CARDIOLOGY CONSULTATION
Patient Name: Chadwick *________* III
Date of Birth: 04/04/1968

Date of Evaluation: 11/16/2021

Referring Physician: Oakland Healthcare

CHIEF COMPLAINT: CVA.

HPI: The patient is a 53-year-old male with history of hypertension, diabetes, hypercholesterolemia who reports he had lost his feeling in his left hand. He stated that he was then transferred to Eden Hospital. Troponin level was noted to be elevated. He was then started on dual antiplatelet therapy. He has had indigestion relieved with Pepcid AC. More recently, he underwent a dental procedure. He stated that he was given numbing medications. He then developed worsening facial weakness and drooling. The symptoms of weakness and drooling lasted until the numbness had gone away. This had been subsequently followed with severe headaches.

PAST MEDICAL HISTORY:

1. Hypertension.

2. Diabetes.

3. Hypercholesterolemia.

4. CVA.

5. PAD.

6. Cataracts.

PAST SURGICAL HISTORY: Amputation of right big toe.

CURRENT MEDICATIONS:

1. Chlorthalidone 25 mg one daily.

2. Atorvastatin 40 mg one h.s.

3. Ammonium lactate 12% topical.

4. Clopidogrel 75 mg one b.i.d.

5. Celebrex 100 mg one b.i.d.

6. Enteric-coated aspirin 81 mg one daily.

7. Metoprolol succinate 25 mg one daily.

8. Pantoprazole 40 mg one daily.

9. Lisinopril 20 mg one daily.

10. Rybelsus 3 mg one daily.

11. Glimepiride 2 mg one daily.

12. Gabapentin 300 mg t.i.d.

13. Tadalafil 5 mg one daily.

14. Pregabalin 50 mg one b.i.d.

ALLERGIES: No known drug allergies.
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FAMILY HISTORY: Father had unknown cancer.
SOCIAL HISTORY: He notes marijuana, alcohol and rave. He denies cigarette smoking.

REVIEW OF SYSTEMS:
Neurologic: He has had headaches.

Respiratory: He has had no cough or shortness of breath.

Cardiac: He has no chest pain, orthopnea or PND.

Musculoskeletal: He has had amputation on right foot.

Genitourinary: No frequency or urgency.

Gastrointestinal: He has heartburn.

Review of systems otherwise unremarkable.

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

Vital Signs: Blood pressure 135/84, pulse 95, respiratory rate 16, height 66” and weight 187.8 pounds.

Cardiac: Regular rate and rhythm. Normal S1 and S2. There are decreased dorsalis pedis pulses.

Skin: There is chronic scarring of the lower extremities.

Extremities: Right great toe amputation.

IMPRESSION:
1. History of recent CVA.

2. PAD.

3. Hypertension.

4. DM.

5. Hypercholesterolemia.

ADDENDUM: The patient underwent echocardiogram on 11/16/2021. This revealed normal LV systolic function with ejection fraction 71%. No wall motion abnormalities were noted. There is no AI. There is no mitral regurgitation. There is no evidence of tricuspid regurgitation. On treadmill testing, test was negative for angina and ischemia. The patient exercised to stage 4 of Bruce protocol. He achieved a peak heart rate of 145 beats per minute, which is 87% of the maximum predicted heart rate. Test was stopped because of fatigue.

Once again, he has multiple cardiac risk factors; however, he is clinically stable. He requires followup for his neurologic issues. However, he is otherwise clinically stable.

Rollington Ferguson, M.D.
