CARDIOLOGY CONSULTATION
Patient Name: Nychay, Judith
Date of Birth: 03/11/1952
Date of Evaluation: 10/31/2023
Referring Physician: Dr. Julie Goo
CHIEF COMPLAINT: A 71-year-old female referred for cardiovascular evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 71-year-old female with history of hypercholesterolemia. She further has history of hypertension. She underwent a routine calcium scoring and was found to have a pericardial effusion. The patient had noted ongoing fatigue and she was referred for evaluation. She has had no exercise-induced symptoms, but reports fatigue on working in the kitchen.

PAST MEDICAL HISTORY:
1. Hypertension.

2. Hyperlipidemia.
3. Obstructive sleep apnea.

4. Personal history of malignant neoplasm of the skin.

5. Positive PPD.

6. Anxiety.

7. Right oculomotor nerve palsy.

8. Nerve compression.

9. History of breast cancer.

10. Meningioma.

PAST SURGICAL HISTORY:

1. Lumpectomy, right breast, in 2001.

2. D&C.

3. Tendon repair.

MEDICATIONS: Amlodipine 5 mg by mouth daily, estradiol 0.01% apply to vaginal wall nightly, medroxyprogesterone i.e. Provera 10 mg one a day for the first 10 days of the month.

ALLERGIES: No known drug allergies. She does have allergies to VENOM from honeybee.

FAMILY HISTORY: Mother with congestive heart failure and CVA. Father with hypertension and CVA x2. Paternal grandmother died from heart disease.
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SOCIAL HISTORY: The patient denies cigarette smoking or drug use. She notes occasional alcohol.

REVIEW OF SYSTEMS:
Constitutional: She has had ongoing fatigue.

Skin: She has history of skin malignancy as noted.

Eyes: She wears glasses.
Ears: She reports mild hearing loss.

Nose: She reports decreased smell.

Neck: She denies stiffness or pain.

Gastrointestinal: She has heartburn. She further reports constipation.

Genitourinary: She has urgency and incontinence. She is followed by Dr. Frick.

Neurologic: She has vertigo and dizziness. She had recent diagnosis of meningioma.

Musculoskeletal: She reports scoliosis.

Endocrine: She has elevated parathyroid hormone.

Review of systems otherwise unremarkable.

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

Vital Signs: Blood pressure 159/75, pulse 76, respiratory rate 20, height 64”, and weight 151 pounds.

Exam otherwise unremarkable.

DATA REVIEW: EKG demonstrates sinus rhythm of 72 beats per minute. There is abnormal left axis deviation, mild T-wave inversion in the anterolateral leads and early septal leads.
IMPRESSION:

1. Fatigue, unclear etiology.

2. Hypertension.

3. Hypercholesterolemia.

4. History of pericardial effusion.

5. Abnormal EKG.

6. Osteoporosis.

PLAN: She will require echo, nuclear stress test. In addition, given her fatigue, we would consider TSH and AMA. Further followup post testing.

Rollington Ferguson, M.D.

