CARDIOLOGY CONSULTATION
Patient Name: Chigovanyika, *__________*
Date of Birth: 11/15/1944
Date of Evaluation: 11/21/2024

Referring Physician: 
CHIEF COMPLAINT: The patient is an 80-year-old male who presents with bradycardia.
HISTORY OF PRESENT ILLNESS: The patient as noted is an 80-year-old male with a history of left eye blindness, decreased visual acuity, and right eye issues. The patient was found to have bradycardia and subsequently referred for evaluation. He denies any symptoms of chest pain, shortness of breath, or palpitations. He has had no nausea or vomiting. 
PAST MEDICAL HISTORY: Vision difficulty.
PAST SURGICAL HISTORY: Left eye surgery.
MEDICATIONS: Unknown.
ALLERGIES: No known drug allergies.
FAMILY HISTORY: Denies.
SOCIAL HISTORY: He denies cigarette, alcohol or drug use.
REVIEW OF SYSTEMS: 
Respiratory: He has had cough.
Cardiovascular: He has lower extremity swelling/edema.

Remainder of the review of systems is unremarkable.

PHYSICAL EXAMINATION:
General: He is alert, oriented, and in no acute distress.
Vital Signs: Blood pressure 139/69, pulse 48, respiratory rate 18, height 54”, and weight 232.6 pounds.

DATA REVIEW: EKG demonstrates sinus bradycardia at a rate of 46 beats per minute. The leads appear reverse.
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IMPRESSION: The patient will require echocardiogram, repeat EKG and repeat stress testing. Of note, cardiovascular exam revealed a soft systolic murmur in the aortic area. He has 2 to 3+ pitting edema.
PLAN:
1. CBC, chem-20, and lipid panel ordered.
2. Echo ordered.

3. Repeat EKG.

4. Start Bumex 2 mg one p.o. daily and potassium chloride 10 mEq one p.o. daily.

5. Follow up in six to eight weeks.
Rollington Ferguson, M.D.
