CARDIOLOGY CONSULTATION
Patient Name: Brown, Errol
Date of Birth: 07/08/1959
Date of Evaluation: 05/08/2025
Referring Physician: 
CHIEF COMPLAINT: A 65-year-old African American male seen for evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 65-year-old male who reports that he is doing well. He states that he walks 8-10 miles daily. He exercises constantly. He states that he does dip bar. He is very active. He has no chest pain, shortness of breath, or palpitations. He states that he does 250-300 push-ups daily. He has no other symptoms.
PAST MEDICAL HISTORY: Unremarkable.
PAST SURGICAL HISTORY: Hammertoe, left.
MEDICATIONS: None.
ALLERGIES: No known drug allergies.
FAMILY HISTORY: Grandmother had heart problems as did an aunt.
SOCIAL HISTORY: He notes marijuana use. He denies cigarettes. He states that he has had no alcohol in 35 years.
REVIEW OF SYSTEMS:
He uses reading glasses, but is otherwise unremarkable.

Review of systems is otherwise unremarkable.

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

Vital Signs: Blood pressure 144/78, pulse 56, respiratory rate 18, weight 156.6 pounds.

Exam otherwise is unremarkable.

DATA REVIEW: ECG demonstrates sinus rhythm of 55 beats per minute. There is loss of R-waves in leads V1 and V2. There is poor R-wave progression.
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IMPRESSION:
1. Abnormal EKG.

2. Elevated blood pressure.

3. Boxing exam.

PLAN:
1. Exercise test, CBC, Chem. 20, hemoglobin A1c, and lipid panel.

2. The forms are to be completed.

Rollington Ferguson, M.D.

