CARDIOLOGY CONSULTATION
Patient Name: Sundberg, Matthew
Date of Birth: 02/24/1963
Date of Evaluation: 09/10/2024
Referring Physician: *__________*
CHIEF COMPLAINT: Preop evaluation.
HISTORY OF PRESENT ILLNESS: The patient is a 61-year-old male who is seen preoperatively as he is scheduled for right hip surgery. The patient reports right hip pain beginning in approximately 2013. He noted that the pain feels like he is lying on the ground. He notes pain when he walks. He further reports leg fatigue. He stated that it feels like he is walking on sand. He is unable to sleep more than three to four hours as the pain wakes him up every night. He reports the pain further radiates to the lower back. 
PAST MEDICAL HISTORY:
1. Depression.

2. Hay fever.
3. Arthritis.

PAST SURGICAL HISTORY:
1. Right carpal tunnel syndrome.
2. Exploratory right neck surgery.

3. Status post *__________*

MEDICATIONS:
1. Famotidine 40 mg take two daily.
2. Singulair 10 mg one daily.
3. Lexapro unknown dose daily. 
4. Vitamin D daily.

5. Escitalopram 10 mg one daily.

6. Fluticasone nasal spray daily.

7. Albuterol one inhalation p.r.n. 

8. Alvesco 160 mcg daily.

ALLERGIES: No known drug allergies. 
FAMILY HISTORY: Mother had diabetes and coronary artery disease. She further had congestive heart failure and hypertension. Father had coronary artery disease and myocardial infarction. The patient reports father died of bladder cancer. Grandfather had CVA. An uncle had CVA.
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REVIEW OF SYSTEMS:
Constitutional: He reports weight gain.

Skin: He reports rash.

Head: He has had trauma to the forehead.

Eyes: He has cataracts.
Ears: He has tinnitus.

Nose: He has hay fever.

Neck: He reports stiffness.

Respiratory: He has asthma and complaint of wheezing.
Cardiac: He has had edema.

Gastrointestinal: He has had umbilical hernia.

Genitourinary: There is a report of hesitancy.

Musculoskeletal: He has right hip pain and bilateral shoulder and back pain.
Neurologic: No headache or dizziness.
Psychiatric: He has a history of depression and is maintained on Lexapro.

Endocrine: Unremarkable.

Hematologic: No easy bruising or bleeding.

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

Vital Signs: Blood pressure 119/80, pulse 88, respiratory rate 20, height 62”, and weight 221 pounds.
Exam is otherwise unremarkable.

DATA REVIEW: ECG demonstrates sinus rhythm of 77 beats per minute and otherwise normal.
IMPRESSION: This is a 61-year-old male who is seen preoperatively. He reports the late onset of asthma. He has no history of cigarette smoking or secondary exposure. He reports that he has wheezing whenever he exercises only. He has no wheezing at rest.
RECOMMENDATION: He requires a nuclear stress test prior to evaluation. The patient is symptomatic with respiratory illness. Need to determine if that represents cardiac etiology versus a pulmonary etiology.
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