CARDIOLOGY CONSULTATION
Patient Name: Audrey, Kirk
Date of Birth: 08/28/1960
Date of Evaluation: 12/10/2024
Referring Physician: 
HISTORY OF PRESENT ILLNESS: The patient is a 64-year-old white male who is referred for cardiovascular evaluation. The patient is known to have a history of SVT, paroxysmal atrial fibrillation, and cardiomyopathy. He further has a history of chronic kidney disease, hypertensive heart disease, and had reported dyspnea for the last three nights. The patient notes symptoms of shortness of breath while lying in bed. He has no chest pain. He was seen in this office in March 2017 at which time he underwent echocardiogram. He is known to have a history of mitral valve replacement and echo at that time revealed a well-seated prosthetic valve. Mean gradient across the valve was 8 mmHg. Mitral valve area was 2.4 cm2. Left ventricular ejection fraction was noted to be 61% and he had grade I diastolic dysfunction. He is status post recent hospitalization. The patient now presents for routine evaluation.
PAST MEDICAL HISTORY: As above. In addition, he has coronary artery disease. 
PAST SURGICAL HISTORY: He is status post mitral valve replacement in 2004.
MEDICATIONS:
1. Warfarin sodium 6 mg one at bedtime daily.
2. Zofran 4 mg p.r.n.

3. Metoprolol succinate 25 mg one daily. 

4. Magnesium hydroxide 400 mg.

5. Lisinopril 5 mg one daily. 

6. Albuterol sulfate two puffs daily.

7. Amiodarone 400 mg one daily.

8. Atorvastatin 20 mg one daily.

9. Dulcolax 10 mg one daily.

10. Cholecalciferol 1.25 mg one daily.

11. Docusate sodium 100 mg b.i.d.

12. Jardiance 10 mg one daily.

13. Finasteride 5 mg one daily.

14. Fleet’s enema p.r.n.

15. Folic acid 1 mg one daily.

16. Furosemide 20 mg one daily.

17. *__________* 5 mg p.r.n.
ALLERGIES: No known drug allergies.
Cahill, Patricia
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FAMILY HISTORY: Unknown.
SOCIAL HISTORY: The patient does not smoke or use drugs. She notes occasional alcohol use.
REVIEW OF SYSTEMS:
Constitutional: She reports generalized weakness. She further notes weight gain.

Nose: She has decreased smell and sinus problems.

Respiratory: She has asthma and wheezing.
Gastrointestinal: She has heartburn and constipation.

Neurologic: She has headache and dizziness.
Endocrine: She has heat intolerance.

Hematologic: She has easy bruising.

Review of systems otherwise is unremarkable.

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

Vital Signs: Blood pressure 172/93, pulse 67, respiratory rate 18, height 66”, and weight 172.2 pounds.

DATA REVIEW: ECG demonstrates sinus rhythm 58 beats per minute and otherwise normal. She does have incomplete right bundle branch block.
IMPRESSION: This is an 81-year-old female with a history of asthma/wheezing who further has a history of leucopenia and allergic bronchitis, now presents with worsening dyspnea. She has abnormal EKG and chest pain. The patient has a prior history of diastolic dysfunction. 
PLAN: I will start her on Jardiance 10 mg one p.o. daily #90. 
Rollington Ferguson, M.D.
