CARDIOLOGY CONSULTATION
Patient Name: Johnson, William
Date of Birth: 01/08/1961

Date of Evaluation: 01/02/2025

CHIEF COMPLAINT: A 64-year-old African American male referred for cardiovascular evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 64-year-old male with history of congestive heart failure who had been previously admitted to Summit Medical Center on multiple occasions. He reportedly had difficulty breathing. He reports dyspnea with minimal activity. He has had no chest pain.

PAST MEDICAL HISTORY:
1. Congestive heart failure.

2. CVA.

PAST SURGICAL HISTORY: Unremarkable.

MEDICATIONS: Metoprolol.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died with rectal CA.

SOCIAL HISTORY: The patient notes cigarette use, occasional alcohol, and prior crack cocaine use.

REVIEW OF SYSTEMS:
Eyes: He has runny eyes.

Nose: He reports runny nose.

Respiratory: He has occasional cough.

Cardiac: He reports rare palpitation.

Gastrointestinal: He has abdominal pain.

Genitourinary: He has frequency and urgency.

Remainder of the review of systems is unremarkable.

PHYSICAL EXAMINATION:
General: He is in no acute distress.

Vital Signs: Blood pressure 116/78, pulse 94, respiratory rate 16, height 65”, and weight 145 pounds.
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DATA REVIEW: EKG: There is atrial fibrillation at 83 bpm. Left axis deviation. Left ventricular hypertrophy with repolarization abnormality.
IMPRESSION: This is a 64-year-old male referred for evaluation. He has history of CHF, CVA, and as noted to be in atrial fibrillation. His medications were obtained retrospectively. He is currently on atorvastatin 40 mg daily, digoxin 125 mcg daily, furosemide 20 mg daily, melatonin 3 mg h.s., metoprolol tartrate 25 mg half tablet b.i.d., sodium bicarbonate 650 mg one daily, and Xarelto 15 mg one daily. The patient is otherwise clinically stable. No interventions at this time. Echo to assess his LV function.
Rollington Ferguson, M.D.
