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Cochise Heart Center
William G. Elliott, D.O., F.A.C.C.

Board Certified Cardiologist


January 22, 2013

Marc Kaplan, D.O.

2585 E. Wilcox, Suite C

Sierra Vista, AZ 85635

RE:
HUDSON, CHRISTOPHER
Date of Birth: 04/06/1942

Dear Dr. Kaplan:

I had the pleasure of seeing your patient, Christopher Hudson, in the office on 01/22/2013. As you recall, this is a 70-year-old Caucasian male, initially seen by myself in the office on 12/10/2001 for evaluation. The patient is noted with a history of nonischemic cardiomyopathy with moderate to severe LV systolic dysfunction. He is previously followed by Dr. John Boulet. On initial evaluation by myself, he was doing well. He underwent stress echocardiogram and noted to be negative for inducible ischemia with the patient achieving a workload of 9 METS. At that time, LVEF noted to be somewhat improved. The patient was then noted with “disordered breathing pattern per his wife”. Repeat echocardiogram showed worsening LV systolic function with LVEF estimated at 25-30% with biventricular enlargement. In view of persistent cardiomyopathy, he underwent implantation of an ICD on 08/01/2008. He has been seen on multiple occasions for followup with last followup on 07/24/2012. Last echocardiogram completed on 08/11/2011 showed left atrial enlargement with left ventricular enlargement and dilatation of aortic root. Remainder of internal cardiac chamber dimensions appearing normal with mild concentric left ventricular hypertrophy and evidence of resting regional abnormities. LVEF of 25-30% with mild mitral regurgitation, mild tricuspid regurgitation, mild pulmonic insufficiency. He has been seen on multiple occasions for followup with last followup on 07/24/2012. He presents today for followup. He is doing well. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 100, respiratory rate 12, blood pressure 124/68, weight 163 pounds, and height 5’5”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a soft systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.
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A 12-lead ECG done in the office today shows sinus rhythm at 98 beats per minute. There is left bundle branch block and right axis deviation noted.

IMPRESSION:

1. Nonischemic cardiomyopathy with severe LV systolic dysfunction. He is New York Heart Association class I.

2. Status post ICD.

3. Chronic left bundle branch block.

4. Mild mitral regurgitation and tricuspid regurgitation.

5. Mild pulmonic insufficiency.

6. Renal cancer, status post nephrectomy.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. The patient will have an ICD interrogation today as scheduled.

3. The patient is to follow up in six months or prior as needed.

4. Repeat ICD interrogation in July 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Marc Kaplan, D.O.

2585 E. Wilcox, Suite C

Sierra Vista, AZ 85635

RE:
NELSON, ALFRED
Date of Birth: 09/30/1931

Dear Dr. Kaplan:

I had the pleasure of seeing your patient, Alfred Nelson, in the office on 01/22/2013. As you recall, this is an 81-year-old Caucasian male, initially seen by myself in the office on 01/10/2008 for evaluation of atrial flutter. At that time, he related an episode of “stomach fluttering” as well as rapid heartbeat. He had been seen at Sierra Vista Regional Health Center and noted with atrial fibrillation with a rapid ventricular response and then converted spontaneously to normal sinus rhythm. He was discharged home on Lanoxin; however, he did not take the Lanoxin. On initial evaluation by myself, he was noted with sinus rhythm. Echocardiogram completed on 08/07/2008 showed normal chamber dimensions, normal left ventricular wall thickness, and normal contractility. LVEF of 60-65%. He had continued episodes of atrial fibrillation/flutter and was resumed on Lanoxin. Also placed on Cardizem with return to normal sinus rhythm. He continued to have episode of recurrent atrial fibrillation and he was placed on Rythmol and Cardizem was discontinued. He had returned to normal sinus rhythm; however, he had recurrent atrial fibrillation and his Rythmol was increased. He was ultimately seen at Sierra Vista Regional Health Center with recurrent atrial fibrillation. He was started on Cardizem at that time; however, noted with significant pauses consistent with sick sinus syndrome and ultimately underwent implantation of permanent pacemaker. His Rythmol was discontinued and he was placed on Multaq 400 mg b.i.d. in view of continued paroxysmal atrial fibrillation. He has been seen on multiple occasions for followup with last followup on 07/24/2012. He presents today for followup. He is doing well. Denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain. Does admit to occasional palpitations. No syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 73, respiratory rate 14, blood pressure 130/66, weight 191 pounds, and height 6’0”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm without a murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.
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ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

IMPRESSION:
1. Paroxysmal atrial fibrillation, presently in normal sinus rhythm.

2. Sick sinus syndrome, status post pacemaker.
3. Hypertension.
4. Hyponatremia.
5. Carotid stenosis by history.
RECOMMENDATIONS:

1 The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2 He will have a pacemaker interrogation today as scheduled.

3 The patient is to follow up in six months or prior as needed.

4 Repeat pacemaker interrogation in July 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Mark Carnett, D.O.

155 Calle Portal, 600

Sierra Vista, AZ 85635

RE:
STAINBROOK, VIRGINIA
Date of Birth: 04/24/1949

Dear Dr. Carnett:

I had the pleasure of seeing your patient, Virginia Stainbrook, in the office on 01/22/2013. As you recall, this is a 63-year-old Caucasian female, initially seen by myself in the office on 04/15/2004 for evaluation of congenital heart disease. The patient is noted with a documented history of congenital heart disease, status post surgical correction, although the exact etiology remains unclear. It was presumed to be either an atrial septal defect or ventricular septal defect that was repaired. The patient has a history of atrial fibrillation. Previously on sotalol; however, this had been discontinued prior to my initial evaluation. On initial evaluation by myself, she did relate dizziness as well as exertional dyspnea. She was noted with abnormal ECG with atrial fibrillation and rapid ventricular response and she was placed on digoxin for rate control. She was unable to tolerate digoxin secondary to dizziness. She underwent a stress echocardiogram and noted to be negative for inducible ischemia. The patient was ultimately seen at Sierra Vista Regional Health Center with complaints of dizziness. She was noted with marked bradycardia. She was taken off rate-limiting agents; however, had persistent episode of bradycardia and felt to have sick sinus syndrome and she underwent implantation of permanent pacemaker. She had recurrent chest pain and ultimately underwent coronary angiography at Sierra Vista Regional Health Center on 06/28/2004 showing normal coronary arteries with normal left ventricular systolic function with moderate pulmonary hypertension. She has been seen on multiple occasions for followup with last followup on 07/24/2012. She presents today for followup. She relates an episode of influenza and “bronchial pneumonia”. There was some chest discomfort at that time. This resolved when her infection resolved and she has had no recurrence. Her breathing is stable. She denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.
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PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 92, respiratory rate 14, blood pressure 110/64, weight 102 pounds, and height 5’4”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Irregular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

IMPRESSION:

1 Atypical chest pain that is resolved.

2 Chronic atrial fibrillation.

3 Status post pacemaker secondary to sick sinus syndrome.

4 Mild mitral regurgitation.

5 Congenital heart disease, status post surgical correction.

6 History of congestive heart failure without signs or symptoms at present time.

RECOMMENDATIONS:

1 The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2 She will have pacemaker interrogation today as scheduled.

3 The patient is to follow up in six months or prior as needed.

4 Repeat pacemaker interrogation in July 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

John Herrod, M.D.

2585 E. Wilcox

Sierra Vista, AZ 85635

RE:
SYWASSINK, EILEEN
Date of Birth: 12/30/1931

Dear Dr. Herrod:

I had the pleasure of seeing your patient, Eileen Sywassink, in the office on 01/22/2013. As you recall, this is an 81-year-old Caucasian female, initially seen by myself in the office on 03/23/2011. The patient is status post pacemaker secondary to symptomatic bradycardia. On initially evaluation by myself, she was asymptomatic. She has been seen on multiple occasions for followup with last followup on 07/24/2012. She presents today for followup. She relates issues with her neuropathy and arthritis, otherwise without complaints. She denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 61, respiratory rate 14, blood pressure 158/64, weight 149 pounds, and height 5’5”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Irregular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

A 12-lead ECG shows 100% ventricular paced rhythm with underlying sinus bradycardia and apparent complete AV block.

IMPRESSION:

1 Status post pacemaker secondary to symptomatic bradycardia and complete AV block.

2 Trivial mitral regurgitating/tricuspid regurgitation.

3 Hypertension.

4 Diabetes mellitus.

5 Hyperlipidemia.
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RECOMMENDATIONS:

1 The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2 She will have a pacemaker interrogation today as scheduled.

3 The patient is to follow up in six months or prior as needed.

4 The patient will have a pacemaker interrogation in July 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Monica Vandivort, M.D.

5335 S. Brushy Oak Lane

Hereford, AZ 85615

RE:
KANE, ROY
Date of Birth: 10/27/1916

Dear Dr. Vandivort:

I had the pleasure of seeing your patient, Roy Kane, in the office on 01/22/2013. As you recall, this is a 96-year-old Caucasian male, initially seen by myself in the office on 03/05/1999 for evaluation of rapid heartbeat. The patient is with a noted history of symptomatic bradycardia, status post permanent pacemaker implantation. He related rapid heartbeat with lightheadedness and dizziness. Pacemaker interrogation showed normal pacemaker function. He has been seen on multiple occasions for followup with last followup on 07/24/2012. Ultimately, he did undergo generator replacement when his device reached elective replacement interval. He presents today for followup as well as device interrogation. He is doing well. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 60, respiratory rate 14, blood pressure 112/60, weight 136 pounds, and height 5’8”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

IMPRESSION:

1. Status post pacemaker secondary to symptomatic bradycardia.

2. Diabetes mellitus.

3. Hyperlipidemia.
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RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. He will have pacemaker interrogation today as scheduled.

3. The patient is to follow up in six months or prior as needed.

4. Repeat pacemaker interrogation in July 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Eduardo Brown, M.D.

75 Colonia De Salud, Suite #200C

Sierra Vista, AZ 85635

RE:
SIMPSON, JON
Date of Birth: 10/17/1939

Dear Dr. Brown:

I had the pleasure of seeing your patient, Jon Simpson, in the office on 01/22/2013. As you recall, this is a 73-year-old Caucasian male, initially seen by myself at Sierra Vista Regional Health Center on 04/07/2008 for evaluation. He had presented with persistent nausea, emesis, as well as diarrhea. He had been discharged from St. Joseph’s Hospital after reported lung surgery. Also, he was noted with chest pain described as squeezing with shortness of breath and diaphoresis. He was ultimately presented to Sierra Vista Regional Health Center and was noted with second-degree AV block type 2. Echocardiogram at that time showed normal chamber dimensions, normal left ventricular wall thickness, and normal contractility with mild mitral regurgitation, mild tricuspid regurgitation, and mild pulmonary hypertension. Ultimately discharged home in stable condition. He re-presented to the office and noted with a high-grade AV block and he was transferred to Tucson where he underwent implantation of permanent pacemaker. The patient was subsequently noted with increasing exertional dyspnea and underwent a stress echocardiogram and felt to be abnormal suggestive of LAD ischemia. He also was having chest discomfort at that time and he ultimately underwent coronary angiography at Sierra Vista Regional Health Center on 04/08/2009 showing 20% left main coronary artery stenosis, otherwise no significant coronary artery disease and decision made to treat the patient medically. He has been seen on multiple occasions for followup and has had his pacemaker interrogated on multiple occasions as well. He was last seen for followup on 07/24/2012. He presents today for followup. He does admit to occasional right-sided chest pain described as sharp in nature. He relates exertional dyspnea that is stable. Denies any other chest discomfort, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or lower extremity edema.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 90, respiratory rate 14, blood pressure 130/68, weight 159 pounds, and height 5’10”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.
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IMPRESSION:

1. Status post pacemaker secondary to second-degree AV block.

2. Coronary artery disease.

3. Atypical chest pain, doubt cardiac etiology.

4. Mild mitral regurgitation.

5. Hypercholesterolemia.

6. COPD.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. The patient will have a pacemaker interrogation today as scheduled.

3. The patient to follow up in six months or prior as needed.

4. He will have a repeat pacemaker interrogation in July 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Gregory Brian Bechill, D.O.

1260 South Campbell Avenue

Green Valley, AZ 85614

RE:
PATTERSON, THOMAS
Date of Birth: 03/06/1950

Dear Dr. Bechill:

I had the pleasure of seeing your patient, Thomas Patterson, in the office on 01/22/2013. As you recall, this is a 62-year-old Caucasian male, initially seen by myself in the office on 07/01/2011 for evaluation of coronary artery disease. The patient is noted with a documented history of coronary artery disease, status post myocardial infarction with PTCA and stent placement of the LAD in 2007. On initial evaluation by myself, he was asymptomatic. He was underwent a stress echocardiogram and noted to be negative for inducible ischemia; however, the patient was noted with baseline ischemic cardiomyopathy with severe LV systolic dysfunction with LVEF estimated at 25-30%. He ultimately underwent implantation of biventricular pacemaker/ICD in view of his ischemic cardiomyopathy with severe LV systolic dysfunction. He has been seen on multiple occasions for followup and has had his device interrogated on multiple occasions as well. He was last seen for followup on 08/28/2012. He presents today for followup as well as device interrogation. He is doing well. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea. He is under consideration for incisional hernia repair and thus presents for preoperative evaluation.

PHYSICAL EXAMINATION:
VITAL SIGNS: Heart rate 78, respiratory rate 14, blood pressure 152/88, weight 238 pounds, and height 5’10”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a soft systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

A 12-lead ECG done in the office today shows 100% ventricular paced rhythm with underlying sinus mechanism. There are occasional PVCs.
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IMPRESSION:
1. Coronary artery disease status post myocardial infarction status post PTCA and stent placement.

2. Ischemic cardiomyopathy with severe LV systolic dysfunction.

3. Status post biventricular pacemaker/ICD implantation.

4. Left bundle branch block, which is chronic.

5. Mild mitral regurgitation.

6. Hypertension.

RECOMMENDATIONS:
1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. He will have a biventricular pacemaker/ICD interrogation today as scheduled.

3. The patient is to follow up in three months or prior as needed.

4. He will have a repeat biventricular pacemaker/ICD interrogation in April 2013.

5. In view of asymptomatic status with negative functional study and unremarkable ECG, the patient is stable for planned surgical intervention from cardiac aspect.
Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Jody Jenkins, M.D.

75 Colonia De Salud, #100C

Sierra Vista, AZ 85635

RE:
PATTERSON, THOMAS
Date of Birth: 03/06/1950

Dear Dr. Jenkins:

I had the pleasure of seeing your patient, Thomas Patterson, in the office on 01/22/2013. As you recall, this is a 62-year-old Caucasian male, initially seen by myself in the office on 07/01/2011 for evaluation of coronary artery disease. The patient is noted with a documented history of coronary artery disease, status post myocardial infarction with PTCA and stent placement of the LAD in 2007. On initial evaluation by myself, he was asymptomatic. He was underwent a stress echocardiogram and noted to be negative for inducible ischemia; however, the patient was noted with baseline ischemic cardiomyopathy with severe LV systolic dysfunction with LVEF estimated at 25-30%. He ultimately underwent implantation of biventricular pacemaker/ICD in view of his ischemic cardiomyopathy with severe LV systolic dysfunction. He has been seen on multiple occasions for followup and has had his device interrogated on multiple occasions as well. He was last seen for followup on 08/28/2012. He presents today for followup as well as device interrogation. He is doing well. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea. He is under consideration for incisional hernia repair and thus presents for preoperative evaluation.

PHYSICAL EXAMINATION:
VITAL SIGNS: Heart rate 78, respiratory rate 14, blood pressure 152/88, weight 238 pounds, and height 5’10”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a soft systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

A 12-lead ECG done in the office today shows 100% ventricular paced rhythm with underlying sinus mechanism. There are occasional PVCs.

January 22, 2013

Jody Jenkins, M.D.
RE:
PATTERSON, THOMAS
Date of Birth: 03/06/1950
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IMPRESSION:
1. Coronary artery disease status post myocardial infarction status post PTCA and stent placement.

2. Ischemic cardiomyopathy with severe LV systolic dysfunction.

3. Status post biventricular pacemaker/ICD implantation.

4. Left bundle branch block, which is chronic.

5. Mild mitral regurgitation.

6. Hypertension.

RECOMMENDATIONS:
1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. He will have a biventricular pacemaker/ICD interrogation today as scheduled.

3. The patient is to follow up in three months or prior as needed.

4. He will have a repeat biventricular pacemaker/ICD interrogation in April 2013.

5. In view of asymptomatic status with negative functional study and unremarkable ECG, the patient is stable for planned surgical intervention from cardiac aspect.
Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Eduardo Brown, M.D.

75 Colonia De Salud, Suite #200C

Sierra Vista, AZ 85635

RE:
ELLUL, ANTHONY
Date of Birth: 01/11/1938

Dear Dr. Brown:

I had the pleasure of seeing your patient, Anthony Ellul, in the office on 01/22/2013. As you recall, this is a 75-year-old Caucasian male, initially seen by myself at Sierra Vista Regional Health Center for evaluation of respiratory failure that was felt to be multifactorial with component of COPD and pneumonia as well as congestive heart failure. The patient is noted with a history of nonischemic cardiomyopathy with severe LV systolic dysfunction and was status post ICD implantation at that time. He was given IV Lasix with antibiotics with improvement in status and discharged home in stable condition. He had recurrent congestive heart failure and has been admitted on multiple occasions as well. He underwent diuresis with improvement of status. In view of recurrent congestive heart failure as well as nonischemic cardiomyopathy with severe LV systolic dysfunction, he underwent revision of his device to include a biventricular pacemaker/ICD. He has been seen on multiple occasions for followup and has had his device interrogated on multiple occasions as well. He was last seen for followup on 09/25/2012. He presents today for followup. He is doing well. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 106, respiratory rate 16, blood pressure 140/72, weight 170 pounds, and height 5’9”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Irregular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

A 12-lead ECG done in the office today shows atrial fibrillation and ventricular rate of 80 beats per minute. There is poor R wave progression suggesting prior anterior wall myocardial infarction.

January 22, 2013
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IMPRESSION:

1. Nonischemic cardiomyopathy with severe LV systolic dysfunction. He is New York Heart Association class I.

2. Status post biventricular pacemaker/ICD implantation.

3. Chronic atrial fibrillation.

4. Moderate mitral regurgitation.

5. Mild aortic insufficiency.

6. Thoracic aortic aneurysm.

7. History of congestive heart failure without signs or symptoms at present time.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. He will have a biventricular pacemaker/ICD interrogation today as scheduled.

3. The patient is to follow up in three months or prior as needed.

4. He will have a repeat biventricular pacemaker/ICD interrogation in April 2013.

5. I have again discussed indications for anticoagulation in view of his atrial fibrillation as well as nonischemic cardiomyopathy with severe LV systolic dysfunction.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Michael Lesueur, M.D.

1800 E. Wilcox

Sierra Vista, AZ 85635
RE:
MATCHETTE, LYDIA
Date of Birth: 08/08/1956

Dear Dr. Lesueur:

I had the pleasure of seeing your patient, Lydia Matchette, in the office on 01/22/2013. As you recall, this is a 56-year-old Caucasian female, initially seen by myself in the office on 06/18/2012 for evaluation. The patient was with a documented history of cardiomyopathy that was presumed nonischemic. She is also status post biventricular pacemaker/ICD implantation. On initial evaluation by myself, she related exertional dyspnea as well as occasional pedal edema. We did discuss coronary angiography in definitive evaluation; however, this was deferred per the patient. She underwent device interrogation on multiple occasions. She has been seen on multiple occasions for followup with last followup on 10/23/2012. Last echocardiogram completed on 11/02/2012 showed left ventricular and right atrial enlargement with remainder of internal cardiac chamber dimensions appearing normal with normal left ventricular wall thickness with moderate to severe global hypokinesis with LVEF of 30-35% consistent with dilated cardiomyopathy with moderate to severe LV systolic dysfunction. There was mild mitral regurgitation, trivial tricuspid regurgitation, and trivial to mild pulmonic insufficiency. She presents today for followup as well as device interrogation. She is doing well. She relates exertional dyspnea that is stable. She denies any chest pain per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or lower extremity edema.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 84, respiratory rate 12, blood pressure 138/80, weight 208 pounds, and height 5’1”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a soft systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

January 22, 2013

Michael Lesueur, M.D.
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MATCHETTE, LYDIA
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IMPRESSION:

1. Nonischemic cardiomyopathy with moderate to severe LV systolic dysfunction. She is clinically stable.

2. Mild mitral regurgitation.

3. Trivial to mild pulmonic insufficiency.

4. Status post biventricular pacemaker/ICD secondary to nonischemic cardiomyopathy.

5. History of CVA/TIA.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. She will have a biventricular pacemaker/ICD interrogation today as scheduled.

3. The patient is to follow up in three months or prior as needed.

4. She will have a repeat biventricular pacemaker/ICD interrogation in April 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Ralph Mayberry, M.D.

1800 E. Wilcox

Sierra Vista, AZ 85635

RE:
LANDY, ROBERT
Date of Birth: 08/23/1964

Dear Dr. Mayberry:

I had the pleasure of seeing your patient, Robert Landy, in the office on 01/22/2013. As you recall, this is a 48-year-old Caucasian male, initially seen by myself at Sierra Vista Regional Health Center on 10/16/2005 for evaluation of congestive heart failure. The patient is noted with history of hyperlipidemia as well as hypertension. He had presented with generalized edema. He was noted with elevated BMP and was admitted with diagnosis of congestive heart failure. He was aggressively diuresed with improvement of status and ultimately underwent an echocardiogram showing dilated cardiomyopathy with severe LV systolic dysfunction. He underwent coronary angiography on 11/16/2005 showing normal coronary arteries without evidence of coronary artery stenosis and felt to have a nonischemic cardiomyopathy with severe LV systolic dysfunction. He was placed on ACE inhibitor therapy as well as beta-blocker, Lasix, and Zaroxolyn. He had re-presented to Sierra Vista Regional Health Center in December 2009 with complaints of chest pain described as pressure and dull ache with associated shortness of breath. He was noted with atrial flutter and was transferred to Tucson Heart Hospital where he underwent RF ablation for his atrial flutter as well as implantation of an ICD in view of persistent nonischemic cardiomyopathy. He has been seen on multiple occasions for followup and he has had his device interrogated on multiple occasions as well. He had last seen for followup on 07/24/2012. He presents today for followup. His breathing is stable. He does admit to occasional transient chest pain that is unchanged from prior. No shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, or PND. He does admit to occasional edema that is well controlled with diuretic therapy.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 63, respiratory rate 14, blood pressure 146/80, weight 244 pounds, and height 5’8”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

January 22, 2013

Ralph Mayberry, M.D.

RE:
LANDY, ROBERT
Date of Birth: 08/23/1964

Page 2

IMPRESSION:

1. Nonischemic cardiomyopathy.

2. Status post ICD secondary to nonischemic cardiomyopathy.

3. Status post RF ablation secondary to atrial flutter. He remains in normal sinus rhythm.

4. Mild mitral regurgitation/tricuspid regurgitation.

5. Hypertension.

6. Hyperlipidemia.

7. Asthma.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. He will have an ICD interrogation today as scheduled.

3. The patient is to follow up in six months or prior as needed.

4. He will have a repeat ICD interrogation in July 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Eduardo Brown, M.D.

75 Colonia De Salud, Suite #200C

Sierra Vista, AZ 85635

RE:
LOOP, BONNIE
Date of Birth: 12/01/1934

Dear Dr. Brown:

I had the pleasure of seeing your patient, Bonnie Loop, in the office on 01/22/2013. As you recall, this is a 78-year-old Caucasian female who presents for evaluation of pericardial effusion. The patient is noted with pericardial effusion on routine CT. She does relate exertional dyspnea that was somewhat worse over the last two months. She does have a documented history of COPD. She denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope , orthopnea, PND, or lower extremity edema.

PAST MEDICAL HISTORY: Significant for hypertension, exercise-induced asthma, COPD, peptic ulcer disease, gastroesophageal reflux disease, hypothyroidism, and osteoarthritis. No history of diabetes mellitus, coronary artery disease, myocardial infarction, strokes/TIA, cancer, scarlet fever, rheumatic fever, carotid occlusive disease, hiatal hernia, aortic aneurysm, hypercholesterolemia, or congestive heart failure.

PAST SURGICAL HISTORY: Appendectomy, vaginal hysterectomy, bladder suspension, kidney suspension, right shoulder arthroscopic surgery, right shoulder replacement with bilateral carpal tunnel release, and right hand surgery (multiple).

FAMILY HISTORY: Mother deceased at age 63 secondary to COPD with no other known medical history. Father deceased at age 87 secondary to pancreatic cancer with a history of peptic ulcer disease. The patient has one living siblings and three deceased siblings. Positive for family history of hypertension, diabetes mellitus, pancreatic cancer, COPD, and hypercholesterolemia. Negative for myocardial infarction, coronary artery disease, strokes, and congestive heart failure .

SOCIAL HISTORY: Positive tobacco, quit smoking 27 years ago. Previously smoked greater than two packs a day for 20 years. Does admit to occasional alcohol consumptions. She denies any IVDA or illicit drug use. She does admit to caffeine intake with two to three caffeinated beverages daily. She is divorced and currently retired. Previously worked as a contract specialist.

January 22, 2013

Eduardo Brown, M.D.

RE:
LOOP, BONNIE
Date of Birth: 12/01/1934

Page 2

MEDICATIONS: Synthroid 0.1 mg daily, Proventil metered-dose inhaler two puffs q.i.d. p.r.n., Protonix 40 mg daily, potassium chloride 10 mEq daily, hydrochlorothiazide 12.5 mg daily, Diovan 80 mg daily, Advair Diskus 100/50 mcg one puff b.i.d., and acyclovir 400 mg daily.

ALLERGIES: Codeine.

REVIEW OF SYSTEMS: As per chief complaint.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 80, respiratory rate 18, blood pressure 128/76, weight 127 pounds, and height 4’11”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

A 12-lead ECG done in the office today shows sinus rhythm at 80 beats per minute. No acute or ischemic changes appreciated.

IMPRESSION:

1. Pericardial effusion.

2. Murmur consistent with mitral regurgitation/tricuspid regurgitation.

3. Hypertension.

4. COPD.

5. Gastroesophageal reflux disease by history.

6. Peptic ulcer disease.

7. COPD.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. She will have an echocardiogram in followup of her pericardial effusion as well as murmur.

3. The patient is to otherwise follow up in two months or prior as needed.

January 22, 2013

Eduardo Brown, M.D.

RE:
LOOP, BONNIE
Date of Birth: 12/01/1934
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Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

David Knapp, M.D.

75 Colonia De Salud, #200A

Sierra Vista, AZ 85635

RE:
TRUJILLO, JOHN
Date of Birth: 09/11/1938

Dear Dr. Knapp:

I had the pleasure of seeing your patient, John Trujillo, in the office on 01/22/2013. As you recall, this is a 74-year-old Hispanic male, initially seen by myself in the office on 08/23/2007 for evaluation of abnormal ECG. He was asymptomatic; however, noted with abnormal ECG. He underwent a stress echocardiogram noted to be negative for inducible ischemia; however, he was noted with evidence of an ischemic cardiomyopathy with severe LV systolic dysfunction with LVEF estimated at 30-35%. He underwent coronary angiography on 09/12/2007 showing coronary artery disease as well as ischemic cardiomyopathy with severe LV systolic dysfunction and he underwent coronary artery bypass graft surgery. A post-bypass stress Myoview on 11/28/2007 noted to be negative for inducible ischemia with evidence of prior infarction and persistent cardiomyopathy. In view of persistent ischemic cardiomyopathy, status post revascularization, he underwent implantation of an ICD. He has been seen on multiple occasions for followup and has had device interrogated on multiple occasions as well. Last seen for followup on 10/23/2012. He presents today for followup as well as device interrogation. He is doing well. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:
VITAL SIGNS: Heart rate 61, respiratory rate 14, blood pressure 120/70, weight 168 pounds, and height 5’4”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

January 22, 2013

David Knapp, M.D.

RE:
TRUJILLO, JOHN
Date of Birth: 09/11/1938
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IMPRESSION:
1. Coronary artery disease, status post coronary artery bypass graft surgery.

2. Ischemic cardiomyopathy with mild to moderate LV systolic dysfunction.

3. Status post ICD.

4. Diabetes mellitus.

5. Hyperlipidemia.

RECOMMENDATIONS:
1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. The patient will have an ICD interrogation today as scheduled.

3. The patient is to follow up in three months or prior as needed.

4. He will have a repeat ICD interrogation in April 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Najibullah Muradi, M.D.

Chiricahua Community Health Center

101 Cole Avenue

Bisbee, AZ 85603

RE:
LINDSEY, ROY
Date of Birth: 10/29/1936

Dear Dr. Muradi:

I had the pleasure of seeing your patient, Roy Lindsey, in the office on 01/22/2013. As you recall, this is a 76-year-old Caucasian male, initially seen by myself in the office on 07/17/2000 for evaluation of coronary artery disease. The patient is noted with a documented history of coronary artery disease, status post myocardial infarction with subsequent PTCA and stent placement. On initial evaluation by myself, he did relate chest pain described as dull ache that appeared exertion related. He underwent a stress echocardiogram on 12/07/2000 noted to be negative for inducible ischemia with the patient achieving a workload of 8 METS. He had recurrent symptoms and underwent repeat coronary angiography at Tucson Medical Center on 10/26/2004 showing a 30% mid circumflex lesion as well as 99% stenosis in the proximal right coronary artery and felt to be chronic with collateralization from the left circumflex and decision made to treat the patient medically. He was ultimately presented to Copper Queen Hospital on 11/30/2008 with complaints of chest pain. He was transferred to Tucson Heart Hospital at that time and underwent coronary angiography with PTCA and stent placement by Dr. Myer. He had worsening cardiomyopathy as well as atrial flutter and he underwent RF ablation for his atrial flutter as well as implantation of biventricular pacemaker/ICD in view of his ischemic cardiomyopathy and congestive heart failure. He has been seen on multiple occasions for followup and had his device interrogated on multiple occasions as well. Ultimately noted with abdominal aortic aneurysm and underwent surgical repair by Dr. Berman. He was last seen for followup on 10/23/2012. Last functional study was adenosine Myoview on 11/29/2011 noted to be negative for inducible ischemia with ejection fraction of 38%. He presents today for followup. He is doing well from cardiac aspect. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 58, respiratory rate 18, blood pressure 142/80, and height 5’11”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

January 22, 2013

Najibullah Muradi, M.D.

RE:
LINDSEY, ROY
Date of Birth: 10/29/1936
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CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

IMPRESSION:

1. Coronary artery disease, status post myocardial infarction, status post PTCA and stent placement.

2. Ischemic cardiomyopathy.

3. Status post biventricular pacemaker/ICD implantation as noted.

4. Status post RF ablation secondary to atrial flutter.

5. Paroxysmal atrial flutter, remains in normal sinus rhythm.

6. Mild mitral regurgitation/tricuspid regurgitation.

7. Abdominal aortic aneurysm, status post surgical repair.

8. Hypertension.

9. Hyperlipidemia.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. He will have biventricular pacemaker/ICD interrogation today as scheduled.

3. The patient is to follow up in three months or prior as needed.

4. He will have a repeat biventricular pacemaker/ICD interrogation in April 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Anthony Nazaroff, M.D.

3533 Canyon de Flores A

Sierra Vista, AZ 85635

RE:
LINDSEY, ROY
Date of Birth: 10/29/1936

Dear Dr. Nazaroff:

I had the pleasure of seeing your patient, Roy Lindsey, in the office on 01/22/2013. As you recall, this is a 76-year-old Caucasian male, initially seen by myself in the office on 07/17/2000 for evaluation of coronary artery disease. The patient is noted with a documented history of coronary artery disease, status post myocardial infarction with subsequent PTCA and stent placement. On initial evaluation by myself, he did relate chest pain described as dull ache that appeared exertion related. He underwent a stress echocardiogram on 12/07/2000 noted to be negative for inducible ischemia with the patient achieving a workload of 8 METS. He had recurrent symptoms and underwent repeat coronary angiography at Tucson Medical Center on 10/26/2004 showing a 30% mid circumflex lesion as well as 99% stenosis in the proximal right coronary artery and felt to be chronic with collateralization from the left circumflex and decision made to treat the patient medically. He was ultimately presented to Copper Queen Hospital on 11/30/2008 with complaints of chest pain. He was transferred to Tucson Heart Hospital at that time and underwent coronary angiography with PTCA and stent placement by Dr. Myer. He had worsening cardiomyopathy as well as atrial flutter and he underwent RF ablation for his atrial flutter as well as implantation of biventricular pacemaker/ICD in view of his ischemic cardiomyopathy and congestive heart failure. He has been seen on multiple occasions for followup and had his device interrogated on multiple occasions as well. Ultimately noted with abdominal aortic aneurysm and underwent surgical repair by Dr. Berman. He was last seen for followup on 10/23/2012. Last functional study was adenosine Myoview on 11/29/2011 noted to be negative for inducible ischemia with ejection fraction of 38%. He presents today for followup. He is doing well from cardiac aspect. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 58, respiratory rate 18, blood pressure 142/80, and height 5’11”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

January 22, 2013

Anthony Nazaroff, M.D.

RE:
LINDSEY, ROY
Date of Birth: 10/29/1936
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CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

IMPRESSION:

1. Coronary artery disease, status post myocardial infarction, status post PTCA and stent placement.

2. Ischemic cardiomyopathy.

3. Status post biventricular pacemaker/ICD implantation as noted.

4. Status post RF ablation secondary to atrial flutter.

5. Paroxysmal atrial flutter, remains in normal sinus rhythm.

6. Mild mitral regurgitation/tricuspid regurgitation.

7. Abdominal aortic aneurysm, status post surgical repair.

8. Hypertension.

9. Hyperlipidemia.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. He will have biventricular pacemaker/ICD interrogation today as scheduled.

3. The patient is to follow up in three months or prior as needed.

4. He will have a repeat biventricular pacemaker/ICD interrogation in April 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Dr. Berman

RE:
LINDSEY, ROY
Date of Birth: 10/29/1936

Dear Dr. Dr. Berman:

I had the pleasure of seeing your patient, Roy Lindsey, in the office on 01/22/2013. As you recall, this is a 76-year-old Caucasian male, initially seen by myself in the office on 07/17/2000 for evaluation of coronary artery disease. The patient is noted with a documented history of coronary artery disease, status post myocardial infarction with subsequent PTCA and stent placement. On initial evaluation by myself, he did relate chest pain described as dull ache that appeared exertion related. He underwent a stress echocardiogram on 12/07/2000 noted to be negative for inducible ischemia with the patient achieving a workload of 8 METS. He had recurrent symptoms and underwent repeat coronary angiography at Tucson Medical Center on 10/26/2004 showing a 30% mid circumflex lesion as well as 99% stenosis in the proximal right coronary artery and felt to be chronic with collateralization from the left circumflex and decision made to treat the patient medically. He was ultimately presented to Copper Queen Hospital on 11/30/2008 with complaints of chest pain. He was transferred to Tucson Heart Hospital at that time and underwent coronary angiography with PTCA and stent placement by Dr. Myer. He had worsening cardiomyopathy as well as atrial flutter and he underwent RF ablation for his atrial flutter as well as implantation of biventricular pacemaker/ICD in view of his ischemic cardiomyopathy and congestive heart failure. He has been seen on multiple occasions for followup and had his device interrogated on multiple occasions as well. Ultimately noted with abdominal aortic aneurysm and underwent surgical repair by Dr. Berman. He was last seen for followup on 10/23/2012. Last functional study was adenosine Myoview on 11/29/2011 noted to be negative for inducible ischemia with ejection fraction of 38%. He presents today for followup. He is doing well from cardiac aspect. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 58, respiratory rate 18, blood pressure 142/80, and height 5’11”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

January 22, 2013

Dr. Berman

RE:
LINDSEY, ROY
Date of Birth: 10/29/1936
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CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

IMPRESSION:

1. Coronary artery disease, status post myocardial infarction, status post PTCA and stent placement.

2. Ischemic cardiomyopathy.

3. Status post biventricular pacemaker/ICD implantation as noted.

4. Status post RF ablation secondary to atrial flutter.

5. Paroxysmal atrial flutter, remains in normal sinus rhythm.

6. Mild mitral regurgitation/tricuspid regurgitation.

7. Abdominal aortic aneurysm, status post surgical repair.

8. Hypertension.

9. Hyperlipidemia.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. He will have biventricular pacemaker/ICD interrogation today as scheduled.

3. The patient is to follow up in three months or prior as needed.

4. He will have a repeat biventricular pacemaker/ICD interrogation in April 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Thomas Eyler, D.O.

1515 North Campbell Avenue

Tucson, AZ 85724

RE:
BENTH, BETTY
Date of Birth: 12/17/1935

Dear Dr. Eyler:

I had the pleasure of seeing your patient, Betty Benth, in the office on 01/22/2013. As you recall, this is a 77-year-old Caucasian female, initially seen by myself at Sierra Vista Regional Health Center on 02/28/2005 for evaluation of dyspnea. At that time, she related lower extremity edema that was increased as well as exertional dyspnea to the point where she was short of breath at rest. She also related nonproductive cough, orthopnea, PND, nausea, and diaphoresis. Chest x‑ray was consistent with congestive heart failure and she was admitted to Sierra Vista Regional Heath Center and aggressively diuresed with improvement in status. She was discharged home in stable condition and subsequently underwent coronary angiography showing single-vessel coronary artery disease with 20% ostial right coronary artery stenosis and decision made to treat the patient medically. Repeat echocardiogram showed improvement of her cardiomyopathy; however, the patient noted with recurrent congestive heart failure and underwent dobutamine stress echocardiogram on 06/05/2008 noted to be negative for inducible ischemia. At that time, her LV systolic function noted to be markedly worse with LVEF estimated at 25-30%. Medications were adjustment with improvement of congestive heart failure. In view of recurrent cardiomyopathy as well as congestive heart failure, it was felt she was at high-risk for sudden cardiac death. A repeat echocardiogram on 09/04/2008 showed severe global hypokinesis with LVEF of 15-20% with moderate to severe pulmonary hypertension and moderate to severe tricuspid regurgitation. She underwent implantation of an ICD. She has been seen on multiple occasions for followup with last followup on 10/23/2012. Last functional study was a dobutamine stress echocardiogram on 05/11/2011 noted to be negative for inducible ischemia. At that time, her LV function noted to be improved and within normal limits at 50-55% and she was also noted with mild mitral regurgitation and trivial tricuspid regurgitation. She presents today for followup. She is doing well. She denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 69, respiratory rate 14, blood pressure 138/82, weight 148 pounds, and height 5’1”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

January 22, 2013

Thomas Eyler, D.O.

RE:
BENTH, BETTY
Date of Birth: 12/17/1935
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CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x4 extremities.

IMPRESSION:

1. Nonobstructive coronary artery disease.

2. Status post ICD secondary to cardiomyopathy. LVEF noted to be improved.

3. Mild mitral regurgitation.

4. Hypertension.

5. Hypothyroidism.

6. History of congestive heart failure. She is clinically stable.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. She will have an ICD interrogation today as scheduled.

3. She is to follow up in three months or prior as needed.

4. She will have a repeat ICD interrogation in April 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013
Joanne M. Jeter, M.D.

1515 North Campbell Avenue

Tucson, AZ 85724

RE:
BENTH, BETTY
Date of Birth: 12/17/1935

Dear Dr. Jeter:

I had the pleasure of seeing your patient, Betty Benth, in the office on 01/22/2013. As you recall, this is a 77-year-old Caucasian female, initially seen by myself at Sierra Vista Regional Health Center on 02/28/2005 for evaluation of dyspnea. At that time, she related lower extremity edema that was increased as well as exertional dyspnea to the point where she was short of breath at rest. She also related nonproductive cough, orthopnea, PND, nausea, and diaphoresis. Chest x‑ray was consistent with congestive heart failure and she was admitted to Sierra Vista Regional Heath Center and aggressively diuresed with improvement in status. She was discharged home in stable condition and subsequently underwent coronary angiography showing single-vessel coronary artery disease with 20% ostial right coronary artery stenosis and decision made to treat the patient medically. Repeat echocardiogram showed improvement of her cardiomyopathy; however, the patient noted with recurrent congestive heart failure and underwent dobutamine stress echocardiogram on 06/05/2008 noted to be negative for inducible ischemia. At that time, her LV systolic function noted to be markedly worse with LVEF estimated at 25-30%. Medications were adjustment with improvement of congestive heart failure. In view of recurrent cardiomyopathy as well as congestive heart failure, it was felt she was at high-risk for sudden cardiac death. A repeat echocardiogram on 09/04/2008 showed severe global hypokinesis with LVEF of 15-20% with moderate to severe pulmonary hypertension and moderate to severe tricuspid regurgitation. She underwent implantation of an ICD. She has been seen on multiple occasions for followup with last followup on 10/23/2012. Last functional study was a dobutamine stress echocardiogram on 05/11/2011 noted to be negative for inducible ischemia. At that time, her LV function noted to be improved and within normal limits at 50-55% and she was also noted with mild mitral regurgitation and trivial tricuspid regurgitation. She presents today for followup. She is doing well. She denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 69, respiratory rate 14, blood pressure 138/82, weight 148 pounds, and height 5’1”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

January 22, 2013

Joanne M. Jeter, M.D.

RE:
BENTH, BETTY
Date of Birth: 12/17/1935
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CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x4 extremities.

IMPRESSION:

1. Nonobstructive coronary artery disease.

2. Status post ICD secondary to cardiomyopathy. LVEF noted to be improved.

3. Mild mitral regurgitation.

4. Hypertension.

5. Hypothyroidism.

6. History of congestive heart failure. She is clinically stable.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. She will have an ICD interrogation today as scheduled.

3. She is to follow up in three months or prior as needed.

4. She will have a repeat ICD interrogation in April 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

David Knapp, M.D.

75 Colonia De Salud, #200A

Sierra Vista, AZ 85635
RE:
WILLIS, MARY
Date of Birth: 01/22/1933

Dear Dr. Knapp:

I had the pleasure of seeing your patient, Mary Willis, in the office on 01/22//2013. As you recall, this is an 80-year-old Caucasian female, initially seen by myself in the office on 08/19/2002 for evaluation. The patient is noted with documented history of coronary artery disease, status post myocardial infarction. On initial evaluation by myself, she did relate chest discomfort described as pressure and heaviness with associated left arm discomfort as well as neck pain. A functional study completed prior to my initial evaluation was noted to be unremarkable. Symptoms seem to resolve spontaneously. She ultimately underwent a stress echocardiogram on 12/03/2003 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 6.5 METS. At that time, LV systolic dysfunction was noted to be decreased with LVEF of 25‑30%. She ultimately presented to Sierra Vista Regional Health Center with complaints of chest pain and was admitted with unstable angina and was placed on IV nitroglycerin, Lovenox, aspirin, and beta-blockers. Serial cardiac enzymes noted to be negative and she was transferred to Tucson Medical Center where she underwent repeat coronary angiography showing nonobstructive disease. LVEF at that time noted to be with in normal limits. A repeat stress echocardiogram on 09/27/2007 noted to be abnormal and she underwent repeat coronary angiography at Tucson Heart Hospital once again showed nonobstructive coronary artery disease with dilated cardiomyopathy and severe LV dysfunction with LVEF estimated at 30%. Again, noted with an abnormal stress echocardiogram on 05/29/2009 and underwent a repeat coronary angiography on 06/15/2009 showing single-vessel nonobstructive coronary artery disease with nonischemic cardiomyopathy with LVEF of 30-35%. In view of persistent nonischemic cardiomyopathy, she underwent implantation of biventricular pacemaker/ICD and she subsequently had revision of her device. A repeat echocardiogram completed on 11/09/2010 showed left atrial enlargement with remainder of internal cardiac chamber dimension appearing normal with mild concentric left ventricular hypertrophy and moderate global hypokinesis with LVEF of 30-35% with mild mitral regurgitation, moderate aortic insufficiency, and trivial to mild tricuspid regurgitation. She has been seen on multiple occasions for followup and has had her device interrogated on multiple occasions as well. She was last seen for followup on 10/23/2012. She presents today for followup as well as device interrogation. She is relating increasing exertional dyspnea as well as orthopnea and PND. Does admit to rare transient chest pain lasting less than one minute. No shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jack, or arm pain, palpitations, syncope, or near syncope. She does admit to lower extremity edema, which is stable. She appears to be diuresing fairly well and her weight is stable.

January 22, 2013

David Knapp, M.D.

RE:
WILLIS, MARY
Date of Birth: 01/22/1933

Page 2

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 82, respiratory rate 14, blood pressure 130/78, weight 162 pounds, and height 5’4”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

IMPRESSION:

1. Mild congestive heart failure.

2. Nonobstructive coronary artery disease.

3. Nonischemic cardiomyopathy with moderate LV systolic dysfunction.

4. Left bundle branch block, which is chronic.

5. Status post biventricular pacemaker/ICD.

6. Moderate aortic insufficiency.

7. Mild mitral regurgitation.

8. Trivial to mild tricuspid regurgitation.

RECOMMENDATIONS:

1. The patient it to increase Lasix 40 mg daily for three days and then resume 20 mg daily.

2. The patient is to otherwise continue on current medical regimen. I have reviewed the medications with the patient.

3. She is to call with status on 01/28/2013.

4. She will have an ICD interrogation today as scheduled.

5. The patient is to follow up in one month.

6. Repeat biventricular pacemaker/ICD interrogation in April 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Leonardo Serfino, M.D.

302 El Camino Real, 1

Sierra Vista, AZ 85635

RE:
CARRIZALES, HELEN
Date of Birth: 03/28/1958

Dear Dr. Serfino:

I had the pleasure of seeing your patient, Helen Carrizales, in the office on 01/22/2013. As you recall, this is a 54-year-old Caucasian female, initially seen by myself in the office on 07/06/2007 for evaluation of chest pain described as burning with associated shortness of breath. She also noted with abnormal ECG. The patient underwent a stress echocardiogram on 08/02/2007 noted to be negative for inducible ischemia with the patient achieving a workload of 9 METS. She had recurrent anginal symptoms and underwent repeat stress echocardiogram on 07/13/2012 noted to be negative for inducible ischemia with the patient achieving a workload of 6 METS. At that time, she had a cardiomyopathy with baseline with LV systolic dysfunction with LVEF estimated at 45-50% with mild mitral regurgitation and mild tricuspid regurgitation. She underwent coronary angiography in view of her cardiomyopathy on 08/27/2012 showing normal coronary arteries without evidence of coronary artery stenosis and again noted with cardiomyopathy with LVEF estimated 45-50%. She has been seen on multiple occasions for followup with last followup on 01/02/2013. She notes elevated blood pressures with systolic in the 150-180s range with diastolic in the 90s. She noted cephalgia particularly and blood pressure is high. She denies any chest pain per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 90, respiratory rate 12, blood pressure 140/84, weight 172 pounds, and height 5’7”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

January 22, 2013

Leonardo Serfino, M.D.

RE:
CARRIZALES, HELEN
Date of Birth: 03/28/1958

Page 2

IMPRESSION:

1. Stable angina pectoris.

2. Mild tricuspid regurgitation.

3. History of nonischemic cardiomyopathy with LVEF noted to be improved.

4. Hyperlipidemia.

5. Sleep apnea.

6. Gastroesophageal reflux disease.

RECOMMENDATIONS:

1. The patient is to increase her Coreg to 12.5 mg b.i.d. A prescription has been transmitted to CVS.

2. She is to otherwise continue on current medical regimen. I have reviewed the medications with the patient.

3. She is to call with status in approximately one week as far as blood pressure is concerned.

4. The patient is to follow up as previously scheduled.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Monica Vandivort, M.D.

5335 S. Brushy Oak Lane

Hereford, AZ 85615

RE:
STAUTZENBERGER, MARCELLA
Date of Birth: 03/11/1919

Dear Dr. Vandivort:

I had the pleasure of seeing your patient, Marcella Stautzenberger, in the office on 01/22/2013. As you recall, this is a 93-year-old Caucasian female, initially seen by myself in the office on 09/23/2010 for evaluation. The patient is status post biventricular pacemaker/ICD secondary to symptomatic bradycardia and congestive heart failure. On initial evaluation by myself, she appears stable. She underwent interrogation of device showing normal device function. She has been seen on multiple occasions for followup with last followup on 09/25/2012. She presents today for followup. She relates exertional dyspnea that is stable. She does relate occasional episode of anginal and lasting approximately three to five minutes. No change in frequency or severity. No shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or lower extremity edema.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 88, respiratory rate 16, blood pressure 124/76, and height 5'5".

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a soft systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

IMPRESSION:

1. Stable angina pectoris.

2. Status post biventricular pacemaker/ICD.

3. Peripheral vascular disease.

4. Hypertension.

5. Hyperlipidemia.

6. Hypothyroidism.

7. End-stage renal disease.

January 22, 2013

Monica Vandivort, M.D.

RE:
STAUTZENBERGER, MARCELLA
Date of Birth: 03/11/1919

Page 2

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. She will have a biventricular pacemaker/ICD interrogation today as scheduled.

3. The patient will have echocardiogram in followup of her newly noted murmur as well as dyspnea.

4. She is to follow up in three months or prior as needed.

5. She will have a repeat biventricular pacemaker/ICD interrogation in April 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Hacienda Rehabilitation Center

660 Coronado Drive

Sierra Vista, AZ 85635

RE:
STAUTZENBERGER, MARCELLA
Date of Birth: 03/11/1919

Dear Hacienda Rehabilitation Center:

I had the pleasure of seeing your patient, Marcella Stautzenberger, in the office on 01/22/2013. As you recall, this is a 93-year-old Caucasian female, initially seen by myself in the office on 09/23/2010 for evaluation. The patient is status post biventricular pacemaker/ICD secondary to symptomatic bradycardia and congestive heart failure. On initial evaluation by myself, she appears stable. She underwent interrogation of device showing normal device function. She has been seen on multiple occasions for followup with last followup on 09/25/2012. She presents today for followup. She relates exertional dyspnea that is stable. She does relate occasional episode of anginal and lasting approximately three to five minutes. No change in frequency or severity. No shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or lower extremity edema.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 88, respiratory rate 16, blood pressure 124/76, and height 5'5".

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a soft systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

IMPRESSION:

1. Stable angina pectoris.

2. Status post biventricular pacemaker/ICD.

3. Peripheral vascular disease.

4. Hypertension.

5. Hyperlipidemia.

6. Hypothyroidism.

7. End-stage renal disease.

January 22, 2013

Hacienda Rehabilitation Center

RE:
STAUTZENBERGER, MARCELLA
Date of Birth: 03/11/1919

Page 2

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. She will have a biventricular pacemaker/ICD interrogation today as scheduled.

3. The patient will have echocardiogram in followup of her newly noted murmur as well as dyspnea.

4. She is to follow up in three months or prior as needed.

5. She will have a repeat biventricular pacemaker/ICD interrogation in April 2013.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Joseph Mills, M.D.

University Medical Center

1501 North Campbell Avenue

Tucson, AZ 85724

RE:
BELL, MILO
Date of Birth: 01/15/1932

Dear Dr. Mills:

I had the pleasure of seeing your patient, Milo Bell, in the office on 01/22/2013. As you recall, this is an 81-year-old Caucasian male, initially seen by myself in the office on 08/13/2004 for evaluation of coronary artery disease. The patient is noted with a documented history of coronary artery disease, status post coronary artery bypass graft surgery. He underwent adenosine Myoview on 12/08/2004 noted to be abnormal with a fixed defect consistent with prior infarction as well as a small area of apical and distal anterolateral reversible ischemia and ejection fraction of 35-40%. Discussion was held with the patient at that time and he wished conservative therapy only. A repeat adenosine Myoview on 03/20/2006 showed worsening apical as well as anterior and anteroseptal reversible ischemia. He underwent coronary angiography on 03/28/2006 showing three-vessel coronary artery disease with ischemic cardiomyopathy and moderate to severe LV systolic dysfunction. The vein graft to the right coronary artery was noted to be patent as well as the patent LIMA graft to LAD and decision made to treat the patient medically. He has been seen on multiple occasions for followup with last followup on 08/01/2012. Last functional study was a Lexiscan Myoview on 02/09/2011 noted to be stable and unchanged from prior. He presents today for followup. He notes increasing exertional dyspnea. He also relates fatigue. Denies any chest pain per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, or PND. He does admit to lower extremity edema as well.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 70, respiratory rate 18, blood pressure 130/80, weight 260 pounds, and height 6’2”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with soft systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

January 22, 2013

Joseph Mills, M.D.

RE:
BELL, MILO
Date of Birth: 01/15/1932

Page 2

A 12-lead ECG reveals sinus rhythm at 70 beats per minute. There is a first-degree AV block as well as right bundle branch block and possible age indeterminate anterior septal wall myocardial infarction.

IMPRESSION:

1. Dyspnea/atypical angina.

2. Coronary artery disease, status post myocardial infarction, status coronary artery bypass graft surgery.

3. Ischemic cardiomyopathy with mild to moderate LV systolic dysfunction.

4. Abdominal aortic aneurysm, status post stenting.

5. Mild mitral regurgitation.

6. Hypertension.

RECOMMENDATIONS:

1. The patient is to increase his Lasix to 80 mg daily for three days and then 40 mg daily.

2. He is to otherwise continue on current medical regimen. I have reviewed the medications with the patient.

3. In view of his documented coronary artery disease, the patient does warrant a functional study. He will be scheduled for a Lexiscan Myoview. I have reviewed the procedure including risks, benefits, and alternatives. A full report will follow.
4. He will have an echocardiogram in further evaluation and previously noted mitral regurgitation and ischemic cardiomyopathy and dyspnea.

5. Recommend pulmonary medicine evaluation including pulmonary function testing.

6. The patient is to follow up in one month or prior as needed.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

John Stoughton, M.D.

4892 North Stone Avenue, Suite # 180

Tucson, AZ 85704

RE:
BELL, MILO
Date of Birth: 01/15/1932

Dear Dr. Stoughton:

I had the pleasure of seeing your patient, Milo Bell, in the office on 01/22/2013. As you recall, this is an 81-year-old Caucasian male, initially seen by myself in the office on 08/13/2004 for evaluation of coronary artery disease. The patient is noted with a documented history of coronary artery disease, status post coronary artery bypass graft surgery. He underwent adenosine Myoview on 12/08/2004 noted to be abnormal with a fixed defect consistent with prior infarction as well as a small area of apical and distal anterolateral reversible ischemia and ejection fraction of 35-40%. Discussion was held with the patient at that time and he wished conservative therapy only. A repeat adenosine Myoview on 03/20/2006 showed worsening apical as well as anterior and anteroseptal reversible ischemia. He underwent coronary angiography on 03/28/2006 showing three-vessel coronary artery disease with ischemic cardiomyopathy and moderate to severe LV systolic dysfunction. The vein graft to the right coronary artery was noted to be patent as well as the patent LIMA graft to LAD and decision made to treat the patient medically. He has been seen on multiple occasions for followup with last followup on 08/01/2012. Last functional study was a Lexiscan Myoview on 02/09/2011 noted to be stable and unchanged from prior. He presents today for followup. He notes increasing exertional dyspnea. He also relates fatigue. Denies any chest pain per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, or PND. He does admit to lower extremity edema as well.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 70, respiratory rate 18, blood pressure 130/80, weight 260 pounds, and height 6’2”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with soft systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

January 22, 2013

John Stoughton, M.D.

RE:
BELL, MILO
Date of Birth: 01/15/1932

Page 2

A 12-lead ECG reveals sinus rhythm at 70 beats per minute. There is a first-degree AV block as well as right bundle branch block and possible age indeterminate anterior septal wall myocardial infarction.

IMPRESSION:

1. Dyspnea/atypical angina.

2. Coronary artery disease, status post myocardial infarction, status coronary artery bypass graft surgery.

3. Ischemic cardiomyopathy with mild to moderate LV systolic dysfunction.

4. Abdominal aortic aneurysm, status post stenting.

5. Mild mitral regurgitation.

6. Hypertension.

RECOMMENDATIONS:

1. The patient is to increase his Lasix to 80 mg daily for three days and then 40 mg daily.

2. He is to otherwise continue on current medical regimen. I have reviewed the medications with the patient.

3. In view of his documented coronary artery disease, the patient does warrant a functional study. He will be scheduled for a Lexiscan Myoview. I have reviewed the procedure including risks, benefits, and alternatives. A full report will follow.
4. He will have an echocardiogram in further evaluation and previously noted mitral regurgitation and ischemic cardiomyopathy and dyspnea.

5. Recommend pulmonary medicine evaluation including pulmonary function testing.

6. The patient is to follow up in one month or prior as needed.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Marc Kaplan, D.O.

2585 E. Wilcox, Suite C

Sierra Vista, AZ 85635

RE:
OLSON, GAYLE
Date of Birth: 05/29/1956

Dear Dr. Kaplan:

I had the pleasure of seeing your patient, Gayle Olson, in the office on 01/22/2013. As you recall, this is a 56-year-old Caucasian female, initially seen by myself at Sierra Vista Regional Health Center on 03/30/2006 for evaluation of chest pain described as tightness with associated shortness of breath and diaphoresis. In view of persistent symptoms, she ultimately presented to Sierra Vista Regional Health Center and she was given sublingual nitroglycerin with improvement of her chest discomfort and admitted. Serial cardiac enzymes noted negative and she underwent a stress echocardiogram on 04/13/2006 noted to be negative for inducible ischemia with the patient achieving a workload of 7 METS. She has been seen on multiple occasions for followup with last followup on 01/17/2012. She presents today for followup. Her breathing is stable. She denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or increased exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 116, respiratory rate 16, blood pressure 146/90, weight 268 pounds, and height 5’7”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm without a murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x4 extremities.

A 12-lead ECG done in the office today shows sinus tachycardia of 109 beats per minute. There is right axis deviation as well as poor R wave progression. In comparison to prior ECG, no significant interval changes.

IMPRESSION:

1. Hypertension.

2. Hyperlipidemia.

3. Hypothyroidism.

4. Morbid obesity.

January 22, 2013

Marc Kaplan, D.O.

RE:
OLSON, GAYLE
Date of Birth: 05/29/1956

Page 2

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. The patient is to followup in one year or prior as needed.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.
January 22, 2013

Eduardo Brown, M.D.

75 Colonia De Salud, Suite #200C

Sierra Vista, AZ 85635

RE:
LONG, TRACEY
Date of Birth: 04/03/1964

Dear Dr. Brown:

I had the pleasure of seeing your patient, Tracey Long, in the office on 01/22/2013. As you recall, this is a 48-year-old Caucasian female, initially seen by myself in the office on 10/26/2012 for evaluation of chest pain described as a pressure and tightness with occasional sharp pain localized in the midsternum. No other associated symptoms. In view symptoms and risk factors, the patient subsequently underwent a stress echocardiogram on 11/09/2012 noted to be negative for inducible ischemia with the patient achieving a workload of 8.5 METS. She was noted with trivial mitral regurgitation and trivial tricuspid regurgitation with borderline pulmonary hypertension. She presents today for followup. She still has exertional dyspnea that is unchanged. Her chest pain is improved. No shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or lower extremity edema.

PHYSICAL EXAMINATION:
VITAL SIGNS: Heart rate 74, respiratory rate 12, blood pressure 120/74, weight 206 pounds, and height 5’8”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI appears nondisplaced.

CHEST: Lungs are clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

IMPRESSION:
1. Dyspnea that is unchanged.

2. Atypical chest pain that is improved.

3. Trivial mitral regurgitation/tricuspid regurgitation.

4. Borderline pulmonary hypertension.

5. Hypertension.

6. Hyperlipidemia.

January 22, 2013

Eduardo Brown, M.D.

RE:
LONG, TRACEY
Date of Birth: 04/03/1964

Page 2

RECOMMENDATIONS:
1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. Recommend pulmonary medicine evaluation including pulmonary function testing.

3. I have discussed coronary angiography in definitive evaluation. The patient is deferring at present time.

4. The patient is to otherwise follow up in three months or prior as needed.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

January 22, 2013

Parag Patel, M.D.

198 S. Coronado Avenue B

Sierra Vista, AZ 85635

RE:
MOORE, BOBBY
Date of Birth: 12/07/1966

Dear Dr. Patel:

I had the pleasure of seeing your patient, Bobby Moore, in the office on 01/22/2013. As you recall, this is a 46-year-old Caucasian male, initially seen by myself in the office on 03/02/2010 for evaluation of coronary artery disease. The patient was noted with documented history of coronary artery disease, status post myocardial infarction with PTCA and stent placement and subsequently coronary artery bypass graft surgery. Prior angina consisted of chest pressure. On initial evaluation by myself, he did relate transient chest discomfort lasting less than one minute as well as left arm numbness, not associated with his chest discomfort. He did have a small myocardial infarction in October 2009 and he was treated medically at that time. He subsequently underwent a stress echocardiogram on 03/18/2010 noted to be negative for inducible ischemia with the patient achieving a workload of 9 METS. He was noted with an ischemia cardiomyopathy with mild to moderate LV systolic dysfunction with LVEF of 40-45%. He has been seen on multiple occasions for followup with last followup in the office on 12/01/2010. At that time, he was instructed to follow up in six months; however, he did not show for that appointment. He was ultimately seen by myself at Sierra Vista Regional Health Center on 01/16/2013 for evaluation of chest pain. He was noted with evidence of non-ST-elevation myocardial infarction. He was subsequently transferred to Tucson Medical Center for coronary angiography by Dr. Gladding showing significant coronary artery disease. It was felt the best option was a nuclear stress test prior to intervention of a circumflex lesion. He presents today for followup. He relates exertional chest tightness. He denies any other chest pain per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 92, respiratory rate 14, blood pressure 140/92, weight 193 pounds, and height 5’8”.

HEENT: Unremarkable. There is no JVD or carotid bruits noted.

HEART: Regular rate and rhythm with a 2/6 systolic murmur. No S3 or S4 noted. PMI is nondisplaced.

CHEST: Lungs with diminished breath sounds bilaterally, otherwise clear.

ABDOMEN: Soft and nontender with positive bowel sounds.

EXTREMITIES: Warm and dry without cyanosis, pallor, or edema. Pulses are intact x 4 extremities.

January 22, 2013

Parag Patel, M.D.
RE:
MOORE, BOBBY
Date of Birth: 12/07/1966

Page 2

IMPRESSION:

1. Angina pectoris.

2. Coronary artery disease, status post PTCA and stent placement, status post coronary artery bypass graft surgery with recent non-ST-elevation myocardial infarction as noted.

3. Ischemic cardiomyopathy.

4. Diabetes mellitus.

5. Hyperlipidemia.

6. Pulmonic insufficiency.

RECOMMENDATIONS:

1. The patient is to continue on current medical regimen. I have reviewed the medications with the patient.

2. He will be started on Imdur 30 mg daily. A prescription has been transmitted to his pharmacy in Tombstone.

3. A prescription for sublingual nitroglycerin was also transmitted to his pharmacy.

4. I have discussed coronary angiography results with the patient. He will be scheduled for Lexiscan Myoview. I have reviewed the procedure including risk, benefits, and alternatives. A full report will follow.

5. The patient is to follow up in one month or prior as needed.

6. The patient is strongly advised to discontinue tobacco use.

Thank you very much for allowing me to participate in the care of this patient. If you have any questions or concerns, please do not hesitate to contact me.

Sincerely,

William G. Elliott, D.O., F.A.C.C.

Cochise Heart Center 75 Colonia de Salud Suite 200B Sierra Vista, AZ 85635 Phone: 520-417-0468 Fax 520-459-0526


