CARDIOLOGY CONSULTATION
Patient Name: Johnson, Glenda
Date of Birth: 04/15/1955
Date of Evaluation: 07/01/2023
CHIEF COMPLAINT: A 68-year-old African American female complaining of palpitation.

HISTORY OF PRESENT ILLNESS: The patient is a 68-year-old African American female who noted palpitations over the last three years. She reports having normal EKG. She underwent prior workup which had been unremarkable. She has had no chest pain. However, she reports shortness of breath whenever her weight goes over 280 pounds. She reports that prior echocardiogram revealed left ventricular ejection fraction of 66%, mild tricuspid regurgitation, mild mitral regurgitation, and thickened mitral valve. The patient otherwise has no additional complaints at this time.
PAST MEDICAL HISTORY:
1. Diabetes.

2. Hypertension.

3. Mild mitral regurgitation.

4. Mild tricuspid regurgitation.

PAST SURGICAL HISTORY: Unremarkable.
MEDICATIONS: Metoprolol tartrate unknown dose, clonidine 0.1 mg daily, semaglutide 2 mg daily, Ozempic 2 mg one q. weekly, metformin 1000 mg b.i.d., simethicone 80 mg p.r.n., Coreg unknown dose, diltiazem unknown dose, lisinopril unknown dose, and Norco 10/325 mg p.r.n.

ALLERGIES: SULFA results in angioedema.
FAMILY HISTORY: Mother had breast cancer, sister with lung cancer, grandmother had colon cancer.
SOCIAL HISTORY: There is no history of cigarette smoking, alcohol or drug use.

REVIEW OF SYSTEMS:
Constitutional: No weight gain or loss.

Skin: Moles are present.
Eyes: She wears glasses. She has burning and dryness.

Neck: She has pain.

Respiratory: No cough or shortness of breath.

Cardiac: Palpitations.

Remainder of the review of systems is unremarkable.
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PHYSICAL EXAMINATION:
General: She is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 165/85, pulse 77, respiratory rate 20, height 69”, and weight 286.1 pounds.

Cardiac: Regular rate and rhythm with normal S1 and S2. There is no S3 or S4. There is a soft systolic murmur at the left parasternal border. There is no increased JVD.
Abdomen: Noted to be obese. No masses or tenderness present. No organomegaly is present.

Extremities: Revealed 1+ pitting edema.

ECG demonstrates sinus rhythm of 78 beats per minute and is otherwise unremarkable.

IMPRESSION:
1. Diabetes type II.

2. Hypertension, uncontrolled.

3. Cough.

4. Edema.

PLAN:
1. Start minoxidil 10 mg one p.o. daily.

2. Discontinue clonidine.

3. Discontinue metoprolol.

4. Discontinue diltiazem.

5. Continue losartan/hydrochlorothiazide daily.

6. Follow up in one month or p.r.n.
Rollington Ferguson, M.D.

