CARDIOLOGY CONSULTATION
Patient Name: Landry, Olivia

Date of Birth: 05/11/1958

Date of Initial Evaluation: 02/02/2023

CHIEF COMPLAINT: The patient is a 64-year-old female with history of heart murmur and uncontrolled blood pressure.

HPI: The patient reports having a heart murmur and respiratory failure. She stated that she had been hospitalized at John Muir Hospital in Concord on 12/03/2021. She was initially followed by Dr. Reddy in Pittsburgh, but recently relocated to Oakland. She is seen for initial evaluation. She reports shortness of breath, but no chest pain. Dyspnea is worsened by exertion with minimal activity. She stated that she is always out of breath.

PAST MEDICAL HISTORY:

1. COPD.

2. Gout.

3. Hypertension.

4. Respiratory failure.

PAST SURGICAL HISTORY: Left partial knee replacement.

CURRENT MEDICATIONS:

1. Advair Diskus 500/50 mcg one puff b.i.d.

2. Albuterol HFA p.r.n.

3. Atenolol/chlorthalidone 25 mg daily.

4. Colchicine 0.6 mg daily.

5. Cyclobenzaprine 10 mg p.r.n.

6. Hydralazine 100 mg t.i.d.

7. DuoNeb 10/5 p.r.n.

8. Labetalol 100 mg one daily.

9. Mirtazapine 15 mg one daily.

10. Tramadol 50 mg one p.r.n.

ALLERGIES: BENAZEPRIL results in angioedema.

FAMILY HISTORY: Daughter with colon cancer diagnosed at age 24; she died at the age of 26.

SOCIAL HISTORY: There is no history of cigarette smoking. She notes occasional beer, but no drug use.
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REVIEW OF SYSTEMS:
Constitutional: She reports weight gain and fatigue.

Eyes: She has impaired vision.

Nose: She has sinus problems and difficulty with smell.

Respiratory: She has cough and dyspnea.

Gastrointestinal: She has nausea.

Musculoskeletal: She has joint pains.

Neurologic: She has headache and dizziness.

Psychiatric: She has depression.

Review of systems otherwise unremarkable.

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

Vital Signs: Blood pressure 186/68, pulse 83, respiratory rate 12, height 59” and weight 122 pounds.

DATA REVIEW: ECG demonstrates sinus rhythm 75 beats per minute. There is right atrial enlargement. ECG otherwise unremarkable.

IMPRESSION:
1. Hypertension.

2. History of congestive heart failure.

3. History of asthma.

PLAN: Discontinue atenolol. Discontinue chlorthalidone. Discontinue labetalol. Start carvedilol 12.5 mg p.o. b.i.d., Dyazide 25/37.5 mg one daily.

INTERIM HISTORY: The patient is seen with telemedicine on 03/13/2023. The patient had been seen by her primary care physician and her systolic blood pressure noted to be greater than 200. The patient is now evaluated with telemedicine. She notes that she has no chest pain, she remains with shortness of breath.

PLAN: Given her uncontrolled blood pressure, I will increase carvedilol to 12.5 mg t.i.d., increase Dyazide to 25/37.5 mg one b.i.d. Followup in one to two weeks.

Rollington Ferguson, M.D.
