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

Board Certified Cardiologist


January 23, 2013

Leonardo Serfino, M.D.

302 El Camino Real 1

Sierra Vista, AZ 85635

RE:
MATTOCKS, SUSANNE
Date of Birth: 11/09/1943

Dear Dr. Serfino:

I had the pleasure of seeing your patient, Susanne Mattocks, in the office on 01/23/2013. As you recall, this is a 69-year-old Caucasian female, initially seen by myself in the office on 12/28/1999. The patient is noted with a documented history of coronary artery disease, status post myocardial infarction with subsequent coronary artery bypass graft surgery. She subsequently underwent a stress echocardiogram noted to be negative for inducible ischemia. She was hospitalized at Sierra Vista Regional Health Center on 04/25/2005 for abdominal pain. ECG noted to be abnormal and she underwent adenosine Myoview on 05/04/2005 noted to be negative for inducible ischemia. She has been seen on multiple occasions for followup with last followup in the office on 12/11/2012. Last functional study was a Lexiscan Myoview on 05/02/2012 noted to be negative for inducible ischemia. She had subsequently presented to Sierra Vista Regional Health Center with progressive shortness of breath and noted with evidence of congestive heart failure as well as a non-ST-elevation myocardial infarction. She was transferred to St. Mary's Hospital and underwent coronary angiography showing patent vein grafts with distal disease not amenable to intervention and decision made to treat the patient medically. She was also noted with new onset of atrial fibrillation at that time and was placed Pradaxa. She presents today for followup. She is doing well. She denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, or neck, jaw, or arm pain. She does admit to palpitation described as fluttering and occurs on an occasional basis. No syncope, near syncope, orthopnea, PND, or increased exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 87, respiratory rate 16, blood pressure 140/72, weight 229 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.

January 23, 2013

Leonardo Serfino, M.D.

RE:
MATTOCKS, SUSANNE
Date of Birth: 11/09/1943

Page 2

IMPRESSION:

1. Coronary artery disease, status post coronary artery bypass graft surgery with subsequent non-ST-elevation myocardial infarction as noted.

2. Congestive heart failure that is clinically stable at present time.

3. Atrial fibrillation.

4. Mild tricuspid regurgitation and pulmonic insufficiency.

5. Trivial mitral regurgitation.

6. Mild pulmonary hypertension.

7. Hypertension.

8. Hyperlipidemia.

RECOMMENDATIONS:

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

2. I have discussed options in reference to her atrial fibrillation including medical therapy versus cardioversion. After discussion, decision made to maintain medical therapy.

3. The patient will have a lipid profile.

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 23, 2013

Marc Kaplan, D.O.

2585 E. Wilcox, Suite C

Sierra Vista, AZ 85635

RE:
NEILL, NORMA
Date of Birth: 07/19/1936

Dear Dr. Kaplan:

I had the pleasure of seeing your patient, Norma Neill, in the office on 01/23/2013. As you recall, this is a 76-year-old Caucasian female, initially seen by myself at Sierra Vista Regional Health Center on 07/22/2011 for evaluation of palpitations. At that time, she related palpitations as well as fatigue for two days prior to admission. She was noted with elevated blood pressure as well as elevated heart rate. ECG showed atrial fibrillation with rapid ventricular response and she was admitted and placed on IV Cardizem as well as digoxin with return to normal sinus rhythm. She subsequently underwent adenosine Myoview on 09/07/2011 noted to be negative for inducible ischemia. Echocardiogram at that time showed biatrial enlargement with remainder of internal cardiac chamber dimensions appearing normal with mild concentric left ventricular hypertrophy with normal contractility. LVEF of 55-60% with mild aortic stenosis, trivial tricuspid regurgitation, and trivial pulmonic insufficiency. She has been seen on multiple occasions for followup with last followup on 07/26/2012. She presents today for followup. She does relate fatigue. 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. She does admit to easy bruising and is questioning whether she needs to continue her Coumadin.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 79, respiratory rate 14, blood pressure 132/76, weight 147 pounds, and height 5’2”.

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 23, 2013

Marc Kaplan, D.O.

RE:
NEILL, NORMA
Date of Birth: 07/19/1936
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IMPRESSION:

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

2. Palpitations that appeared resolved at present time.

3. Abnormal ECG, which is stable. Again, the patient with negative functional study.

4. Mild aortic stenosis.

5. Hypertension.

6. Diabetes mellitus.

7. Gastroesophageal reflux disease by history.

RECOMMENDATIONS:

1. The patient may discontinue Coumadin, as she is remained in normal sinus rhythm for sometime. She has been informed of risk of CVA if she should have a recurrent or “silent” atrial fibrillation.

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

3. The patient is to follow up in six 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 23, 2013

David Knapp, M.D.

75 Colonia De Salud, #200A

Sierra Vista, AZ 85635

RE:
PHELPS, GAIL
Date of Birth: 11/01/1953

Dear Dr. Knapp:

I had the pleasure of seeing your patient, Gail Phelps, in the office on 01/23/2013. As you recall, this is a 59-year-old Caucasian female, initially seen by myself in the office on 08/02/2000 for evaluation of chest pain described as pressure with occasional sharp pain, diaphoresis, as well as left arm discomfort. She underwent a stress echocardiogram on 08/24/2000 noted to be negative for inducible ischemia with the patient achieving a workload of 10 METS. The patient was ultimately noted with an abnormal ECG and underwent a repeat stress echocardiogram on 01/20/2011 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. She was noted with mild tricuspid regurgitation at that time. She has been seen on multiple occasions for followup with last followup on 10/09/2012. At that time, she related intermittent chest pain that she described as pressure over the last three days. She underwent a stress Myoview on 10/31/2012 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 6 METS. She presents today for followup. She relates fatigue. She also relates one episode of chest pain two weeks ago and relieved promptly with sublingual nitroglycerin x1. No recurrence. No shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, or PND. She does admit to mild exertional dyspnea that she felt is secondary to asthma.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 68, respiratory rate 14, blood pressure 136/80, weight 200 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 appreciated. 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 23, 2013

David Knapp, M.D.

RE:
PHELPS, GAIL
Date of Birth: 11/01/1953
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IMPRESSION:

1. Stable angina pectoris.

2. Mild tricuspid regurgitation/trivial mitral regurgitation.

3. Chronic left bundle branch block.

4. Hypertension.

5. Hyperlipidemia.

6. Asthma.

RECOMMENDATIONS:

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

2. The patient is to follow up in six 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 23, 2013

Mark Hendrickson, M.D.

VA Clinic at Sierra Vista

101 North Coronado

Sierra Vista, AZ 85635

RE:
STONE, RONALD
Date of Birth: 09/26/1934

Dear Dr. Hendrickson:

I had the pleasure of seeing your patient, Ronald Stone, in the office on 01/23/2013. As you recall, this is a 78-year-old Caucasian male, initially seen by myself in the office on 03/10/2010 for evaluation of palpitations described as rapid heartbeat. The patient is status post pacemaker secondary to symptomatic bradycardia. On initial evaluation by myself, he was asymptomatic. We discussed Holter monitor and event recorder; however, this was deferred at patient’s request in view of his sporadic nature of symptoms. He had increasing palpitations described as rapid heartbeat that seemed to occur predominately in the evening. He was resumed on digoxin and started on Multaq 400 mg b.i.d. in view of paroxysmal atrial fibrillation. He did not tolerate Multaq and was placed on Rythmol 150 mg t.i.d. His device was ultimately noted to be at elective replacement interval and he underwent generator replacement. He has been seen on multiple occasions for followup with last followup on 10/23/2012. He presents today for followup. He still has intermittent episodes of atrial fibrillation lasting from seconds to a few hours. He did have an episode last evening lasting three hours. It seems to occur predominately at night. Denies any chest pain per se, shortness of breath at rest, nausea, vomiting, diaphoresis, or neck, jaw, or arm pain. Does relate associated dizziness with palpitations. No syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 60, respiratory rate 16, blood pressure 130/68, weight 206 pounds, and height 6’0”.

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.

January 23, 2013

Mark Hendrickson, M.D.

RE:
STONE, RONALD
Date of Birth: 09/26/1934

Page 2

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. Paroxysmal atrial fibrillation, presently in normal sinus rhythm.

2. Palpitations secondary to paroxysmal atrial fibrillation.

3. Status post pacemaker secondary to symptomatic bradycardia.

4. Mitral regurgitation.

5. Pulmonary hypertension.

6. Hypertension.

7. Diabetes mellitus.

RECOMMENDATIONS:

1. We will increase his Rythmol to 225 mg t.i.d. A prescription has been written for the patient.

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

3. He will have a pacemaker interrogation in February 2013 at patient’s request.

4. He is to otherwise 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 23, 2013

Santsaran Patel, M.D.

302 El Camino Real, 1

Sierra Vista, AZ 85635

RE:
YRUN, RENE (CORKY)
Date of Birth: 01/14/1946

Dear Dr. Patel:

I had the pleasure of seeing your patient, Rene (Corky) Yrun, in the office on 01/23/2013. As you recall, this is a 67-year-old Caucasian male, initially seen by myself at Sierra Vista Regional Health Center on 07/16/2001 for evaluation of chest pain and acute myocardial infarction. He subsequently underwent coronary angiography showing three-vessel coronary artery disease and he was underwent coronary artery bypass graft surgery. A post-bypass functional study completed on 09/20/2001 noted to be negative for inducible ischemia with the patient achieving a workload of 10 METS. He has been seen on multiple occasions for followup with last followup on 12/06/2012. Last functional study was a stress echocardiogram on 09/16/2010 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 9 METS. He was noted with mild mitral regurgitation and moderate pulmonic insufficiency at that time. He presents today for followup. He relates mild pedal edema. Denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, or neck, jaw, or arm pain. Does admit to occasional transient left arm and shoulder pain. No palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 61, respiratory rate 14, blood pressure 128/74, weight 201 pounds, and height 5’9”.

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. Edema likely secondary Plendil.

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

3. Mild mitral regurgitation.

4. Moderate pulmonic insufficiency.

5. Hypertension that is controlled.

6. Hyperlipidemia.

January 23, 2013

Santsaran Patel, M.D.

RE:
YRUN, RENE (CORKY)
Date of Birth: 01/14/1946
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RECOMMENDATIONS:

1. We will change his Cozaar to Hyzaar 100/25 mg daily. The diuretic included in Hyzaar should help with his edema. A prescription has been transmitted to Walgreens.

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

3. In view of documented coronary artery disease, the patient does warrant a functional study. He will be scheduled for a stress echocardiogram. I have reviewed the procedure including risks, benefits, and alternatives. A full report will follow. The echocardiogram will allow us to evaluate his previously noted mitral regurgitation and pulmonic insufficiency.
4. The patient is to otherwise 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 23, 2013

William McCormick, M.D.

Cochise Orthopedic

1959 South Frontage Road

Sierra Vista, AZ 85635

RE:
YRUN, RENE (CORKY)
Date of Birth: 01/14/1946

Dear Dr. McCormick:

I had the pleasure of seeing your patient, Rene (Corky) Yrun, in the office on 01/23/2013. As you recall, this is a 67-year-old Caucasian male, initially seen by myself at Sierra Vista Regional Health Center on 07/16/2001 for evaluation of chest pain and acute myocardial infarction. He subsequently underwent coronary angiography showing three-vessel coronary artery disease and he was underwent coronary artery bypass graft surgery. A post-bypass functional study completed on 09/20/2001 noted to be negative for inducible ischemia with the patient achieving a workload of 10 METS. He has been seen on multiple occasions for followup with last followup on 12/06/2012. Last functional study was a stress echocardiogram on 09/16/2010 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 9 METS. He was noted with mild mitral regurgitation and moderate pulmonic insufficiency at that time. He presents today for followup. He relates mild pedal edema. Denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, or neck, jaw, or arm pain. Does admit to occasional transient left arm and shoulder pain. No palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 61, respiratory rate 14, blood pressure 128/74, weight 201 pounds, and height 5’9”.

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. Edema likely secondary Plendil.

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

3. Mild mitral regurgitation.

4. Moderate pulmonic insufficiency.

5. Hypertension that is controlled.

6. Hyperlipidemia.

January 23, 2013

William McCormick, M.D.

RE:
YRUN, RENE (CORKY)
Date of Birth: 01/14/1946
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RECOMMENDATIONS:

1. We will change his Cozaar to Hyzaar 100/25 mg daily. The diuretic included in Hyzaar should help with his edema. A prescription has been transmitted to Walgreens.

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

3. In view of documented coronary artery disease, the patient does warrant a functional study. He will be scheduled for a stress echocardiogram. I have reviewed the procedure including risks, benefits, and alternatives. A full report will follow. The echocardiogram will allow us to evaluate his previously noted mitral regurgitation and pulmonic insufficiency.
4. The patient is to otherwise 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 23, 2013

Matthew Gretzer, M.D., F.A.C.S.

1501 North Campbell

P.O. Box #245077

Tucson, AZ 85724

RE:
YRUN, RENE (CORKY)
Date of Birth: 01/14/1946

Dear Dr. Gretzer:

I had the pleasure of seeing your patient, Rene (Corky) Yrun, in the office on 01/23/2013. As you recall, this is a 67-year-old Caucasian male, initially seen by myself at Sierra Vista Regional Health Center on 07/16/2001 for evaluation of chest pain and acute myocardial infarction. He subsequently underwent coronary angiography showing three-vessel coronary artery disease and he was underwent coronary artery bypass graft surgery. A post-bypass functional study completed on 09/20/2001 noted to be negative for inducible ischemia with the patient achieving a workload of 10 METS. He has been seen on multiple occasions for followup with last followup on 12/06/2012. Last functional study was a stress echocardiogram on 09/16/2010 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 9 METS. He was noted with mild mitral regurgitation and moderate pulmonic insufficiency at that time. He presents today for followup. He relates mild pedal edema. Denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, or neck, jaw, or arm pain. Does admit to occasional transient left arm and shoulder pain. No palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 61, respiratory rate 14, blood pressure 128/74, weight 201 pounds, and height 5’9”.

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. Edema likely secondary Plendil.

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

3. Mild mitral regurgitation.

4. Moderate pulmonic insufficiency.

5. Hypertension that is controlled.

6. Hyperlipidemia.

January 23, 2013

Matthew Gretzer, M.D., F.A.C.S.

RE:
YRUN, RENE (CORKY)
Date of Birth: 01/14/1946

Page 2

RECOMMENDATIONS:

1. We will change his Cozaar to Hyzaar 100/25 mg daily. The diuretic included in Hyzaar should help with his edema. A prescription has been transmitted to Walgreens.

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

3. In view of documented coronary artery disease, the patient does warrant a functional study. He will be scheduled for a stress echocardiogram. I have reviewed the procedure including risks, benefits, and alternatives. A full report will follow. The echocardiogram will allow us to evaluate his previously noted mitral regurgitation and pulmonic insufficiency.
4. The patient is to otherwise 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 23, 2013

Mark Carnett, D.O.

155 Calle Portal, 600

Sierra Vista, AZ 85635

RE:
OVERFIELD, SANDRA
Date of Birth: 01/13/1935

Dear Dr. Carnett:

I had the pleasure of seeing your patient, Sandra Overfield, in the office on 01/23/2013. As you recall, this is a 78-year-old Caucasian female, initially seen by myself in the office on 12/14/2006 for evaluation of chest pain described as pressure and heaviness. She underwent adenosine Myoview on 05/24/2006 noted to be negative for inducible ischemia. She had a murmur and underwent an echocardiogram on 08/10/2006 showing left atrial enlargement with remainder of internal cardiac chamber dimensions appearing normal with normal left ventricular wall thickness and normal contractility. LVEF of 65-70% with trivial mitral regurgitation, moderate tricuspid regurgitation, and mild pulmonary hypertension with right ventricular systolic pressure of 34 mmHg. She has been seen on multiple occasions for followup with last followup on 01/19/2012. She presents today for followup. She notes that her hands become white and cold with cold and cool weather. 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 100, respiratory rate 14, blood pressure 142/84, weight 142 pounds, and height 5’3”.

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 75 beats per minute. There is right atrial enlargement as well as borderline right axis deviation.

January 23, 2013

Mark Carnett, D.O.

RE:
OVERFIELD, SANDRA
Date of Birth: 01/13/1935
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IMPRESSION:

1. Raynaud’s phenomenon.

2. Moderate tricuspid regurgitation.

3. Mild pulmonary hypertension.

4. Gastroesophageal reflux disease by history.

5. Hypothyroidism.

6. DJD.

RECOMMENDATIONS:

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

2. Discussed adding low dose Norvasc for her vasodilatory effects. The patient is deferring at present time.

3. The patient will have an echocardiogram in followup of her tricuspid regurgitation and pulmonary hypertension.

4. The patient is to otherwise follow up 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 23, 2013

Monica Vandivort, M.D.

5335 S. Brushy Oak Ln

Hereford, AZ 85615

RE:
MURPHY, BETTY
Date of Birth: 12/22/1940

Dear Dr. Vandivort:

I had the pleasure of seeing your patient, Betty Murphy, in the office on 01/23/2013. As you recall, this is a 72-year-old Caucasian female, initially seen by myself in the office on 08/07/2012 for evaluation. The patient is noted with documented history of coronary artery disease, status post myocardial infarction. A prior angina consisted of chest heaviness. On initial evaluation by myself, she was doing well. Echocardiography showed an ischemic cardiomyopathy. She did have a repeat echocardiogram on 08/22/2012 showing normal chamber dimensions, normal left ventricular wall thickness, mild global hypokinesis, and LVEF of 45‑50% with no significant valvular issues although there was suboptimal visualization. She underwent a Lexiscan Myoview on 11/28/2012 noted to be abnormal with mild to moderate partial reversible inferior ischemic, estimated 10% myocardial mass with ejection fraction of 70%. In view of documented coronary artery disease as well as abnormal Lexiscan Myoview, the patient underwent coronary angiography at Sierra Vista Regional Health Center on 01/15/2013 showing 40-50% stenosis in mid LAD left circumflex with 30% stenosis in mid portion as well as right coronary artery with a 60-70% stenosis. Imaging reviewed with intervention cardiology and decision made for optimization of medical therapy. She presents today for followup. She is doing well. Does admit to occasional transient angina, which is stable. She denies any 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 72, respiratory rate 16, blood pressure 120/66, and height 5’1”.

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 23, 2013

Monica Vandivort, M.D.

RE:
MURPHY, BETTY
Date of Birth: 12/22/1940
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IMPRESSION:

1. Stable angina pectoris.

2. Coronary artery disease, status post myocardial infarction.

3. Ischemic cardiomyopathy by history.

4. Hypertension.

5. Rheumatoid arthritis.

6. Depression.

7. Osteoporosis.

8. 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. The patient is to follow up in six 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.

November 13, 2012

Hacienda Rehabilitation Center

660 S Coronado Drive

Sierra Vista, AZ 85635

RE:
MURPHY, BETTY
Date of Birth: 12/22/1940

Dear Hacienda Rehabilitation Center:

I had the pleasure of seeing your patient, Betty Murphy, in the office on 01/23/2013. As you recall, this is a 72-year-old Caucasian female, initially seen by myself in the office on 08/07/2012 for evaluation. The patient is noted with documented history of coronary artery disease, status post myocardial infarction. A prior angina consisted of chest heaviness. On initial evaluation by myself, she was doing well. Echocardiography showed an ischemic cardiomyopathy. She did have a repeat echocardiogram on 08/22/2012 showing normal chamber dimensions, normal left ventricular wall thickness, mild global hypokinesis, and LVEF of 45‑50% with no significant valvular issues although there was suboptimal visualization. She underwent a Lexiscan Myoview on 11/28/2012 noted to be abnormal with mild to moderate partial reversible inferior ischemic, estimated 10% myocardial mass with ejection fraction of 70%. In view of documented coronary artery disease as well as abnormal Lexiscan Myoview, the patient underwent coronary angiography at Sierra Vista Regional Health Center on 01/15/2013 showing 40-50% stenosis in mid LAD left circumflex with 30% stenosis in mid portion as well as right coronary artery with a 60-70% stenosis. Imaging reviewed with intervention cardiology and decision made for optimization of medical therapy. She presents today for followup. She is doing well. Does admit to occasional transient angina, which is stable. She denies any 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 72, respiratory rate 16, blood pressure 120/66, and height 5’1”.

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 23, 2013

Hacienda Rehabilitation Center

RE:
MURPHY, BETTY
Date of Birth: 12/22/1940

Page 2

IMPRESSION:

1. Stable angina pectoris.

2. Coronary artery disease, status post myocardial infarction.

3. Ischemic cardiomyopathy by history.

4. Hypertension.

5. Rheumatoid arthritis.

6. Depression.

7. Osteoporosis.

8. 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. The patient is to follow up in six 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 23, 2013

Blair Goodsell, D.O.

302 El Camino Real, 5

Sierra Vista, AZ 85635

RE:
SYWASSINK, DONALD
Date of Birth: 03/10/1931

Dear Dr. Goodsell:

I had the pleasure of seeing your patient, Donald Sywassink, in the office on 01/23/2013. As you recall, this is an 81-year-old Caucasian male, initially seen by myself in the office on 04/15/2000 for evaluation. At that time, he was noted with an abnormal ECG suggestive of ischemia as well as murmur. He underwent a Persantine sestamibi as well as echocardiogram. Echocardiogram showed mild hypokinesis with LVEF of 40% with regional wall motion abnormalities suggestive of coronary artery disease and this was confirmed by Persantine sestamibi. He underwent coronary angiography showing a 40% stenosis in the non-dominant right coronary artery, otherwise no significant disease with LVEF of 45-50%. The patient subsequently noted with an abnormal adenosine Myoview on 12/07/2005 with fixed inferior wall defect consistent with prior infarction; otherwise, no change compared to prior. He underwent repeat coronary angiography at Sierra Vista Regional Health Center on 01/20/2006 showing three-vessel coronary artery disease with 90% stenosis and small diagonal branch of LAD, not amenable to intervention with a 30-40% stenosis in the proximal first obtuse marginal branch of circumflex and right coronary artery with a 60-70% stenosis. Decision made to treat the patient medically. He has been seen on multiple occasions for followup with last followup on 11/14/2012. Last functional study was a dobutamine stress echocardiogram on 06/19/2012 noted to be negative for inducible ischemia. However, at that time, his LV systolic function noted to be worse with LVEF estimated at 20‑25%. The patient subsequently underwent a repeat echocardiogram on 11/21/2012 showing left ventricular and right atrial enlargement with remainder of internal cardiac chamber dimensions appearing normal. There was mild concentric left ventricular hypertrophy with LVEF of 30-35% consistent with ischemic cardiomyopathy with moderate to severe LV systolic dysfunction. He has also sclerosed aortic valve; otherwise cardiac valvular structure appeared unremarkable as well as evidence of diastolic dysfunction. He presents today for followup. He does admit to fatigue. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, near syncope, orthopnea, PND, or exertional dyspnea.

January 23, 2013

Blair Goodsell, D.O.

RE:
SYWASSINK, DONALD
Date of Birth: 03/10/1931

Page 2

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 63, respiratory rate 14, blood pressure 120/78, weight 205 pounds, and height 6’0”.

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. Coronary artery disease.

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

3. Mild aortic stenosis.

4. Left bundle branch block.

5. Hypertension.

6. Hyperlipidemia.

RECOMMENDATIONS:

1. The patient will be started on lisinopril 10 mg daily. A prescription has been transmitted.

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

3. In view of worsening cardiomyopathy as well as documented coronary artery disease, the patient does warrant a coronary angiography. He will be scheduled for right and left heart catheterization. I have reviewed the indication with procedure, risks, benefits, and alternatives. The patient is agreeable.
4. The patient is to otherwise follow up in one month or prior as needed. If no disease amenable needing intervention, I think at this point, he will warrant ICD implantation. If he requires intervention, we will reassess LV function in approximately 90 days.

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 23, 2013

David Knapp, M.D.

75 Colonia De Salud, #200A

Sierra Vista, AZ 85635

RE:
GANNON, MARY
Date of Birth: 05/18/1947

Dear Dr. Knapp:

I had the pleasure of seeing your patient, Mary Gannon, in the office on 01/23/2013. As you recall, this is a 55-year-old Caucasian female, initially seen by myself in the office on 10/23/2012 for evaluation of coronary artery disease. The patient is noted with documented history of coronary artery disease, status post myocardial infarction with subsequent coronary artery bypass graft surgery and then PTCA and stent placement. Prior angina consisted of “bad influenza with severe nausea”. She was noted with increased blood pressure since moving to Arizona. The patient was scheduled for Lexiscan Myoview and an echocardiogram was completed. The patient cancelled Lexiscan Myoview because of financial issues. Echocardiogram completed on 11/14/2012 showed normal chamber dimensions with normal left ventricular wall thickness and normal contractility. LVEF of 55-60% with mild aortic insufficiency, mild mitral regurgitation, trivial to mild tricuspid regurgitation, and mild pulmonic insufficiency. 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 72, respiratory rate 12, blood pressure 112/60, weight 173 pounds, and height 5’6”.

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 23, 2013

David Knapp, M.D.
RE:
GANNON, MARY
Date of Birth: 05/18/1947

Page 2

IMPRESSION:

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

2 Mild mitral regurgitation.

3 Mild aortic insufficiency.

4 Trivial to mild tricuspid regurgitation.

5 Mild pulmonic insufficiency.

6 Diabetes mellitus, type 1.

7 Gastroesophageal reflux disease.

8 Hypothyroidism.

RECOMMENDATIONS:

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

2 The patient is to follow up in six 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 23, 2013

David Knapp, M.D.

75 Colonia De Salud, #200A

Sierra Vista, AZ 85635

RE:
PRAGGASTIS, GEORGE
Date of Birth: 09/26/1943

Dear Dr. Knapp:

I had the pleasure of seeing your patient, George Praggastis, in the office on 01/23/2013. As you recall, this is a 69-year-old Caucasian male, initially seen by myself in the office for evaluation of coronary artery disease. The patient is noted with documented history of coronary artery disease, status post myocardial infarction. On initial evaluation by myself, he did relate chest pain lasting less than 5 minutes. He underwent a stress Myoview on 07/18/2002 and noted to be negative for inducible ischemia with the patient achieving a workload of 10 METS. He has been seen on multiple occasions for followup with last followup on 07/19/2012. Last functional study was a stress echocardiogram on 08/25/2012 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 6 METS. He was noted with mild mitral regurgitation/tricuspid regurgitation as well as mild pulmonary hypertension at that time. He presents today for followup. He does admit to occasional episode of angina, which is unchanged from prior. 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 62, respiratory rate 14, blood pressure 138/86, weight 216 pounds, and height 5’6”.

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 x 4 extremities.

IMPRESSION:

1. Stable angina pectoris.

2. Coronary artery disease, status post myocardial infarction.

3. Mild mitral regurgitation/tricuspid regurgitation.

4. Mild pulmonary hypertension.

5. Dyspnea that is improved.

6. Hyperlipidemia.

January 23, 2013

David Knapp, M.D.

RE:
PRAGGASTIS, GEORGE
Date of Birth: 09/26/1943

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 follow up in six 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 23, 2013

Eduardo Brown, M.D.

75 Colonia De Salud, Suite #200C

Sierra Vista, AZ 85635

RE:
MATHERS, CATHY
Date of Birth: 07/09/1958

Dear Dr. Brown:

I had the pleasure of seeing your patient, Cathy Mathers, in the office on 01/23/2013. As you recall, this is a 54-year-old Caucasian female who presents for evaluation. The patient has a very interesting history with history of tetralogy of Fallot, status post surgical correction x2 with most recent being a valve replacement in 2010. She also has history of cardiomyopathy with severe LV systolic dysfunction as well as reported history of myocardial infarction and coronary artery disease on multiple occasions. She relates significant dyspnea both at rest as well as activity. She also relates orthopnea, PND, and edema. She relates angina that is fairly frequent. No nausea, vomiting, or diaphoresis. She does relate palpitations described as an irregular heartbeat. No syncope or near syncope. Apparently, the patient was in a process of getting a biventricular pacemaker/ICD implantation scheduled prior to moving to Sierra Vista Regional Health Center. She is without chest discomfort at present time.

PAST MEDICAL HISTORY: Significant for tetralogy of Fallot, dilated cardiomyopathy with severe LV systolic dysfunction (postpartum), myocardial infarction, coronary artery disease, TIA, COPD, peptic ulcer disease, gastroesophageal reflux disease, hypercholesterolemia, or congestive heart failure. She denies any history of hypertension, diabetes mellitus, strokes, cancer, scarlet fever, rheumatic fever, asthma, carotid occlusive disease, hiatal hernia, thyroid disease, or aortic aneurysm.

PAST SURGICAL HISTORY: Repair of VSD, great vessel grafting, valve replacement (pulmonic) as well as cholecystectomy.

FAMILY HISTORY: Mother is living at age 73 with history of hypertension and lymphoma. Father deceased at age 72 secondary to prostate cancer with history of skin cancer, congenital heart disease, and hypercholesterolemia. The patient has five living siblings and zero deceased siblings. Positive for family history of hypertension, myocardial infarction, coronary artery disease, cancer, and hypercholesterolemia. Negative for diabetes mellitus, strokes, congestive heart failure, or COPD.

SOCIAL HISTORY: Positive tobacco, quit smoking three years ago. Previously smoked approximately half pack a day for 40 years. She denies any alcohol consumption. She denies any IVDA or illicit drug use. Denies caffeine intake. She is currently widowed and disabled.

January 23, 2013

Eduardo Brown, M.D.

RE:
MATHERS, CATHY
Date of Birth: 07/09/1958

Page 2

MEDICATIONS: Vicodin 5/500 mg one tablet q.6h.p.r.n., sumatriptan 100 mg p.r.n., Zantac 150 mg daily, potassium chloride, Mevacor 20 mg daily, Lasix 20 mg daily, digoxin 0.125 mg daily, Coreg 25 mg b.i.d., and Ambien 10 mg daily.

ALLERGIES: Aspirin.

REVIEW OF SYSTEMS: As per chief complaint.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 83, respiratory rate 14, blood pressure 140/84, weight 210 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. There is a soft diastolic 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 reveals sinus rhythm at 77 beats per minute. There is first-degree AV block as well as a prominent right bundle branch block.

IMPRESSION:

1. Tetralogy of Fallot, status post surgical correction.

2. Cardiomyopathy (postpartum).

3. Congestive heart failure.

4. Angina pectoris.

5. Coronary artery disease, status post myocardial infarction per the patient.

6. Hypercholesterolemia.

7. COPD.

8. Gastroesophageal reflux disease.

RECOMMENDATIONS:

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

2. She does warrant a biventricular pacemaker/ICD and we will schedule with Dr. Faitelson.

3. We will obtain prior records. I am most interested in seeing last angiogram report in view of recurrent history of myocardial infarction and coronary artery disease.

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

January 23, 2013

Eduardo Brown, M.D.

RE:
MATHERS, CATHY
Date of Birth: 07/09/1958
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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 23, 2013

Lionel Faitelson, M.D.

2355 N. Ferguson

Tucson, AZ 85712

RE:
MATHERS, CATHY
Date of Birth: 07/09/1958

Dear Dr. Faitelson:

I had the pleasure of seeing your patient, Cathy Mathers, in the office on 01/23/2013. As you recall, this is a 54-year-old Caucasian female who presents for evaluation. The patient has a very interesting history with history of tetralogy of Fallot, status post surgical correction x2 with most recent being a valve replacement in 2010. She also has history of cardiomyopathy with severe LV systolic dysfunction as well as reported history of myocardial infarction and coronary artery disease on multiple occasions. She relates significant dyspnea both at rest as well as activity. She also relates orthopnea, PND, and edema. She relates angina that is fairly frequent. No nausea, vomiting, or diaphoresis. She does relate palpitations described as an irregular heartbeat. No syncope or near syncope. Apparently, the patient was in a process of getting a biventricular pacemaker/ICD implantation scheduled prior to moving to Sierra Vista Regional Health Center. She is without chest discomfort at present time.

PAST MEDICAL HISTORY: Significant for tetralogy of Fallot, dilated cardiomyopathy with severe LV systolic dysfunction (postpartum), myocardial infarction, coronary artery disease, TIA, COPD, peptic ulcer disease, gastroesophageal reflux disease, hypercholesterolemia, or congestive heart failure. She denies any history of hypertension, diabetes mellitus, strokes, cancer, scarlet fever, rheumatic fever, asthma, carotid occlusive disease, hiatal hernia, thyroid disease, or aortic aneurysm.

PAST SURGICAL HISTORY: Repair of VSD, great vessel grafting, valve replacement (pulmonic) as well as cholecystectomy.

FAMILY HISTORY: Mother is living at age 73 with history of hypertension and lymphoma. Father deceased at age 72 secondary to prostate cancer with history of skin cancer, congenital heart disease, and hypercholesterolemia. The patient has five living siblings and zero deceased siblings. Positive for family history of hypertension, myocardial infarction, coronary artery disease, cancer, and hypercholesterolemia. Negative for diabetes mellitus, strokes, congestive heart failure, or COPD.

SOCIAL HISTORY: Positive tobacco, quit smoking three years ago. Previously smoked approximately half pack a day for 40 years. She denies any alcohol consumption. She denies any IVDA or illicit drug use. Denies caffeine intake. She is currently widowed and disabled.

January 23, 2013

Lionel Faitelson, M.D.

RE:
MATHERS, CATHY
Date of Birth: 07/09/1958

Page 2

MEDICATIONS: Vicodin 5/500 mg one tablet q.6h.p.r.n., sumatriptan 100 mg p.r.n., Zantac 150 mg daily, potassium chloride, Mevacor 20 mg daily, Lasix 20 mg daily, digoxin 0.125 mg daily, Coreg 25 mg b.i.d., and Ambien 10 mg daily.

ALLERGIES: Aspirin.

REVIEW OF SYSTEMS: As per chief complaint.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 83, respiratory rate 14, blood pressure 140/84, weight 210 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. There is a soft diastolic 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 reveals sinus rhythm at 77 beats per minute. There is first-degree AV block as well as a prominent right bundle branch block.

IMPRESSION:

1. Tetralogy of Fallot, status post surgical correction.

2. Cardiomyopathy (postpartum).

3. Congestive heart failure.

4. Angina pectoris.

5. Coronary artery disease, status post myocardial infarction per the patient.

6. Hypercholesterolemia.

7. COPD.

8. Gastroesophageal reflux disease.

RECOMMENDATIONS:

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

2. She does warrant a biventricular pacemaker/ICD and we will schedule with Dr. Faitelson.

3. We will obtain prior records. I am most interested in seeing last angiogram report in view of recurrent history of myocardial infarction and coronary artery disease.

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

January 23, 2013

Lionel Faitelson, M.D.

RE:
MATHERS, CATHY
Date of Birth: 07/09/1958
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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 23, 2013

David Knapp, M.D.

75 Colonia De Salud, #200A

Sierra Vista, AZ 85635
RE:
CASTANO, JOSEFINE
Date of Birth: 07/07/1949

Dear Dr. Knapp:

I had the pleasure of seeing your patient, Josefine Castano, in the office on 01/23/2013. As you recall, this is a 63-year-old Hispanic female, initially seen by myself in the office on 11/06/2012 for evaluation of nocturnal dyspnea. At that time, she related frequent nocturnal dyspnea that wakened her from sleep with associated nausea. No other complaints. The patient subsequently had an echocardiogram completed on 12/12/2012 showing left atrial and right atrial enlargement with remainder of internal cardiac chamber dimensions appearing normal with normal left ventricular wall thickness with normal contractility. LVEF of 55-60% with mild mitral regurgitation, mild tricuspid regurgitation, and mild pulmonary hypertension with right ventricular systolic pressures of 38 mmHg. She also had nocturnal pulse oximetry completed. She presents today for followup. She still has intermittent nocturnal dyspnea. Also relates occasional transient sharp chest pain lasting less than a minute. No 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 94, respiratory rate 14, blood pressure 120/68, weight 189 pounds, and height 5’3”.

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. Atypical chest pain, doubt cardiac etiology.

2. Likely sleep apnea. Nocturnal pulse oximetry shows approximately 13% time, O2 saturation between 80 and 90%.

3. Mild mitral regurgitation/tricuspid regurgitation.

4. Mild pulmonary hypertension.

5. Asthma.

6. Obesity.

January 23, 2013

David Knapp, M.D.

RE:
CASTANO, JOSEFINE
Date of Birth: 07/07/1949
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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 sleep study to exclude sleep apnea.

3. 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 23, 2013

Parag Patel, M.D.

198 S. Coronado Avenue B

Sierra Vista, AZ 85635

RE:
ADAMS, KAY
Date of Birth: 09/16/1943

Dear Dr. Patel:

I had the pleasure of seeing your patient, Kay Adams, in the office on 01/23/2013. As you recall, this is a 69-year-old Caucasian female, initially seen by myself in the office on 04/15/2004 for evaluation of chest pain described as sharp pain becoming a localized pressure with shortness of breath, diaphoresis, as well as left arm discomfort. She had been seen at Sierra Vista Regional Health Center and noted with elevated blood pressure. Workup was unremarkable and she was discharged home. She underwent a stress echocardiogram on 04/29/2004 noted to be negative for inducible ischemia with the patient achieving a workload of 7 METS. She did have complaints of palpitations. An event and Holter monitor were both unremarkable. She was placed on atenolol with improvement of her palpitations. The patient subsequently noted with worsening mitral regurgitation and underwent a transesophageal echocardiogram on 05/13/2007 showing mild to moderate mitral regurgitation; otherwise, no significant valvular lesions with LVEF of 50-55%. She had recurrent symptoms and underwent a repeat stress echocardiogram on 07/09/2009 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 5 METS. She was noted with moderate mitral regurgitation and mild tricuspid regurgitation. Ultimately diagnosed with esophagitis and placed on proton pump inhibitors. She has been seen on multiple occasions for followup with last followup on 10/10/2012. At that time, she related intermittent left-sided chest pain described as dull ache. The patient underwent a repeat stress echocardiogram on 11/09/2012 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 5 METS. She was noted with moderate mitral regurgitation, mild tricuspid regurgitation, and mild pulmonic insufficiency. She presents today for followup. She still has epigastric pressure and burning. She had an EGD and noted with hiatal hernia. No other chest discomfort, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

January 23, 2013

Parag Patel, M.D.
RE:
ADAMS, KAY
Date of Birth: 09/16/1943
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PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 82, respiratory rate 14, blood pressure 122/70, weight 145 pounds, and height 5’4”.

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

HEART: Regular rate and rhythm with a 2/6 diastolic 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, likely GI and related to her hiatal hernia and gastroesophageal reflux disease.

2. Abnormal ECG. The patient was with negative stress echocardiogram as noted.

3. Moderate mitral regurgitation.

4. Mild tricuspid regurgitation.

5. Mild pulmonic insufficiency.

6. Hypertension.

RECOMMENDATIONS:

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

2. The patient is to follow up in six 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 23, 2013

Amy J. Frank, PA

Raymond W. Bliss Health Center

P.O. Box 12628

Fort Huachuca, AZ 85670

RE:
CRAWFORD, MELLYORA
Date of Birth: 06/09/1975

Dear Ms. Frank:

I had the pleasure of seeing your patient, Mellyora Crawford, in the office on 01/23/2013. As you recall, this is a 37-year-old black female, initially seen by myself in the office on 06/19/2012 for evaluation of ventricular ectopy. She had been noted with an irregular heartbeat. A workup revealed frequent PVCs, although she was asymptomatic. She underwent RF ablation for ventricular ectopy in the past. On initially evaluation by myself, she appeared to be doing well. She underwent a stress echocardiogram on 07/12/2012 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 10.5 METS. She was noted with mild pulmonic insufficiency, trivial mitral regurgitation, and trivial tricuspid regurgitation. She was last seen for followup on 12/19/2012. At that time, she related recurrent chest pain described as squeezing and cramping type pain lasting 10 minutes. No other associated symptoms. We discussed options at that time including coronary CTA versus medical therapy versus coronary angiography. The patient ultimately underwent coronary angiography on 01/07/2013. I am pleased to report coronary angiography showed normal coronary arteries without evidence of coronary stenosis, normal left ventricular with ejection fraction and systolic function as well as diastolic function. She presents today for followup. She is doing well. She has no further chest discomfort. No 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 68, respiratory rate 12, blood pressure 130/78, weight 197 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. There is a soft diastolic 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 23, 2013

Amy J. Frank, PA

RE:
CRAWFORD, MELLYORA
Date of Birth: 06/09/1975
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IMPRESSION:
1. Atypical angina that is resolved. The patient was with negative coronary angiography.

2. Ventricular ectopy, status post RF ablation.

3. Mild pulmonic insufficiency.

4. Trivial mitral regurgitation/tricuspid regurgitation.

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

2. We did discuss possible addition of Norvasc from empiric therapy of vasospastic angina. On view of sporadic nature of symptoms, we will defer this. The patient is agreeable with this course of action.

3. The patient is to otherwise follow up in six 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 23, 2013

Blair Goodsell, D.O.

302 El Camino Real, 5

Sierra Vista, AZ 85635

RE:
MASTERS, RAYMOND
Date of Birth: 10/17/1945

Dear Dr. Goodsell:

I had the pleasure of seeing your patient, Raymond Masters, in the office on 01/23/2013. As you recall, this is a 67-year-old Caucasian male, initially seen by myself in the office on 07/11/2000 for evaluation of abnormal ECG. At that time, he related exertional dyspnea and felt to be secondary to asbestosis, otherwise without complaints. A stress echocardiogram was completed and noted to be negative for inducible ischemia. The patient was subsequently noted with evidence of congestive heart failure and placed on Lasix and Zaroxolyn with good diuresis and improvement of symptoms. The patient was noted with recurrent congestive heart failure and he ultimately underwent coronary angiography showing normal coronary arteries without evidence of coronary artery stenosis with normal left ventricular systolic function with ejection fraction as well as normal left ventricular end-diastolic pressures suggestive normal diastolic function. He was ultimately placed on Lasix 3 mg b.i.d. He appears to be diuresing well at present time. 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, or PND. Again, he is concerned about shortness of breath as well as fatigue and apparent fluid retention.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 60, respiratory rate 20, blood pressure 164/94, weight 360 pounds 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 appreciated. 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.

January 23, 2013

Blair Goodsell, D.O.

RE:
MASTERS, RAYMOND
Date of Birth: 10/17/1945

Page 2

IMPRESSION:

1. Coronary artery disease, status post non-ST-elevation myocardial infarction.

2. Congestive heart failure.

3. Mild mitral regurgitation.

4. Hypertension.

5. Diabetes mellitus.

6. Hyperlipidemia.

7. COPD.

RECOMMENDATIONS:

1. The patient is to start on Imdur 30 mg daily. A prescription has been transmitted to CVS pharmacy.

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

3. The patient will be scheduled for an echocardiogram in further evaluation of his congestive heart failure to asses LV systolic function as well as follow up previously noted mitral regurgitation.

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

5. We did discuss coronary angiography in definitive evaluation. However, the patient wishes significant renal insufficiency at baseline and there would be increased risk for worsening renal function. The patient does understand this and does not wish coronary angiography at this time.

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 23, 2013

Purba Biswas, M.D.

4525 Campus Drive

Sierra Vista, AZ 85635

RE:
MASTERS, RAYMOND
Date of Birth: 10/17/1945

Dear Dr. Biswas:

I had the pleasure of seeing your patient, Raymond Masters, in the office on 01/23/2013. As you recall, this is a 67-year-old Caucasian male, initially seen by myself in the office on 07/11/2000 for evaluation of abnormal ECG. At that time, he related exertional dyspnea and felt to be secondary to asbestosis, otherwise without complaints. A stress echocardiogram was completed and noted to be negative for inducible ischemia. The patient was subsequently noted with evidence of congestive heart failure and placed on Lasix and Zaroxolyn with good diuresis and improvement of symptoms. The patient was noted with recurrent congestive heart failure and he ultimately underwent coronary angiography showing normal coronary arteries without evidence of coronary artery stenosis with normal left ventricular systolic function with ejection fraction as well as normal left ventricular end-diastolic pressures suggestive normal diastolic function. He was ultimately placed on Lasix 3 mg b.i.d. He appears to be diuresing well at present time. 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, or PND. Again, he is concerned about shortness of breath as well as fatigue and apparent fluid retention.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 60, respiratory rate 20, blood pressure 164/94, weight 360 pounds 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 appreciated. 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.

January 23, 2013

Purba Biswas, M.D.
RE:
MASTERS, RAYMOND
Date of Birth: 10/17/1945

Page 2

IMPRESSION:

1. Coronary artery disease, status post non-ST-elevation myocardial infarction.

2. Congestive heart failure.

3. Mild mitral regurgitation.

4. Hypertension.

5. Diabetes mellitus.

6. Hyperlipidemia.

7. COPD.

RECOMMENDATIONS:

1. The patient is to start on Imdur 30 mg daily. A prescription has been transmitted to CVS pharmacy.

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

3. The patient will be scheduled for an echocardiogram in further evaluation of his congestive heart failure to asses LV systolic function as well as follow up previously noted mitral regurgitation.

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

5. We did discuss coronary angiography in definitive evaluation. However, the patient wishes significant renal insufficiency at baseline and there would be increased risk for worsening renal function. The patient does understand this and does not wish coronary angiography at this time.

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 23, 2012

Raymond W. Bliss Health Center

P.O. Box 12628

Fort Huachuca, AZ 85670

RE:
LONG, RANDALL
Date of Birth: 12/30/1958

Dear Raymond W. Bliss Health Center:

I had the pleasure of seeing your patient, Randall Long, in the office on 01/23/2013. As you recall, this is a 54-year-old Caucasian male, initially seen by myself at Sierra Vista Regional Health Center on 09/05/2012 for evaluation of chest pain described as transient sharp pain and burning with associated shortness of breath as well as slight diaphoresis. He was admitted at that time. The patient was ultimately discharged home in stable condition. He underwent a stress echocardiogram on 11/14/2012 noted to be negative for inducible ischemia with the patient achieving a workload of 8 METS. He was noted trivial mitral regurgitation and pulmonic insufficiency at that time. He has been seen on multiple occasions for followup with last followup on 10/24/2012. 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, palpitations, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 67, respiratory rate 14, blood pressure 130/78, weight 249 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.

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. Trivial mitral regurgitation/pulmonic insufficiency.

3. Gastroesophageal reflux disease.

4. Chronic back pain.

January 23, 2013

Raymond W. Bliss Health Center

RE:
LONG, RANDALL
Date of Birth: 12/30/1958

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 follow up 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.

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


