CARDIOLOGY CONSULTATION
Patient Name: Ellis, Candace
Date of Birth: 06/29/1945
Date of Evaluation: 06/27/2022
Place of Service: Excell Skilled Nursing Facility
ADMITTING DIAGNOSIS: History of closed odontoid fracture initial encounter.

HISTORY OF PRESENT ILLNESS: The patient had been admitted to Highland General Hospital with active problems of:

1. Closed odontoid fracture.
2. Primary hypertension.

3. Heart failure with preserved ejection fraction.

4. History of CVA.

5. History of DVT.

6. Peripheral vascular disease.

7. COPD.
8. Venostasis dermatitis of both lower extremities.

9. Chronic hyponatremia.
10. Dyslipidemia.

11. Hypothyroidism.
She was found to have an acute nondisplaced fracture of the left nasal bone. No surgical intervention was performed and six weeks followup was recommended. She was noted to have syncope with nontraumatic loss of consciousness and mechanical fall. She had history of recurrent falls. Troponin I, EKG, and echocardiogram were normal. There was no evidence of metabolic problems to include diabetes. She was noted to have hand swelling and further felt to have a metacarpal bone fracture. She has history of CVA with resultant right-sided weakness. She had been maintained on atorvastatin for same. She further maintained on gabapentin, but not aspirin because of prior GI bleeding. Hypertension was noted to be stable. She had hypothyroidism and is maintained on levothyroxine 75 mcg. She has major depression and is maintained on amitriptyline and Klonopin. With regards to COPD, she had been maintained on albuterol and Dulera. She has chronic hyponatremia, felt to be secondary to SIADH and takes sodium chloride tablets 1 g b.i.d.
PAST MEDICAL HISTORY: Includes all the above i.e. 
1. Pancreatic insufficiency.

2. Gastric ulcer.

3. Inflammatory arthritis of bilateral humoral head.

4. Chronic hyponatremia.
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5. SIADH.

6. Iron deficiency anemia.

7. COPD.
8. Major depression.

9. Hypothyroidism
10. History of cellulitis bilateral lower extremity.
11. Lower extremity edema.

12. Hypertension.

13. Metacarpal bone fracture.
14. Syncope.

15. Odontoid fraction.

MEDICATIONS:

1. Albuterol HFA one puff every six hours p.r.n.
2. Atorvastatin 80 mg h.s.
3. Cephalexin 500 mg one q. 6h.

4. Clonazepam 0.25 mg one daily.

5. Diphenhydramine 25 mg one every four hours.

6. Cymbalta 60 mg one daily.

7. Furosemide 40 mg one daily.

8. Gabapentin 800 mg one capsule every eight hours p.r.n.
9. Levothyroxine 75 mcg one daily.

10. Mometasone- formoterol 200/5 mcg two puffs b.i.d.
11. Pancrelipase 6000/19/30,000 one capsule t.i.d.
12. Pantoprazole 40 mg one daily.

13. Tiotropium i.e. Spiriva one inhalation daily.

14. Sodium chloride 1 g b.i.d.
ALLERGIES:
1. PENICILLIN results in rash.

2. CODEINE.

3. NONSTEROIDAL.

FAMILY HISTORY: Noncontributory.

SOCIAL HISTORY: Denies cigarette smoking or alcohol use.
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REVIEW OF SYSTEMS:

Constitutional: No fever or chills.

Neurologic: Mild headache.

Cardiovascular: No exertional chest pain, orthopnea or PND.

Respiratory: She has dyspnea on exertion.

Review of systems otherwise unremarkable.

PHYSICAL EXAMINATION:
General: No acute distress.

Vital Signs: Blood pressure 145/67. Pulse 71. Respiratory rate 18.
HEENT: There is evidence of nasal laceration, otherwise unremarkable.

Neck: Decreased range of motion.

Cardiovascular: Regular rate and rhythm with normal S1 and S2.

Respiratory: Lungs clear to auscultation.

GI: Abdomen is soft and nondistended.

Back: No CVAT.

Extremities: 2+ pitting edema.

IMPRESSION: This is a 76-year-old female with history of hypertension, CVA with right-sided weakness, chronic bilateral lower extremity edema and venostasis who further has history of SIADH, COPD, and history of DVT. She was admitted and evaluated following a fall; at which time she was noted to have a type II odontoid fracture. The patient is to have orthopedic follow up. In the interim, she is to continue all her usual medications.
Rollington Ferguson, M.D.
