CARDIOLOGY CONSULTATION
Patient Name: Thomas, Timothy
Date of Birth: 09/25/1966
Date of Evaluation: 04/01/2024
Referring Physician: Dr. _______
CHIEF COMPLAINT: A 57-year-old African American male referred for evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 57-year-old male who reports history of chest pain dating to several months earlier. The pain is described as sharp and pressure-like in nature. He further noticed that the pain comes randomly. It is not associated with any events. He has occasional shortness of breath, but no palpitations. He denies symptoms of nausea or vomiting.
PAST MEDICAL HISTORY:
1. Borderline diabetes.

2. Hypercholesterolemia.

PAST SURGICAL HISTORY: Unremarkable.
MEDICATIONS: Metformin 500 mg t.i.d., Zoloft 25 mg one daily, and unknown statin.
ALLERGIES: No known drug allergies.
FAMILY HISTORY: Mother died of diabetes.
SOCIAL HISTORY: He is a prior smoker. He further notes prior heroin use. He has ongoing use of marijuana and alcohol.
REVIEW OF SYSTEMS:
Constitutional: He has impaired vision.

Respiratory: He has dyspnea.
Cardia: He has chest pain.

Gastrointestinal: No nausea, vomiting, hematochezia, or melena.

Genitourinary: No frequency, urgency or dysuria.

Neurologic: He has headache and dizziness.

Psychiatric: He takes unknown psych medications.

Remainder of the review of systems is unremarkable.

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

Vital Signs: Blood pressure 118/60, pulse 75, respiratory rate 18, and saturation 98%.

Examination otherwise unremarkable.
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IMPRESSION:
1. Chest pain.

2. Hypercholesterolemia.

3. History of diabetes.

PLAN:
1. He requires echo and EKG on the next visit.

2. Stress test to be scheduled.

3. Followup. I will see him following his multiple testing.

Rollington Ferguson, M.D.

