CARDIOLOGY CONSULTATION
Patient Name: Black, Ronald
Date of Birth: 05/14/1939
Date of Evaluation: 09/23/2024
CHIEF COMPLAINT: An 85-year-old male with a history of mitral valve replacement dating to 1969.

HISTORY OF PRESENT ILLNESS: The patient is an 85-year-old male who has been maintained on Coumadin. He reports a history of scoliosis resulting in significant back pain. He further reports right knee pain of moderate to severe intensity. He notes that he is feeling depressed and feels socially isolated. He had previously been followed by the cardiovascular consultant. The patient expressed a desire to continue such followup. 

PAST MEDICAL HISTORY:
1. Hypertension.

2. Hypercholesterolemia.

3. Stasis ulceration.

4. Overweight.

PAST SURGICAL HISTORY:
1. Status post mitral valve replacement.
2. Severe mitral regurgitation.

3. Umbilical hernia.
MEDICATIONS: Cetirizine 10 mg one h.s., diltiazem extended release 360 mg daily, docusate sodium 250 mg one h.s., fenofibrate 145 mg take one daily, iron sulfate 325 mg take one daily, finasteride oral tablet 5 mg one daily, glucosamine-chondroitin 1500 mg one capsule daily, multivitamin one daily, Ocuvite Lutein oral capsule one daily, pravastatin 80 mg one h.s., omeprazole 20 mg one daily, probiotic one capsule daily, psyllium one capsule daily, simethicone 80 mg take two tablets h.s., spironolactone 25 mg take one tablet every other day, tadalafil 5 mg one h.s., tamsulosin 0.4 mg one b.i.d., vitamin B12 one daily, vitamin C daily, vitamin D3 25 mcg one daily, and warfarin sodium take one tablet Sunday, Tuesday, Thursday and Saturday and take half a tablet on Monday, Wednesday and Friday.
ALLERGIES: No known drug allergies. 
FAMILY HISTORY: Mother lived to be 99, but had chronic heart disease, underwent coronary artery bypass grafting. Mother further had Alzheimer’s disease and had trouble finding words.  
SOCIAL HISTORY: He lives alone. He has a son living in Alameda, but does not get to see his son or daughter-in-law or grandkids on any regularity. He has contact with someone from Alameda Friendly Visitors Society whom he enjoys.
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REVIEW OF SYSTEMS:
Constitutional: He has had weight gain.

Skin: He has color changes in the lower extremities.
Eyes: He wears reading glasses. 
Ears: Right ear, he has deafness.

Nose: He has sinus problems and sleep apnea.

Respiratory: He has cough and dyspnea.

Cardiac: He has palpitations.

Gastrointestinal: He has heartburn, laxative use, diarrhea and constipation.

Genitourinary: He has frequency and urgency. He has enlarged prostate.

Musculoskeletal: He has joint pain involving knees and legs. He further has scoliosis.

Neurologic: He has headache and dizziness. 

Psychiatric: He has depression.
Hematologic: He has easy bruising and easy bleeding.

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

Vital Signs: Blood pressure 164/80, pulse 110, respiratory rate 24, height 61”, and weight 224.8 pounds.

Abdomen: Abdomen is noted to be obese. 

Cardiovascular: He has a soft systolic murmur at the left parasternal border.

Extremities: He has a stasis ulcer of the left lower extremity.
DATA REVIEW: ECG demonstrates sinus tachycardia at a rate of 105 beats per minute, cannot rule out old inferior wall myocardial infarction. Nonspecific ST depression noted.
IMPRESSION: This is an 85-year-old male with a history of mitral valve regurgitation status post mitral valve replacement, paroxysmal atrial fibrillation – was maintained on warfarin. He has hypertension which is uncontrolled. He is noted to have 2 to 3+ pitting edema with evidence of stasis dermatitis and stasis ulceration.
PLAN:
1. I will refer him to Warm Care at Creedon in Alameda. 

2. Start losartan 50 mg one p.o. daily.

3. Start Bumex 2 mg one p.o. daily. 

4. Potassium chloride 10 mEq one p.o. daily.

Rollington Ferguson, M.D.

