CARDIOLOGY CONSULTATION
Patient Name: Allums, Daryle

Date of Birth: 08/13/1976

Date of Evaluation: 05/16/2022

REASON FOR CONSULTATION: Abnormal EKG.

HPI: The patient is a 45-year-old male with history of SLE and chronic pain. He was evaluated routinely per Dr. Jeffrey Watson. He was then found to have an abnormal EKG. The patient reports history of chest pain, which he described as throbbing. The pain is typically left-sided and ranges from 6-10/10. The patient stated that he does not know which factors influence the pain. It is not influenced by exertion or lying down. He has no associated shortness of breath.

PAST MEDICAL HISTORY: Includes:

1. SLE.

2. Glaucoma.

3. Hypertension.

PAST SURGICAL HISTORY: Left knee surgery x 2.

MEDICATIONS:

1. Methotrexate 2.5 mg, take three q. weekly.

2. Prednisone 5 mg one daily.

3. Valium 5 mg one p.r.n.

4. Norco 10/325 mg one p.r.n.

5. Nitroglycerin 0.4 mg p.r.n.

6. Triamcinolone cream p.r.n.

ALLERGIES: PENICILLIN unknown reaction. He stated that he had allergic reaction at age 12.

FAMILY HISTORY: Unknown.

SOCIAL HISTORY: He smokes half pack per day of cigarettes. He notes daily marijuana use. He notes occasional alcohol use.

REVIEW OF SYSTEMS:
Constitutional: He notes weight gain and weakness. He further reports night sweats.

Skin: He has lupus and rash secondary to lupus.

Eyes: He wears glasses. He reports redness, itching and dryness. He further has glaucoma.

Ears: He reports some hearing loss.

Nose: There is no decreased smell.
Oral Cavity: Unremarkable.
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Respiratory: He has cough and sputum. He reports dyspnea.

Cardiac: As per HPI.

Gastrointestinal: He has heartburn and constipation.

Genitourinary: He has urgency.

Musculoskeletal: He has diffuse joint pain and swelling.

Neurologic: He has headache, dizziness, and incoordination.

Psychiatric: He has depression and hallucinations.

Endocrine: Cold intolerance.

Hematologic: He has easy bruising.

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

Vital Signs: Blood pressure 159/93, pulse 71, respiratory rate 16, height 69”, weight is 190.8 pounds.

Examination otherwise unremarkable.

DATA REVIEW: ECG demonstrates sinus rhythm of 64 beats per minute. There is slight loss of R-waves in the inferior leads, cannot rule out old inferior wall infarct.

IMPRESSION: The patient is a 45-year-old male with history of cigarette smoking, daily marijuana use and alcohol use and further history of SLE and hypertension, noted to have atypical chest pain. The etiology of his chest pain is not entirely clear, but we will need to perform an echo and a stress test.
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