CARDIOLOGY CONSULTATION
Patient Name: Aiyaaz, Abdul
Date of Birth: 07/15/1965
Date of Evaluation: 06/23/2025
Referring Physician: Disability & Social Service
CHIEF COMPLAINT: A 59-year-old male referred for disability evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 59-year-old male who is known to have coronary artery disease. He stated that he underwent two-vessel coronary artery bypass grafting in India. He stated that apparently one vessel was not bypassable. He had migrated to the USA in 2016 following his bypass in March 2015. He was then told that his heart was very weak and less than 45% ejection fraction. He underwent defibrillator on 11/01/2016. His left ventricular ejection fraction reportedly was 25%. His exercise tolerance was limited to approximately 15 minutes because of dyspnea and fatigue. He further reports occasional chest pain which occurs intermittently.
PAST MEDICAL HISTORY:
1. Diabetes type II.

2. Hypercholesterolemia.

3. Hypertension.

4. Coronary artery disease.

PAST SURGICAL HISTORY: Two-vessel coronary artery bypass grafting.
MEDICATIONS: Spironolactone 25 mg one daily, metformin ER 500 mg one daily, aspirin 81 mg one daily, Jardiance 25 mg half daily, Entresto 49/51 mg one b.i.d., rosuvastatin 40 mg one daily, carvedilol 12.5 mg one b.i.d., Humalog 25 units h.s., and Lantus 22 units one daily.
ALLERGIES: No known drug allergies.
FAMILY HISTORY: Father had heart disease.
SOCIAL HISTORY: He is a prior smoker, but states that he has not smoked since 2007. He denies alcohol use.
REVIEW OF SYSTEMS:
Skin: He reports itching and rash.

Respiratory: He reports cough and sputum. He further reports wheezing.

Cardiac: He has had chest pain and palpitations.
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Gastrointestinal: He reports nausea, vomiting, diarrhea, dark urine, and bloating.

Genitourinary: He has flank pain and urgency.

Musculoskeletal: He has pain involving his foot. There is stiffness.

Neurologic: He has headache, dizziness, and tremor. He reports memory impairment.

Psychiatric: He reports nervousness, depression, insomnia and emotional instability.

Hematologic: He has easy bruising.
Review of systems is otherwise unremarkable.

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

Vital Signs: Blood pressure 113/84, pulse 63, respiratory rate 18, height 65”, and weight 201.6 pounds.

Chest Exam: There is a well-healed midline scar. Left anterior chest wall reveals the pacemaker pocket.

Abdomen: Noted to be obese. There is some periumbilical redness consistent with lipoid deposition as related to his insulin injection.
Extremities: No edema.

IMPRESSION: This is a 59-year-old male with history of coronary artery disease, diabetes, hypertension, and hypercholesterolemia who reports ongoing symptoms. The patient stated that he had incomplete revascularization. He otherwise is noted to be clinically stable. Functionally, he has symptoms consistent with New York Heart Association Class II. He is able to perform tasks including lifting, exertion, bending and pulling.
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