CARDIOLOGY CONSULTATION
Patient Name: Cox, Bryan
Date of Birth: 04/12/1965
Date of Evaluation: 12/11/2025
Referring Physician: 
CHIEF COMPLAINT: The patient is a 60-year-old male who is seen preoperatively as he is scheduled for right inguinal hernia repair. 

HISTORY OF PRESENT ILLNESS: The patient reports an industrial injury which occurred on 06/18/2025. He was subsequently seen by his regular doctor one week later. He was diagnosed with a right inguinal hernia. Currently, he is on work restrictions. He has minimal pain. However, his symptoms are worsened with any lifting. He has a history of chest pain which is worsened with certain foods, example includes eating rib eye steak, but his symptom of chest pain is improved with salmon steak. He has no exertional chest pain. 
PAST MEDICAL HISTORY:

1. Asthma.
2. Hypertension.

3. Arthritis.
4. Deteriorated disc.
PAST SURGICAL HISTORY: Tonsillectomy.
MEDICATIONS: Ibuprofen p.r.n., lisinopril 20 mg one daily, Tylenol p.r.n., Viagra p.r.n., and atorvastatin 10 mg.
ALLERGIES: PENICILLIN results in hives.

FAMILY HISTORY: Mother had CVA and coronary artery disease.

SOCIAL HISTORY: He is a prior smoker, but has not smoked in 30 years. He previously used alcohol, but none in 30 years. He denies drug use.

REVIEW OF SYSTEMS:
Genitourinary: He reports frequency, nocturia, and flank pain.

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

Vital Signs: Blood pressure 170/80, pulse 70, respiratory rate 18, height 67”, and weight 161.6 pounds.

Cardiovascular: Exam demonstrates a soft systolic murmur at the left parasternal border.

DATA REVIEW: EKG demonstrates sinus rhythm 72 beats per minute. There is left ventricular hypertrophy with repolarization abnormality. Diffuse ST-T change suggestive of repolarization is noted to be present.
IMPRESSION: This is a 60-year-old male with a history of asthma, hypertension, and arthritis, found to have a right inguinal hernia and is now scheduled for repair. He is found to have hypertension which is uncontrolled. He has abnormal EKG consistent with left ventricular hypertrophy with repolarization abnormality. He has no symptoms of cardiovascular disease. He has no findings of congestion. His blood pressure as noted is uncontrolled and I have started him on amlodipine 10 mg p.o. daily. He is otherwise felt to be clinically stable for his procedure. He is cleared for same.
Rollington Ferguson, M.D.
