CARDIOLOGY CONSULTATION
Patient Name: Adams, Carlis

Date of Birth: 01/29/1950

Date of Evaluation: 02/17/2026

CHIEF COMPLAINT: This patient is a 76-year-old female seen for evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 76-year-old female who was initially evaluated in the office on May 14, 2024. She is known to have history of coronary artery disease and myocardial infarction. She reports that she had a myocardial infarction dating to March 2013. She then underwent left heart catheterization with stenting. She had subsequently done well. She was evaluated in May 2024 and additional testing to include echocardiogram and labs were recommended. The patient has not been seen since that time she was lost to followup. She presents today noting history of fracture of the right leg after a fall in 2024. She subsequently underwent and brought placement in the right lower extremity. She was further found to have PAD and required a stent in the left lower extremity in July 2022. She has had subsequent amputation of the toes involving the left foot. She returns today where she now reports burning chest pain, which occurs sporadically. She has no associated shortness of breath. Her chest discomfort is not precipitated by any specific event.

PAST MEDICAL HISTORY: Includes:

1. Hypertension.

2. Diabetes.

3. Hypercholesterolemia.

4. Urinary retention.

5. COPD.

PAST SURGICAL HISTORY:
1. Left heart catheterization.

2. Left foot accidental stabbing.

3. Right foot fracture in 2013.

MEDICATIONS:

1. Metoprolol 50 mg take two daily.

2. Jardiance 25 mg one daily.

3. Clopidogrel 75 mg one daily.

4. Aspirin 81 mg take two daily.

5. Pantoprazole 40 mg daily.

6. Loratadine daily.

7. Losartan unknown dose daily.
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ALLERGIES: PENICILLIN results in swelling, HYDROCHLOROTHIAZIDE and ROSUVASTATIN results in rash.

FAMILY HISTORY: A sister died of breast cancer. Two sisters died of lung cancer and another sister had diabetes.

SOCIAL HISTORY: She is a prior smoker who quit in 1984. She previously used alcohol but stated that she has not drunk since the 1980s. She denies drug use.

REVIEW OF SYSTEMS:
Constitutional: She has had weight loss.

Skin: She reports itching.

HEENT: Eyes: She wears glasses. Oral Cavity: She has dentures.

Respiratory: She has nonproductive cough and history of bronchitis.

Cardiac: As per HPI.

Gastrointestinal: She reports abdominal discomfort.

Psychiatric: She reports insomnia and nervousness.

Endocrine: She reports heat and cold intolerance.

The review of systems otherwise is unremarkable.

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

Vital Signs: Blood pressure 101/60, pulse 71, respiratory rate 14, height 67 inches, and weight 232.0 pounds.

The remainder of the examination is relatively unremarkable except for toes of the left lower extremity.

DATA REVIEW: ECG sinus rhythm 60 bpm APC noted and evidence of left ventricular hypertrophy noted.

IMPRESSION: This is a 76-year-old female with history of coronary artery disease, peripheral arterial disease, diabetes, and hypertension who is further allergic to statin. She presents with chest discomfort. The etiology of discomfort is not clear. She has PAD as noted.

PLAN: We will obtain CBC, chem-20, hemoglobin A1c, lipid panel, TSH, and echocardiogram to assess left ventricular function. We will discontinue clopidogrel. Start guideline directed medical therapies for PAD to include Xarelto 2.5 mg b.i.d., enteric-coated aspirin 81 mg p.o. daily, Zetia 10 mg p.o. daily, #90, and lovastatin.

Rollington Ferguson, M.D.
