CARDIOLOGY CONSULTATION
Patient Name: Smith, Tammara
Date of Birth: 07/22/1960
Date of Evaluation: 04/01/2024
Referring Physician: Dr. Geoffrey Watson
CHIEF COMPLAINT: A 63-year-old African American is seen for evaluation of hypertension.
HISTORY OF PRESENT ILLNESS: The patient is a 63-year-old female with a history of stage IV chronic kidney disease and hypertension who is here for initial evaluation. The patient reports shortness of breath and further reports that her chest is full of mucus. She has shortness of breath which is worse with activity. She stated that she was told she has a spot on the right lung. She is unable to lie flat because of cough, mucus and difficulty breathing. She further reports rib pain.

PAST MEDICAL HISTORY:

1. CVA.

2. Carpal tunnel syndrome.

3. Rib fracture.

4. Depression.

5. Hypertension.

6. Hypokalemia.

7. Palpitations.

8. Parkinson’s – since age 40.

9. Leg spasm.

PAST SURGICAL HISTORY:

1. Right knee surgery.

2. Left wrist surgery.

3. Cervical spine.

4. Left ear surgery.

5. Left eye surgery.

6. Partial hysterectomy.

7. Left bunionectomy.

MEDICATIONS: Cozaar 50 mg daily, clonidine 0.2 mg daily, amlodipine 10 mg daily, labetalol 200 mg b.i.d., dexamethasone 4 mg daily, allopurinol 25 mg daily, fluticasone/salmeterol one inhalation b.i.d., levothyroxine 150 mcg daily, Norco 10/325 mg t.i.d., and hydralazine 50 mg t.i.d.

ALLERGIES: HALDOL, ZYPREXA and IBUPROFEN.

Smith, Tammara

Page 2

FAMILY HISTORY: Father died of hypertension at age 42. A sister died of sarcoidosis. Three aunts died of lung cancer. A cousin has hypertension.

SOCIAL HISTORY: She denies cigarette smoking, alcohol or drug use.

REVIEW OF SYSTEMS:

Constitutional: She reports weight loss of 50 pounds.
Skin: She reports irritation from a clonidine patch.
Eyes: She has impaired vision and wears glasses.

Oral cavity: She has partial dentition present.
Respiratory: She has cough and dyspnea.

Cardiac: She has orthopnea.

Gastrointestinal: She has nausea, vomiting, and antacid use. She further reports laxative use.

Remainder of the review of systems is unremarkable.

PHYSICAL EXAMINATION:
General: She is alert and in no acute distress.

Vital Signs: Blood pressure 156/96, pulse 81-85, respiratory rate 18, and saturation 98%.

Cardiovascular: She has a soft systolic murmur at the left parasternal border. There is mild JVD present. Pulses are symmetrical.

Neurologic: She has right hemiparesis.

Skin: Unremarkable.

IMPRESSION:

1. History of CVA.

2. Hypertension, uncontrolled.

3. Cardiac murmur.

4. Hypokalemia.

5. History of Parkinson’s.

PLAN:
1. Discontinue clonidine tablets.

2. Discontinue amlodipine.

3. Discontinue allopurinol.

4. Minoxidil 10 mg one b.i.d. #60.

5. Continue labetalol.

6. Schedule echo as soon as possible.

7. Follow up in one month.

Rollington Ferguson, M.D.

