CARDIOLOGY CONSULTATION
Patient Name: Suder, Robert Shun

Date of Birth: 09/25/1972

Date of Evaluation: 12/16/2025

CHIEF COMPLAINT: A 53-year-old white male seen for disability evaluation.

HISTORY OF PRESENT ILLNESS: The patient as noted is a 53-year-old male who reports that he is unable to walk. He can barely walk because of joint disease and obesity. He states that he has pain in his ankle, knees, hip and back. Pain is constant and rated 5-6/10. The patient reports pain even on sitting. He reports dyspnea on walking a few feet. He has a history of pulmonary embolism and congestive heart failure. He has had no orthopnea.

PAST MEDICAL HISTORY:
1. Sleep apnea.

2. DJD.

3. Obesity.

4. Pulmonary embolism..

PAST SURGICAL HISTORY: Left arm infection.

MEDICATIONS:

1. Atorvastatin 40 mg one daily.

2. Budesonide/formoterol 80/4.5 mcg one puff b.i.d.

3. Jardiance 10 mg one daily.

4. *__________* apply topically twice daily.

5. Losartan 25 mg one daily.

6. Metoprolol 25 mg one daily.

7. Rivaroxaban 20 mg one daily.

8. Subcutaneous tirzepatide 5/0.5 mL, 0.5 mL under the skin every seven days.

9. Tirzepatide 7.5 mg/0.5 mL inject 7.5 mg every seven days for 28 days.

10. Tiotropium bromide 18 mcg inhalation one capsule daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Unknown.

SOCIAL HISTORY: He stated that he has not had cigarettes in 15 years. He denies alcohol use. He has a history of methamphetamine use.
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REVIEW OF SYSTEMS:
Constitutional: He states that he has generalized weakness, fatigue, and has lost weight.

Skin: He reports itching.

Eyes: He wears glasses.

Gastrointestinal: He has hemorrhoids.

Genitourinary: He has frequency and urgency. He further has flank pain.

Musculoskeletal: He reports joint pain and stiffness. He has low back pain.

Psychiatric: He has anxiety.

Remainder of the review of systems is unremarkable.
PHYSICAL EXAMINATION:
General: He is a morbidly obese male who is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 132/76, pulse 85, respiratory rate 20, height 69.6 inches, and weight 441.4 pounds.

Neck: Neck reveals mild tenderness.

Lungs: Decreased breath sounds at the bases.
Abdomen: Obese. There is an umbilical hernia present.

Skin: Tattoos surrounding the arms bilaterally.

Extremities: 2+ pitting edema.

IMPRESSION: This is a 53-year-old male with a history of morbid obesity, sleep apnea, prior pulmonary embolism, and a history of methamphetamine use. The patient reports dyspnea. He further stated that he is unable to walk because of degenerative joint disease. The patient is actually severely limited given his history of obesity, uncontrolled blood pressure, osteoarthritis, and ongoing symptoms of edema. I suspect he has some degree of pulmonary hypertension contributing to his symptoms. Functionally, he is classified New York Heart Association Class III. He is unable to perform tasks requiring significant lifting, pushing, or bending.

Rollington Ferguson, M.D.
