CARDIOLOGY CONSULTATION
Patient Name: Lewis, Muna
Date of Birth: 07/31/1951
Date of Evaluation: 
Referring Physician:  
CHIEF COMPLAINT: A 72-year-old female with a history of chest pain.

HISTORY OF PRESENT ILLNESS: The patient is a 72-year-old female who reports greater than 12 hours of chest pain. She was initially evaluated by a physician in Mississippi approximately three years earlier for similar symptoms. She was found to have abnormal stress test. She was then placed on beta-blockers and told she needed a stent. She went to the Cleveland Clinic for a second opinion. Left side catheterization reportedly was normal. She remains on beta-blockers. She had initially noted fast heart rate. Chest discomfort has decreased after she self-discontinued spironolactone. She further reports occasional shortness of breath.
PAST MEDICAL HISTORY:
1. Chronic kidney disease stage III.

2. Hypertension.

3. Hypercholesterolemia.

4. Hiatal hernia.

5. Colon polyps.

6. Peptic ulcer disease.

7. Chronic constipation.

8. Fibroids.

PAST SURGICAL HISTORY:

1. She has had breast cancer requiring surgery.
2. Total abdominal hysterectomy.
3. Status post radiation therapy.

MEDICATIONS: Carvedilol 25 mg take two b.i.d., spironolactone 25 mg one daily, Avapro 300 mg one daily, Lipitor 20 mg one h.s., Lunesta p.r.n., Seroquel 300 mg h.s., Benefiber daily, and *__________* p.r.n.
ALLERGIES: No known drug allergies. 
FAMILY HISTORY: Mother and father had CVA. Paternal grandfather had prostate cancer. Uncles all had prostate cancer.
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SOCIAL HISTORY: There is a history of edible drug use. No cigarette smoking. The patient notes rare alcohol use. She states that she has coffee daily. She is a retired chief financial officer. 
REVIEW OF SYSTEMS:
Constitutional: She has had weight gain.

Oral cavity: Unremarkable.

Breasts: She has had left breast mastectomy.

Respiratory: She has dyspnea.

Cardiac: She has a history of chest pain.

Gastrointestinal: She has abdominal pain and constipation.

Genitourinary: She has nocturia.

Neurologic: She has dizziness. 

Review of systems otherwise is unremarkable.

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

Vital Signs: Blood pressure 128/74, pulse 66, respiratory rate 20, and saturation 97.1%.

Remainder of the examination is unremarkable.

EKG demonstrates sinus rhythm at 62 beats per minute. There is nonspecific T-wave abnormality present.

IMPRESSION:
1. Abdominal pain.

2. Pelvic pain.

3. Borderline ECG.

4. Chest pain.

PLAN: We will schedule echo and stress test p.r.n.

Rollington Ferguson, M.D.
