CARDIOLOGY CONSULTATION
Patient Name: Rodrigo, Reyes

Date of Birth: 03/13/1958

Date of Evaluation: 06/04/2025

Referring Physician: 

CHIEF COMPLAINT: A 67-year-old male with history of myocardial infarction referred for evaluation.

HISTORY OF PRESENT ILLNESS: The patient is known to have history of uncontrolled blood pressure and underlying coronary artery disease. He had been referred for evaluation. He reports symptoms of anxiety, but no chest pain. He has no palpitations. He denies symptoms of orthopnea or PND.

PAST MEDICAL HISTORY:
1. Myocardial infarction seven years ago.

2. Hypertension.

3. Coronary artery disease.

4. Hypercholesterolemia.

PAST SURGICAL HISTORY: Left heart catheterization.

MEDICATIONS: Lasix, lisinopril, atorvastatin, and ASA.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Unremarkable.

SOCIAL HISTORY: Notes alcohol use. Denies drug use.

REVIEW OF SYSTEMS: Otherwise unremarkable.

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

Vital Signs: Blood pressure 145/89, pulse 70, respiratory rate 18, height 64”, and weight 129.8 pounds.

Exam is otherwise unremarkable.

DATA REVIEW: ECG demonstrates sinus bradycardia of 59 bpm, early transition of RS in leads V2. ECG otherwise is unremarkable.
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IMPRESSION:

1. Hypertension uncontrolled.

2. History of coronary artery disease.

3. Sinus bradycardia.

4. Abnormal EKG.

PLAN:
1. Amlodipine 5 mg one p.o. daily, #90.

2. Followup in three months.

Rollington Ferguson, M.D.
