CARDIOLOGY CONSULTATION
Patient Name: Stanley, Kenneth
Date of Birth: 02/14/1965
Date of Evaluation: 02/05/2026
Referring Physician: Native American Health Services
CHIEF COMPLAINT: The patient is a 60-year-old male referred for cardiovascular clearance.

HISTORY OF PRESENT ILLNESS: The patient is a 60-year-old male who reports occasional left-sided chest pain which worsens when lying on his left side. His symptoms were apparently first noted approximately three months ago and has been present since that time. He stated that he stopped some of his habit since having symptoms of chest discomfort. He has had no shortness of breath except when climbing multiple steps. 
PAST MEDICAL HISTORY:
1. Hypertension.

2. Prediabetes.

3. Congestive heart failure.

PAST SURGICAL HISTORY:
1. Right hip fracture.

2. Hernia surgery as a child.

MEDICATIONS: Advil 200 mg p.r.n., Aldactone 25 mg one daily, Entresto 24/26 mg one b.i.d., Jardiance 10 mg one daily, carvedilol 25 mg one b.i.d., enteric-coated aspirin 81 mg one daily, and furosemide 20 mg one daily.

ALLERGIES: No known drug allergies. 
FAMILY HISTORY:  Mother with diabetes and hypertension. A sister who has hypertension.

SOCIAL HISTORY: The patient notes history of substance use. He stated that he previously used alcohol and cocaine. He stated that he has not used in six weeks. He is currently an alcohol anonymous.

REVIEW OF SYSTEMS:
Oral cavity: He has bleeding gums.

Neck: He has stiffness and pain.
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Cardiac: He reports chest pain and palpitation.

Gastrointestinal: He reports bloating, hernia, and history of hemorrhoids.

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

Musculoskeletal: He has had memory impairment.

Psychiatric: He reports nervousness and hallucinations.

Review of systems is otherwise unremarkable.

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

Vital Signs: Blood pressure 105/63, pulse 56, respiratory rate 16, height 67.25”, and weight 186 pounds.

DATA REVIEW: ECG demonstrates sinus rhythm with first-degree block, Heart rate is 55 bpm consistent with sinus bradycardia. He has nonspecific T-wave abnormality.

IMPRESSION: A 60-year-old male with history of congestive heart failure, hypertension presented with frequency, urgency and flank pain. He otherwise appears clinically stable from a cardiovascular perspective. 
PLAN:
1. I will start him on Augmentin 850 mg one b.i.d. #14.

2. Tylenol 650 mg p.o. q.8h. p.r.n. pain.

3. I will see him in six to eight weeks. Echocardiogram to assess LV function, stress test to be scheduled.

Rollington Ferguson, M.D.

