CARDIOVASCULAR CONSULTATION
Patient Name: Andrews, Ontario
Date of Birth: 06/21/1964
Date of Evaluation: 02/03/2025
Referring Physician: Disability & Social Services
HISTORY OF PRESENT ILLNESS: The patient is a 60-year-old African American female who is referred for a disability evaluation. The patient stated that she was doing well until approximately 2017 at which time she was hospitalized at Highland General Hospital with shortness of breath. She was then diagnosed with congestive heart failure. Post discharge, she was unable to work as she was having symptoms of near pass out. She then applied for disability in 2017; however, she was denied. In the interim, she continued with symptoms of weight loss, nausea for a period of six months. She then again applied for disability. The patient now reports dyspnea at half a block. She stated that she has 14 stairs in her residence and she has dyspnea on going upstairs. She has had no chest pain.
PAST MEDICAL HISTORY:
1. Diabetes.

2. Congestive heart failure.

3. Hypertension.

4. Obstructive sleep apnea.

PAST SURGICAL HISTORY:
1. She is status post permanent pacemaker in October 2024.

2. History of pyloric stent.

MEDICATIONS: Atorvastatin 40 mg one h.s., aspirin 81 mg one p.o. daily, carvedilol 25 mg b.i.d., cholecalciferol 50 mcg one capsule daily, metformin 1000 mg b.i.d., omeprazole/amoxicillin/rifabutin 10/250/12.5 mg take four capsules every eight hours for 14 days, Ozempic 0.25 mg pen injector inject 0.25 mg under the skin every week for 28 days, then 0.5 mg a week, spironolactone 25 mg one p.o. daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Mother had hypertension and heart disease. Father unknown.

SOCIAL HISTORY: The patient reports distant history of cigarettes, but none since 30/40. She reports alcohol use, but denies drug use.
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REVIEW OF SYSTEMS:
Constitutional: Unremarkable.

Neurologic: She has vertigo.

Review of systems otherwise is unremarkable.

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

Vital Signs: Blood pressure 118/90, pulse 95, respiratory rate 18, height 67.5”, and weight 244 pounds.

HEENT: The patient has poor dentition.

Cardiovascular: There is a soft systolic murmur at the left parasternal border.

Chest: The pacemaker site appears well healed. There is no erythema or drainage. There is no exudate.
Musculoskeletal: Normal exam.
IMPRESSION: This is a 60-year-old female who is noted to have history of congestive heart failure. The patient further has history of diabetes, hypertension and obstructive sleep apnea. On the current examination, the patient is noted to be euvolemic. She has no evidence of congestive heart failure overload at this time. She has no JVD. Her lungs are clear. She has no pitting edema. Despite the same, the patient has limited exercise tolerance. Her prior ejection fraction is not clearly documented. She is known to have history of cardiomyopathy. Given her symptoms, the patient is felt to be in New York Heart Association Class II-III. She is unable to perform tasks which require significant lifting, pushing or bending.

Rollington Ferguson, M.D.

