CARDIOLOGY CONSULTATION
Patient Name: Hopkins, Bonnie

Date of Birth: 01/10/1976

Date of Evaluation: 05/14/2026

Referring Physician: Dr. Steve Lovato

CHIEF COMPLAINT: The patient is a 50-year-old female with congestive heart failure.

HISTORY OF PRESENT ILLNESS: The patient as noted is a 50-year-old female who first noted shortness of breath beginning earlier this month. She stated that she thought she was just having asthma. She then presented to the emergency room and was found to have congestive heart failure, she was hospitalized for two weeks and subsequently discharged. She now presents to this office for evaluation. She states that she is now able to walk approximately two blocks before developing dyspnea. She further reports associated chest pain. Chest pain is nonspecific. It occurs randomly.

PAST MEDICAL HISTORY: Includes:

1. Congestive heart failure.

2. Hypertension.

3. Diabetes.

4. Asthma.

5. Chronic kidney disease.
PAST SURGICAL HISTORY: Cholecystectomy.
MEDICATIONS:

1. Tizanidine 6 mg one h.s.

2. Ibuprofen 800 mg p.r.n.

3. Gabapentin 300 mg p.r.n.

4. Albuterol one puff p.r.n.

5. Ozempic 0.25 mg weekly.

6. Advair two puffs b.i.d.

7. Maalox daily.

8. Sumatriptan 50 mg p.r.n.

9. Famotidine, take two 20 mg tablets h.s.

10. Loratadine 10 mg daily.

ALLERGIES: PENICILLIN, IRON TABLETS, RED DYES, CODEINE, CLINDAMYCIN, and CEFPODOXIME.
FAMILY HISTORY: Father died with CVA and cancer. An uncle had CVA. Mother is alive and well.
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SOCIAL HISTORY: The patient denies cigarette smoking, alcohol, or drug use.

REVIEW OF SYSTEMS:
Constitutional: She reports weight gain.
HEENT: Ears: She has deafness of the left ear. Nose: There is epistaxis.

Respiratory: She has dyspnea, wheezing, and orthopnea.

Gastrointestinal: The patient reports nausea, vomiting, and occasional abdominal pain.

Genitourinary: The patient has kidney failure.

Musculoskeletal: She reports intermittent pain involving knees and joints.

Neurologic: She has headache, dizziness, and seizures.

Psychiatric: She reports depression and insomnia.

Endocrine: She has cold intolerance and history of diabetes.

Hematologic: She has history of anemia and easy bruising.

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

Vital Signs: Blood pressure 196/98, pulse 73, respiratory rate 18, height 63 inches, and weight 238.8 pounds.

Cardiovascular: Reveals a grade 2/6 systolic murmur at the left parasternal border.

Abdomen: Obese.

Extremities: Demonstrate 1 to trace plus pitting edema.

DATA REVIEW: ECG: Sinus rhythm of 67 bpm. Nonspecific T-wave abnormality. Prolonged QT.

IMPRESSION: The patient has evidence of hypertensive emergency. Blood pressure is currently not controlled.

PLAN: I will start hydralazine 50 mg p.o. b.i.d. #60, losartan 100 mg p.o. daily, and isosorbide mononitrate 30 mg p.o. b.i.d., #180. We will discontinue ibuprofen given chronic kidney disease. In addition, ibuprofen may contribute to blood pressure elevation and edema. So, we will discontinue same. We will obtain echocardiogram to evaluate LV function. Further testing pending echo findings.

Rollington Ferguson, M.D.
