CARDIOLOGY EVALUATION
Patient Name: Castle, Harold
Date of Birth: 01/04/1962
Date of Evaluation: 05/01/2026
Referring Physician: Dr. Farmer
CHIEF COMPLAINT: A 64-year-old referred for cardiovascular evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 64-year-old male with history of squamous cell CA and further distant history of coronary artery disease. The patient apparently required extensive treatment for surgery. He underwent radiation therapy. Prior to that, he had been diagnosed with left main disease at the end of 2022. He was subsequently felt to require surgery. However, he was predisposed with his cancer treatment and did not address his cardiac disease. The patient now reports burning chest pain on walking approximately one block. This is associated with dizziness, left arm pain and numbness.
PAST MEDICAL HISTORY:
1. Coronary artery disease.

2. Squamous cell carcinoma.

PAST SURGICAL HISTORY:
1. Cholecystectomy.
2. Skin graft.

ALLERGIES: Unknown chemo medication.
CURRENT MEDICATIONS: Include Compazine 10 mg one every six hours p.r.n. nausea, lidocaine 4% cream apply to affected area of skin on the forehead three times a day as needed, Bactroban 2% ointment apply topically to biopsy site twice daily for two weeks, Zofran 8 mg take one tablet by mouth twice a day on days #2, #3 and #4 after receiving carboplatin, albuterol two puffs every four hours p.r.n., lidocaine 3% cream apply one application externally three times daily as needed to affected areas of the skin on the forehead, Dilaudid 2 mg take one to two tablets by mouth every six hours p.r.n., Senna 8.6 mg, nitroglycerin 0.4 mg one tablet under the tongue every five minutes as needed, may repeat up to three times, doravirine 100 mg take one tablet twice daily, buprenorphine place one buccal film between the cheeks and gum every eight hours as needed for pain, aspirin 81 mg take one p.o. daily, atorvastatin 40 mg one p.o. daily, gabapentin 300 mg t.i.d., dolutegravir 50 mg take one by mouth twice daily, and trazodone 50 mg h.s.
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FAMILY HISTORY: Mother had coronary artery bypass grafting x2. She had AICD. Father died of myocardial infarction. Paternal grandfather died of myocardial infarction.
SOCIAL HISTORY: The patient previously smoked two packs per day. He now smokes half pack per day. He reports that he is a recovering alcoholic. He has distant history of methamphetamine use.
REVIEW OF SYSTEMS:
Constitutional: He has had weight gain.

Skin: He reports itching and rash.

Respiratory: He has had cough and dyspnea.

Cardiac: He has had chest pain and palpitation.

Gastrointestinal: He has abdominal pain and constipation.

Genitourinary: He has frequency, urgency and flank pain.
Neurologic: He has dizziness.
Psychiatric: He has insomnia.

Hematologic: He has easy bruising.

Infectious: He has history of AIDS i.e. acquired immunodeficiency syndrome.
Musculoskeletal: Significant for chronic pain syndrome.
Review of systems is otherwise unremarkable.

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

Vital Signs: Blood pressure 149/72, pulse 73, respiratory rate 18, height 59”, and weight 173.8 pounds.

Skin: The left half of his face is noted to be discolored. The patient is noted to have had skin graft to the left facial region.

Remainder of the examination otherwise unremarkable.

DATA REVIEW: ECG demonstrates sinus rhythm of 68 beats per minute and is otherwise unremarkable.

IMPRESSION: This is a 64-year-old male with.
1. History of coronary artery disease.
2. Chronic pain syndrome.

3. AIDS.

4. Hypertension.

5. Hyperlipidemia.

He presents with ongoing symptoms of angina in the setting of previously diagnosed coronary artery disease.
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PLAN:
1. Echocardiogram to assess left ventricular function and valve motion abnormality.

2. Nuclear stress test to evaluate for ischemia.

3. Start isosorbide mononitrate 60 mg one p.o. daily #60.

4. Follow up in one month.

Rollington Ferguson, M.D.

