CARDIOLOGY CONSULTATION
Patient Name: Johnson, Shirley
Date of Birth: 08/11/1968
Date of Evaluation: 07/30/2024
Referring Physician: Native American
CHIEF COMPLAINT: A 55-year-old female who complained of fluid overload. 
HISTORY OF PRESENT ILLNESS: The patient is a 55-year-old female with multiple medical problems. She, however, reports lower extremity swelling of greater than five years duration. She denies symptoms of chest pain or shortness of breath, but has had intermittent lower extremity swelling. She reports that she was started on diuretics one day earlier. The patient’s records are reviewed. She is known to have chronic pain. She has degenerative lumbar or lumbosacral disease. In addition, she has permanent common bilateral hip joint degenerative changes without acute fracture or dislocation per x-rays dated 07/31/2023. An MRI of the C-spine dated 10/28/2021 revealed disc spur complexes causing spinal canal stenosis at multiple levels with no myelomalacia. There was most prominent moderate spinal canal stenosis and mild cord compression at C4-C5 and C5-C6. There was no foraminal stenosis at any of the cervical levels. MRI of the thoracic spine revealed mild spinal stenosis at T1-T2. There was moderate to significant right T2-T3 and left T8-T9 foraminal stenosis. There was no cord compression or myelomalacia. The patient is noted to have chronic pain. She again has had lower extremity edema of unclear etiology for which she was referred for cardiac evaluation. 
PAST MEDICAL HISTORY:
1. Hypertension.

2. Osteoarthritis.

3. Diabetes.

4. Hypercholesterolemia.

5. Obesity.

6. Sciatica.

PAST SURGICAL HISTORY:
1. Cholecystectomy.
2. C-section x 2.

3. Hysterectomy.

MEDICATIONS: As reviewed in EPIC:

1. Norco 10/325 mg p.r.n.
2. Diclofenac 1.3% patch.

3. Hydrochlorothiazide 12.5 mg tablet.
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ALLERGIES: She has allergies to PENICILLIN, SULFA, and MORPHINE. 
FAMILY HISTORY: Mother with high blood pressure. Father with emphysema.
SOCIAL HISTORY: She has a history of cigarette smoking, but denies alcohol or drug use.
REVIEW OF SYSTEMS:
Constitutional: She has fatigue and weakness. She further has had change in appetite.

Skin: She reports itching, rash and moles.

Eyes: She has glaucoma.

Neck: She has pain and stiffness.

Respiratory: She has cough and COPD.
Cardiovascular: She reports occasional palpitations.
Gastrointestinal: She has heartburn and bloating.

Musculoskeletal: As per HPI.

Neurologic: She reports vertigo and dizziness.

Psychiatric: She reports depression, nervousness, and the use of psychiatric medication.

PHYSICAL EXAMINATION:
General: She is alert, oriented, and in no acute distress. She is a moderately obese female.
Vital Signs: Blood pressure 120/72, pulse 102, respiratory rate 20, height 67”, and weight 279.6 pounds.

Extremities: Extremities reveal 2 to 3+ pitting edema.

Abdomen: Noted to be obese.

EKG demonstrates sinus rhythm 98 beats per minute with leftward axis and borderline low voltage in the limb lead is noted.

IMPRESSION:
1. Edema, unclear etiology.

2. She has COPD.

3. Pain syndrome.

4. Hypertension.

5. Umbilical hernia.

6. Multiple allergies.

7. History of Bell’s palsy.

8. Diabetes type II.
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9. Moderate non-proliferative diabetic retinopathy of both eyes.

10. Benign paroxysmal positional vertigo.

11. Panic disorder.

PLAN: We will proceed with echo. Further evaluation pending review of echo.

Rollington Ferguson, M.D.

