CARDIOLOGY CONSULTATION
Patient Name: Marriott, Lisa Leann
Date of Birth: 01/24/1978
Date of Evaluation: 04/22/2024
Referring Physician: 
IDENTIFYING INFORMATION: She presented a California identification card which correctly identified the claimant as Lisa Leann Marriott; ID# B4984073.

CHIEF COMPLAINT: A 46-year-old female referred for disability evaluation.
HPI: The patient is a 46-year-old female who is referred for disability evaluation. The patient is a 46-year-old female with history of pulmonary arterial hypertension, right heart failure and early left heart failure who presents for evaluation. She is stated to be oxygen dependent. She states that she is able to walk 25 yards before developing significant shortness of breath. She has chronic chest pain substernally radiating to the back of the chest. Chest pain is evoked without any specific provocating factors. Symptoms are improved with the use of oxygen.
PAST MEDICAL HISTORY: Includes:
1. Pulmonary arterial hypertension.
2. Congestive heart failure.

3. Hypertension.

4. Depression.
5. Seizure disorder.

PAST SURGICAL HISTORY: Includes:
1. Meningioma.
2. Cardiac catheterization.
MEDICATIONS:
1. Morphine 0.5 mg p.r.n.
2. Pantoprazole ER 40 mg one daily.
3. Lorazepam 1 mg one p.r.n.
4. Senna 8.6 mg, take two b.i.d. p.r.n.
5. Isosorbide mononitrate 30 mg one daily.
6. Sildenafil citrate 20 mg one t.i.d.

7. Cyclobenzaprine 10 mg one t.i.d.

8. Carvedilol 3.125 mg one b.i.d.

9. Dulcolax 10 mg one suppository per rectum daily p.r.n.
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10. Furosemide 20 mg one b.i.d.

11. Albuterol 1-2 puffs p.r.n.

ALLERGIES: MOTRIN results in angioedema.

FAMILY HISTORY: Her grandmother and grandfather had congestive heart failure.
SOCIAL HISTORY: She states that she has not used cigarettes since the age of 15 or 16. She notes marijuana use, rare alcohol use and methamphetamine use.
REVIEW OF SYSTEMS:
Constitutional: She has had weight gain and weakness.
Head: She has history of surgery.
Neck: She reports stiff neck.

Respiratory: She has cough and wheezing.

Cardiac: She reports chest pain and edema.

Gastrointestinal: She has heartburn.
Genitourinary: She has frequency and urgency.
Neurologic: She has headache, seizures, vertigo, and dizziness.

Psychiatric: She reports nervousness, insomnia and depression.

Endocrine: She reports heat and cold intolerance.

Hematologic: She reports anemia and easy bruising.

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

Vital Signs: Blood pressure 113/71, pulse 75, respiratory rate 16, height 60” and weight 148.4 pounds.

Respiratory: She is noted to have dry cough.

Cardiovascular: There is a regular rate and rhythm. She is noted have presence of an S4. There is moderate JVD.

Skin: Reveals multiple tattoos especially involving the forearm.

Extremities: Revealed 1+ pitting edema.

IMPRESSION: This is a 46-year-old female with history of:
1. Pulmonary arterial hypertension.
2. Congestive heart failure.

3. Seizure.

4. Depression.
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Her PAH almost is certainly due to use of amphetamine type drug. She has severe symptoms as related to her pulmonary arterial hypertension. She most likely has two classifications secondary to other substance.
She further describes having been diagnosed with early left heart failure, which is most likely secondary to right heart failure. The patient is quite symptomatic and is unable to perform task which requires significant lifting, exertion or pushing. She is currently on sildenafil for treatment. However, she may require more aggressive treatment. She as noted is unable to perform task requiring significant exertion or lifting.
Rollington Ferguson, M.D.
