CARDIOLOGY CONSULTATION
Patient Name: Taylor, Jimmie
Date of Birth: 11/15/1943
Date of Evaluation: 07/12/2022
CHIEF COMPLAINT: A 78-year-old male complained of fatigue and decreased stamina.

HPI: The patient is a 78-year-old male who reports having fatigue over the last 4 to 5 years. He was admitted to Summit on July 3, 2022, with shortness of breath and chest discomfort. Blood pressure was noted to be 204/101. Troponin was 1700. He underwent a stent placement with Dr. *________* on July 5, 2022. Today, he reports ongoing weakness. He states that he is now walking with a stumble. He reports occasional cramping in his chest. This seems to occur randomly. He has no associated shortness of breath or diaphoresis. He does report swelling in the left ankle.
PAST MEDICAL HISTORY:
1. Coronary artery disease.
2. Non-ST elevation myocardial infarction.
3. Chronic kidney disease.
PAST SURGICAL HISTORY: Status post recent stent.
ALLERGIES: No known drug allergies.
MEDICATIONS: Amlodipine 10 mg one daily, enteric-coated aspirin 81 mg daily, atorvastatin 80 mg h.s., carvedilol 6.25 mg b.i.d., cholecalciferol 1000 units one daily, cyanocobalamin 1000 mcg daily, dapagliflozin 5 mg tablet one daily, furosemide 40 mg one daily, losartan 25 mg one daily, potassium chloride 20 mEq one daily, Brilinta 90 mg b.i.d., and loperamide 2 mg p.r.n.

FAMILY HISTORY: Mother alive at 100. Brother died of CVA, a sister had CVA and older brother had pancreatic cancer.

SOCIAL HISTORY: His wife died of Lou Gehrig’s disease in 2011. There is no history of cigarette smoking, alcohol or drug use.

REVIEW OF SYSTEMS:
Constitutional: No fever, weight gain or weight loss.
Eyes: He has impaired vision and wears glasses.

Nose: He reports dryness.

Gastrointestinal: He has diarrhea.

Review of system is otherwise unremarkable.
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PHYSICAL EXAMINATION:

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

Vital Signs: Blood pressure 116/55, pulse 59, respiratory rate of 16, height 62 inches, and weight 237.2 pounds.

Cardiovascular Exam: There is a grade 2/6 systolic murmur at the aortic area. There is a grade 2/6 separate murmur at the left parasternal border.

Extremities: Revealed 2+ pitting edema left greater than right.

IMPRESSION: This is a 78-year-old male with history of:
1. Gait abnormality.
2. Coronary artery disease.

3. Edema.

4. Status post non-ST elevation myocardial infarction. The etiology of his gait abnormality is not clear. He requires MRI. The patient requests open MRI. He has significant left lower extremity edema and I wonder if he has DVT. We will obtain venous Doppler to rule out DVT. Increase furosemide 40 mg one p.o. b.i.d. and potassium chloride 20 mEq one daily. Follow up in one month.
Rollington Ferguson, M.D.
