CARDIOLOGY CONSULTATION
Patient Name: Lewis II, Robert
Date of Birth: 11/04/1969
Date of Evaluation: 10/31/2024
Referring Source: Washington Care Center
CHIEF COMPLAINT: A 54-year-old African American male with syncope.

HISTORY OF PRESENT ILLNESS: The patient is a 54-year-old male with a history of diabetes, hypertension, and syncope, who more recently underwent amputation of the second left toe. In October 2024, he had been sent to the emergency room at which time he was admitted with an unwitnessed fall. He had reported multiple episodes of dizziness on standing and had fallen a few times. He was found to be orthostatic with blood pressure 124/87 lying and 79/57 sitting. He was subsequently given IV fluids and ultimately discharged. 
His discharge diagnoses included:

1. Orthostatic hypotension.
2. Syncope.

3. Chronic kidney disease.
4. Recurrent falls.
5. Recent diarrhea.

The patient is referred for continuing treatment and evaluation.

PAST MEDICAL HISTORY:
1. Diabetes.

2. Hypertension.

3. DVT.

4. Peripheral vascular disease.

5. Orthostatic hypotension.
PAST SURGICAL HISTORY: He is now status post amputation of the second left toe.
MEDICATIONS: Aspirin 81 mg one daily, *__________*, Norco 5/325 mg one every four hours p.r.n. pain, insulin pen and needles, atorvastatin 40 mg h.s., vitamin D2 50,000 units capsule one q. weekly, gabapentin 300 mg one t.i.d., insulin NovoLog 6 units with low-carb meals and 10 units with high-carb meals, insulin aspartame with niacinamide administered 15 to 30 units subcutaneously, insulin glargine 36 units at bedtime, insulin lispro 12 units subcutaneously three times daily, midodrine 2.5 mg p.r.n., and thiamine 250 mg one daily.
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ALLERGIES: No known drug allergies. Food allergies – AVOCADO and GINGER.
FAMILY HISTORY: Unremarkable.
SOCIAL HISTORY: The patient has recent alcohol use. He has a past history of ongoing cigarette smoking.
REVIEW OF SYSTEMS:
Constitutional: He has had weight gain. He reports night sweats. 
Oral Cavity: He has upper dentures.
Cardiovascular: He has had DVT.

Gastrointestinal: He has had diarrhea.

Neurologic: He has paraesthesias.

Endocrine: He has a history of diabetes.

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

Vital Signs: Blood pressure 192/120, pulse 104, respiratory rate 20, height 74”, and weight 239.2 pounds.

Extremities: Extremities reveal amputation.

IMPRESSION: This is a 54-year-old male with multiple medical problems. He has a history of syncope. He further has a history of orthostatic hypotension and diarrhea. He has multiple risk factors for coronary artery disease to include diabetes, hypercholesterolemia, and hypertension. Currently, his blood pressure is not controlled. The patient has a history of DVT as noted. He has evidence of peripheral vascular disease. 
PLAN: Start Xarelto 2.5 mg b.i.d., cilostazol 100 mg p.o. b.i.d., enteric coated aspirin 81 mg one p.o. daily, Lipitor 40 mg one p.o. daily, carvedilol 6.25 mg one p.o. b.i.d. Follow up within four to six weeks. Of note, he had EKG performed. EKG revealed sinus tachycardia at a rate of 102 beats per minute and was otherwise unremarkable. Again, I will see him in several weeks. We will attempt blood pressure control. Echocardiogram in the future.
Rollington Ferguson, M.D.

