CARDIOLOGY CONSULTATION
Patient Name: Cook, Ted
Date of Birth: 07/03/1949
Date of Evaluation: 01/25/2024
Referring Physician: Excel Skilled Nursing Facility
CHIEF COMPLAINT: History of heart failure.

HISTORY OF PRESENT ILLNESS: The patient is a 74-year-old African American male with history of hypertension, congestive heart failure, atrial fibrillation, and CVA who is being evaluated from the nursing home. The patient had been admitted to Summit Medical Center and discharged on 10/05/2023.

DISCHARGE DIAGNOSES:
1. Acute stroke left and three occlusions status post TNK with good results.
2. Atrial fibrillation.

3. Combined systolic and diastolic heart failure with left ventricular ejection fraction of 95%.

4. Decompensated systolic heart failure.

5. Gout.

6. History of ablation.

7. Chronic kidney disease stage III.

8. Borderline diabetes.

9. Diabetes with iron deficiency and borderline macrocytosis.

10. Thyroid dysfunction with low TSH and normal free T4.

11. History of hypertension.

12. Dysphagia.

13. Urinary toxicology positive for *_______* and cannabis.
The patient has had recurrent falls without loss of consciousness. He reports weakness being present since April 2023. He had been at a skilled nursing facility where he was noted to have dyspnea with exertion. The patient otherwise clinically denies any new symptoms.
PAST MEDICAL HISTORY: As noted above in the discharge diagnoses.
PAST SURGICAL HISTORY: Unremarkable.
MEDICATIONS: Allopurinol 100 mg b.i.d., Eliquis 5 mg b.i.d., atorvastatin 80 mg h.s., carvedilol 3.125 mg b.i.d., vitamin D3 5000 units daily, colchicine 0.6 mg daily, CSS 100 mg daily, ondansetron 4 mg p.r.n., and prednisone 20 mg daily.
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ALLERGIES: No known drug allergies.

FAMILY HISTORY: Noncontributory. As noted, he is currently at a skilled nursing facility. He does have history of polysubstance abuse.
REVIEW OF SYSTEMS:
Constitutional: He has had weight loss.

Neurologic: He has had headache. He has history of CVA.

Cardiac: As per HPI.

Genitourinary: He has frequency and urgency.

Review of systems is otherwise unremarkable.

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

Vital Signs: Blood pressure 117/50, pulse 68, respiratory rate 20, and weight 148 pounds. He has 2+ pitting edema.
Chest: Reveals decreased breath sounds at the baseline laterally.

Cardiovascular: Irregularly irregular rhythm.

Echocardiogram demonstrates severely reduced left ventricular ejection fraction at 24% with global hypokinesis. There is mild-to-moderate mitral regurgitation. Moderate tricuspid regurgitation. There is severe pulmonary hypertension. The estimated RV systolic pressure is 75 mmHg.
IMPRESSION: A 74-year-old male with severe pulmonary hypertension, congestive heart failure with reduced ejection fraction, atrial fibrillation, is seen for evaluation.

PLAN:
1. We will continue anticoagulation with Eliquis.
2. Increase carvedilol 6.25 mg b.i.d.

3. Add Bumex 2 mg daily.

4. Monitor *________*.

5. Start Jardiance 10 mg daily.

6. Continue statin.

7. Monitor lipid level.

Rollington Ferguson, M.D.
