CARDIOLOGY CONSULTATION
Patient Name: Stanley, Kenneth
Date of Birth: 02/14/1965
Date of Evaluation: 12/30/2024
Referring Physician: Native American Health
CHIEF COMPLAINT: A 59-year-old male referred for cardiovascular evaluation.

HISTORY OF PRESENT ILLNESS: The patient as noted is a 59-year-old male who reports he was hospitalized with congestive heart failure. He reported multiple admissions. He has ongoing dyspnea which occurs at one block. He has had no chest pain or palpitations.
PAST MEDICAL HISTORY:
1. Hypertension.

2. Diabetes type II.

3. Hypercholesterolemia.

4. Congestive heart failure.

PAST SURGICAL HISTORY:
1. Hernia surgery at age 6.
2. Right hip surgery, dislocated pelvic fracture.

MEDICATIONS: Unknown.
ALLERGIES: No known drug allergies.
FAMILY HISTORY: Mother died with diabetes.
SOCIAL HISTORY: The patient reports history of substance abuse.
REVIEW OF SYSTEMS:
Constitutional: He has had weight gain.

Eyes: He wears glasses.

Nose: He has sneezing.

Oral Cavity: He has sore tongue and pain.

Neck: He reports stiffness.

Respiratory: He has no cough or orthopnea.

Cardiac: No chest pain, orthopnea, or PND.

Genitourinary: He has frequency and urgency.

Neurologic: He reports headache.

Endocrine: He reports heat and cold intolerance.
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PHYSICAL EXAMINATION:
General: The patient is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 152/77, pulse 66, respiratory rate 17, height 62”, and weight 173.4 pounds.

Extremities: Revealed 2+ pitting edema.

IMPRESSION:

1. Congestive heart failure.

2. Diabetes.

3. Hypertension uncontrolled.

PLAN: Bumex 2 mg one p.o. b.i.d. #60. Follow up in four weeks. We will review additional records including medications.

ADDENDUM: EKG demonstrates sinus rhythm 60 beats per minute. There are diffuse T-wave changes. This is especially present in the anterolateral leads.
Rollington Ferguson, M.D.

