CARDIOLOGY CONSULTATION
Patient Name: Williamson, Robin
Date of Birth: 12/02/1978
Date of Evaluation: 02/10/2025
Referring Physician: 
CHIEF COMPLAINT: A 46-year-old male referred for evaluation of dyspnea.

HISTORY OF PRESENT ILLNESS: The patient is a 46-year-old male who was brought in by his mother. She reports that the patient has had dyspnea on exertion for several months. The patient has a history of hypertension and was prescribed medication, but was unable to get his prescription. He further has a history of sleep apnea.
PAST MEDICAL HISTORY:
1. Sleep apnea.

2. Hypertension.

PAST SURGICAL HISTORY:
1. Bilateral wrist surgery.
2. Left elbow.

3. Right ankle.

4. Right thumb.

MEDICATIONS: Ibuprofen 500 mg one daily p.r.n.
ALLERGIES: No known drug allergies. 
FAMILY HISTORY: Mother had breast cancer. 
SOCIAL HISTORY: No marijuana use, alcohol use or cigarette use. 
REVIEW OF SYSTEMS:
Gastrointestinal: He has __________.

Genitourinary: He has frequency, urgency, and dribbling. __________
Endocrine: He has cold intolerance.

Review of systems is otherwise unremarkable.
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PHYSICAL EXAMINATION:
General: He is a morbidly obese male who is in no acute distress..
Vital Signs: Blood pressure __________, pulse 103, respiratory rate 20, height 76”, and weight 431 pounds.

Psych: He has a strange affect __________

DATA REVIEW: ECG reveals sinus rhythm 85 beats per minute, nonspecific ST-T waves noted. ECG otherwise unremarkable.

IMPRESSION:
1. Severe obesity.

2. Hypertensive urgency.

PLAN:
1. CBC, chem-20, hemoglobin A1c, lipid panel, and TSH. 

2. Start amlodipine 10 mg one p.o. daily #90.

3. Losartan 100 mg p.o. daily #90.

4. Wegovy 0.5 mg subcutaneous weekly.

5. Follow up in eight weeks or p.r.n.

Rollington Ferguson, M.D.

