CARDIOLOGY CONSULTATION
Patient Name: Hancock, John

Date of Birth: 

Date of Evaluation: 07/19/2023

Referring Physician: Open Health Clinic

CHIEF COMPLAINT: The patient is referred for cardiovascular evaluation.

HPI: The patient is a 61-year-old male who is known to have history of congestive heart failure with reduced ejection fraction. He apparently underwent cardiac evaluation to include angiogram, which revealed no significant coronary artery disease. In 2017, he had an echo, which showed left ventricular ejection fraction of 25-30% with moderate tricuspid regurgitation, moderate pulmonary hypertension and PAF. He has an AICD placed and, in 2020, was noted to have ongoing nonsustained ventricular tachycardia. His most recent echo apparently reveals left ventricular ejection fraction of 30-35%. He was seen in the office on 07/19/2023, where he further is noted have history of atrial fibrillation and mitral valve prolapse. He reports dyspnea at several blocks. He further has chest pain worsened with activity, but chest discomfort sometimes happens in the middle of the night. Pain is rated as moderate. No associated symptoms.

PAST MEDICAL HISTORY:  As noted, includes 
1. Atrial fibrillation.

2. Chronic systolic heart failure.

3. Mitral valve prolapse.

4. Cardiomyopathy.

PAST SURGICAL HISTORY:

1. Fractured pelvis.

2. Status post AICD.

3. History of VP shunt.

MEDICATIONS:

1. Calcium carbonate 500 mg one p.r.n.

2. Magnesium hydroxide 15 mL p.r.n.

3. Nitroglycerin 0.4 mg p.r.n.

4. Ketoconazole topical shampoo p.r.n.

5. Warfarin 2.5 mg one daily plus warfarin 4 mg one daily.

6. Calcium with vitamin D 500/200/500 mcg daily.

7. Lidocaine topical 5% p.r.n.

8. Capsaicin topical 0.025% p.r.n.
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9. Aspirin 81 mg daily.

10. Lisinopril 2.5 mg one daily.

11. Vitamin B12 1000 mcg daily.

12. Tamsulosin 0.8 mg one daily.

13. Tiotropium 18 mcg inhalation one capsule daily.

14. Finasteride 5 mg one daily.

15. Acetaminophen 650 mg daily.

16. Carvedilol 6.25 mg one daily.

17. Trazodone 150 mg one daily.

18. Biotene mouthwash 15 mL daily.

19. Simethicone 160 mg one daily.

20. Triamcinolone nasal spray two sprays each nostril daily.

21. Levalbuterol 90 mcg p.r.n.

22. Ketoprofen ophthalmic solution one drop both eyes daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Unknown.

SOCIAL HISTORY: He has prior history of polysubstance abuse to include methamphetamine, cocaine, amphetamines, and mushrooms. He is a prior smoker. He states that he quit in 1986. He states that he has had no alcohol since 06/20/2011, when he became sober.

REVIEW OF SYSTEMS:
Eyes: He has glasses.

Oral Cavity: He has dentures.

Respiratory: He has cough and wheezing.

Cardiac: He has chest pain and palpitations.

Genitourinary: He has frequency and urgency.

Psychiatric: He reports depression.

Neurologic: He reports having seven brain surgeries and is status post VP shunt.

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

Vital Signs: Blood pressure 110/50, pulse 68, respiratory rate 20, height 72” and weight 187.8 pounds.

Remainder of the exam is stated to be unremarkable.
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IMPRESSION: A 61-year-old male with:
1. Chronic systolic heart failure, left ventricular ejection fraction 30-35%.

2. Underlying cardiomyopathy.

3. History of mitral valve prolapse.

4. Atrial fibrillation.

PLAN:

1. We will obtain echocardiogram.

2. Continue current medications for now.

3. Review laboratory.
Rollington Ferguson, M.D.
