reports edema.

Genitourinary: She has frequency of urination. She has nocturia.

Musculoskeletal: She has pains involving multiple joints as previously noted.

Psychiatric: She has insomnia.

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

Vital Signs: Blood pressure 140/73, pulse 62, respiratory rate 20, height 64 inches, and weight 206 pounds.

Musculoskeletal: Neck demonstrates tenderness on rotation.

Neurologic: She has decreased grip on the right.

DATA REVIEW: ECG demonstrates sinus rhythm 61 bpm and is otherwise unremarkable.

ASSESSMENT: This is a 69-year-old female with multiple problems as outlined above. She has history of hypertension and hypertension is borderline controlled.

PLAN: We will obtain CBC, Chem-20, hemoglobin A1c, lipid panel, TSH, and urinalysis. Further evaluation and treatment plan pending review of labs.

Rollington Ferguson, M.D.
