CARDIOLOGY CONSULTATION
Patient Name: Jeffery, James
Date of Birth: 03/27/1948
Date of Evaluation: 05/01/2025
Referring Physician: 
CHIEF COMPLAINT: History of congestive heart failure.
HISTORY OF PRESENT ILLNESS: The patient is a 77-year-old male who is known to have a history of chronic kidney disease stage IV, coronary artery disease, heart failure with preserved ejection fraction, and non-sustained ventricular tachycardia who had been admitted to the Summit Medical Center on 04/28/2025 and discharged 04/29/2025. He was placed on medication for underlying coronary artery disease. The patient was anticipated to have guideline-directed medical therapy. He is seen for initial evaluation in this office. The patient is noted to be somewhat confused.
PAST MEDICAL HISTORY: His most recent diagnoses/past medical history includes:

1. Non-ST elevation myocardial infarction.

2. Chronic kidney disease stage IV.

3. Hypertension.

4. Diabetes type II.

5. Non-sustained ventricular tachycardia.

6. Dementia.

7. Renal cysts.

8. Obesity.

9. History of CVA.

10. Cardiomyopathy.

11. Total self-care deficit.

12. Chronic heart failure with reduced ejection fraction.

The patient is status post admission as noted. He was felt to be high risk for progression to advanced renal failure and therefore he did not undergo left heart catheterization.

MEDICATIONS: Acetaminophen 325 mg every four hours p.r.n., albuterol 108 mcg actuation two puffs every four hours p.r.n., amiodarone 400 mg tablets take one daily, aspirin 81 mg one daily, atorvastatin 40 mg one h.s., bumetanide 1 mg daily, docusate sodium 100 mg one hour before breakfast, famotidine 10 mg one daily, glipizide 5 mg daily, hydralazine 50 mg t.i.d., Norco 5/325 mg one every four hours p.r.n., lorazepam 1 mg every six hours p.r.n., metoprolol tartrate 25 mg t.i.d., naloxone p.r.n., Sennosides 8.6 mg take one b.i.d., Brilinta 90 mg one b.i.d., trazodone 50 mg take two tablets h.s. p.r.n. 
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ALLERGIES: 
1. IBUPROFEN.

2. PORK.

3. BEEF DERIVED PRODUCTS.

FAMILY HISTORY: Noncontributory.
SOCIAL HISTORY: Unremarkable.
PHYSICAL EXAMINATION:
General: The patient is in no acute distress. He is an obese male.
Vital Signs: Blood pressure 137/86, pulse 71, respiratory rate 20, height 68”, and weight 196 pounds.

Cardiovascular: He has an irregular rhythm.
Chest x-ray on 04/28/2025 revealed mild vascular congestion. ECG reveals an irregular rhythm. There are episodes of non-sustained ventricular tachycardia. PACs are noted. Cannot rule out old inferior wall myocardial infarction. There is suggestion of anteroseptal myocardial infarction.
IMPRESSION/PLAN: This is a 77-year-old male with a history of dementia, underlying coronary artery disease, congestive heart failure, atrial fibrillation, who presents for initial evaluation. The patient appears clinically stable at this time. We will continue his usual medications. I will see him in followup within four weeks.
Rollington Ferguson, M.D.

