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

Board Certified Cardiologist


January 25, 2013

Ralph Mayberry, M.D.

1800 E. Wilcox Drive

Sierra Vista, AZ 85635

Lance Teurfs, PA-C
RE:
EATON, DENNIS
Date of Birth: 05/02/1958

Dear Dr. Mayberry and Mr. Teurfs:

I had the pleasure of seeing your patient, Dennis Eaton, in the office on 01/25/2013. As you recall, this is a 54-year-old Caucasian male, initially seen by myself in the office on 09/06/2006 for evaluation of palpitations described as skipped heartbeat. Duration varied and there were no other associated symptoms. Event recorder showed PVCs. In view of ventricular ectopy, he underwent a stress echocardiogram on 09/14/2006 noted to be negative for inducible ischemia with the patient achieving a workload of 13 METS. He has been seen on multiple occasions for followup with last followup on 01/25/2012. Last functional study was a treadmill stress test on 11/30/2007 noted to be negative for inducible ischemia with the patient achieving a workload of 11 METS. The patient was noted with a soft murmur and had an echocardiogram completed on 02/09/2012 showed biatrial enlargement with dilatation of aortic root. Remainder of internal cardiac chamber dimensions appearing normal with normal left ventricular wall thickness and normal contractility. LVEF of 60-65% with trivial mitral regurgitation and trivial tricuspid regurgitation. He presents today for followup. He is doing well. Does admit to rare transient palpitations that are stable. No chest pain per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 66, respiratory rate 14, blood pressure 138/76, weight 240 pounds, and height 5’11”.

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.

A 12-lead ECG done in the office today shows sinus rhythm at 67 beats per minute. There is left axis deviation; otherwise unremarkable ECG.
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IMPRESSION:

1. Transient palpitations, stable.

2. Trivial mitral regurgitation/tricuspid regurgitation.

3. Gastroesophageal reflux disease.

4. Ventricular ectopy that is controlled.

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 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 25, 2013

Ralph Mayberry, M.D.

1800 E. Wilcox

Sierra Vista, AZ 85635

Dan Stoll, PA

RE:
DOWDELL, BEVERLY
Date of Birth: 01/14/1934

Dear Dr. Mayberry & Mr. Stoll:

I had the pleasure of seeing your patient, Beverly Dowdell, in the office on 01/25/2013. As you recall, this is a 79-year-old Caucasian female, initially seen by myself in the office on 06/12/2007 for evaluation of refractory hypertension. She had been previously well controlled on Capoten; however, she developed a rash as well as diaphoresis and nausea and she was changed to Diovan. She did have problems with that medication and she was ultimately placed on clonidine. On initial evaluation by myself, she was asymptomatic; however, noted with abnormal ECG. She was advised for a stress testing. She refused pharmacologic stress testing and was unable to ambulate adequately for a treadmill stress test or stress echocardiogram. An echocardiogram completed on 06/26/2007 showing mild to moderate left atrial enlargement with remainder of internal cardiac chamber dimensions appearing normal with mild concentric left ventricular hypertrophy and normal contractility. LVEF of 60-65% with mild mitral regurgitation, mild tricuspid regurgitation, and mild pulmonary hypertension. She has been seen on multiple occasions for followup with last followup on 01/27/2012. Last echocardiogram completed on 02/02/2012 showed biatrial enlargement with right ventricular enlargement. Remainder of internal cardiac chamber dimensions appearing normal with mild concentric left ventricular hypertrophy with normal contractility. LVEF of 55-60% with mild mitral regurgitation and moderate tricuspid regurgitation as well as moderate pulmonary hypertension. 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.
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PHYSICAL EXAMINATION:
VITAL SIGNS: Heart rate 54, respiratory rate 14, blood pressure 148/80, weight 227 pounds, and height 5’4”.

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

HEART: Regular rate and rhythm with 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 bradycardia at 48 beats per minute with poor R wave progression and left axis deviation, otherwise unremarkable ECG.

IMPRESSION:
1. Mild mitral regurgitation.

2. Moderate tricuspid regurgitation.

3. Moderate pulmonary hypertension.

4. Hypertension.

5. Gastroesophageal reflux disease by history.

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 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 25, 2013

David Knapp, M.D.

75 Colonia De Salud, #200A

Sierra Vista, AZ 85635
RE:
HYNDS, JOHN
Date of Birth: 12/05/1934

Dear Dr. Knapp:

I had the pleasure of seeing your patient, John Hynds, in the office on 01/25/2013. As you recall, this is a 78-year-old Caucasian male, initially seen by myself in the office on 11/17/2009 for evaluation of coronary artery disease. The patient is noted with a documented history of coronary artery disease, status post myocardial infarction with subsequent coronary artery bypass graft surgery. On initial evaluation by myself, he did relate lower extremity edema, right greater than left, otherwise he was asymptomatic. He was diuresing well and symptoms appeared to be resolving. He did have a workup while traveling out of state, which was unrevealing. He has been seen on multiple occasions for followup with last followup on 11/20/2012. Last functional study was a Lexiscan Myoview on 11/21/2012 showed evidence of moderate to severe partially reversible inferolateral ischemia, which was stable and not changed from prior study with ejection fraction of 50-55%. He presents today for followup. He notes increasing frequency of angina descried as a dull ache. No clear relation to exertion. There is associated shortness of breath. No 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 128/74, weight 203 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 x4 extremities.
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IMPRESSION:
1. Recurrent angina pectoris.

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

3. Abnormal ECG.

4. Mitral regurgitation.

5. Carotid stenosis.

6. Hypertension.

7. Hyperlipidemia.

RECOMMENDATIONS:
1. I have discussed options including conservative therapy versus coronary angiography. I have reviewed limitations of conservative therapy as well as procedure, risk, benefits, and alternatives of coronary angiography. At this point, he wishes trial of Ranexa. He will be started on Ranexa 500 mg b.i.d. and he is given samples x4 weeks.

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

3. The patient is to follow up in one month or prior as needed. If persistent symptoms, then I feel at that point, he will warrant coronary angiography.

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 25, 2013

George B. Blossom, D.O.

Valleybrook Clinic

2526 North Reynolds Roads, Suite A

Toledo, OH 43615

RE:
BEDEE, NANCY
Date of Birth: 07/14/1940

Dear Dr. Blossom:

I had the pleasure of seeing your patient, Nancy Bedee, in the office on 01/25/2013. As you recall, this is a 72-year-old Caucasian female, initially seen by myself at Sierra Vista Regional Health Center on 01/18/2012 for evaluation of chest pain. At that time, the patient related chest pain described as dull ache. She was noted with left bundle branch block. She subsequently underwent a dobutamine stress echocardiogram on 01/18/2013 noted to be negative for inducible ischemia. She was noted with mild mitral regurgitation, mild tricuspid regurgitation, trivial aortic insufficiency, and trivial pulmonic insufficiency as well as mild pulmonary hypertension and right ventricular systolic pressures of 35 mmHg. She presents today for followup. She is doing well. She denies any recurrent chest discomfort, 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 80, respiratory rate 14, blood pressure 138/70, weight 133 pounds, and height 4’9½”.

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. Angina pectoris that is resolved.

2. Mild mitral regurgitation/tricuspid regurgitation.

3. Chronic left bundle branch block.

4. Hypertension.

5. Hyperlipidemia.

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

7. Gastroesophageal reflux disease by history.

8. Irritable bowel syndrome by history.
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George B. Blossom, D.O.
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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 follow up prior to return to Ohio in approximately two 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 25, 2013

Ghiath Yazhi,M.D.

4235 Secor Road

Toledo, OH 43623

RE:
BEDEE, NANCY
Date of Birth: 07/14/1940

Dear Dr. Yazhi:

I had the pleasure of seeing your patient, Nancy Bedee, in the office on 01/25/2013. As you recall, this is a 72-year-old Caucasian female, initially seen by myself at Sierra Vista Regional Health Center on 01/18/2012 for evaluation of chest pain. At that time, the patient related chest pain described as dull ache. She was noted with left bundle branch block. She subsequently underwent a dobutamine stress echocardiogram on 01/18/2013 noted to be negative for inducible ischemia. She was noted with mild mitral regurgitation, mild tricuspid regurgitation, trivial aortic insufficiency, and trivial pulmonic insufficiency as well as mild pulmonary hypertension and right ventricular systolic pressures of 35 mmHg. She presents today for followup. She is doing well. She denies any recurrent chest discomfort, 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 80, respiratory rate 14, blood pressure 138/70, weight 133 pounds, and height 4’9½”.

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. Angina pectoris that is resolved.

2. Mild mitral regurgitation/tricuspid regurgitation.

3. Chronic left bundle branch block.

4. Hypertension.

5. Hyperlipidemia.

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

7. Gastroesophageal reflux disease by history.

8. Irritable bowel syndrome by history.

January 25, 2013

Ghiath Yazhi,M.D.
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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 follow up prior to return to Ohio in approximately two 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 25, 2013

Archana Bansal, M.D.

2480 Wilcox Drive

Sierra Vista, AZ 85635

RE:
RAMOS, IRMA
Date of Birth: 06/11/1942

Dear Dr. Bansal:

I had the pleasure of seeing your patient, Irma Ramos, in the office on 01/25/2013. As you recall, this is a 70-year-old Hispanic female, initially seen by myself in the office for evaluation of palpitations described as an irregular heartbeat. At that time, she related chest tightness and shortness of breath. She underwent a stress echocardiogram on 09/06/2001 noted to be negative for inducible ischemia. She had recurrent symptoms and underwent a repeat stress echocardiogram on 11/11/2010 again noted to be negative for inducible ischemia with the patient achieving a workload of 5 METS. She was noted with trivial mild mitral regurgitation and moderate tricuspid regurgitation at that time. She has been seen on multiple occasions for followup with last followup on 07/25/2012. She presents today for followup. She is doing well. Her previously noted chest discomfort has resolved. She still has occasional transient palpitations that are stable and unchanged from prior. No shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, syncope, near syncope, orthopnea, PND, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 80, respiratory rate 14, blood pressure 146/74, weight 167 pounds, and height 5’0”.

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.

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 Angina pectoris that is resolved.

2 Transient palpitations that are stable.

3 Trivial to mild mitral regurgitation.

4 Moderate tricuspid regurgitation.

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. 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 25, 2013

Archana Bansal, M.D.

2480 Wilcox Drive

Sierra Vista, AZ 85635
RE:
VINCI, SAMUEL
Date of Birth: 03/29/1941

Dear Dr. Bansal:

I had the pleasure of seeing your patient, Samuel Vinci, in the office on 01/25/2013. As you recall, this is a 71-year-old Caucasian male, initially seen by myself in the office on 04/26/2001 for evaluation of chest pain described as pressure and tightness. Symptoms appeared exertion related and there was associated shortness of breath. A treadmill stress test noted to be abnormal. Discussion held with the patient at that time regarding repeat stress testing with imaging versus coronary angiography. He underwent coronary angiography at Tucson Medical Center on 07/30/2001 showed 95% LAD stenosis with a 20-30% stenosis in right coronary artery and he underwent successful PTCA and stent placement. A post-intervention stress echocardiogram on 09/20/2001 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 10 METS. He had recurrent symptoms and underwent repeat coronary angiography on 09/30/2004 showing nonobstructive disease and decision made to treat the patient medically. He had a stress Myoview on 11/06/2006 showing partial reversibility in the distal anteroseptal as well as inferoapical region as well as inferobasilar region. A repeat coronary angiography at that time showed patent stents with nonobstructive disease and again decision made to treat the patient medically. He re-presented to Sierra Vista Regional Health Center with complaints of chest pain. He was admitted at that time. Serial cardiac enzymes were noted to be negative and he underwent a stress echocardiogram noted to be negative for inducible ischemia. He has been seen on multiple occasions for followup with last followup on 11/28/2012. Last functional study was a stress echocardiogram on 04/12/2012 noted to be negative for inducible ischemic with the patient achieving a workload of 7 METS. He was noted with mild mitral regurgitation, mild tricuspid regurgitation, and mild pulmonic insufficiency at that time. He presents today for followup. He is doing well. His breathing is stable. 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, exertional dyspnea, or edema. He has been diagnosed with lymphocytic cholangitis. He follows up University of Arizona Medical Center for this.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 68, respiratory rate 14, blood pressure 126/72, weight 189 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.
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Archana Bansal, M.D.
RE:
VINCI, SAMUEL
Date of Birth: 03/29/1941

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. Coronary artery disease, status post PTCA and stent placement.

2. Mild mitral regurgitation/tricuspid regurgitation.

3. Mild pulmonic insufficiency.

4. Hypertension.

5. Hyperlipidemia.

6. Bicytopenia.

7. Benign prostatic hypertrophy.

8. Lymphocytic cholangitis.

RECOMMENDATIONS:

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

2 We will check chem-8 in view of his use of diuretics.

3 The patient is to otherwise follow up in four 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 25, 2013

Christian Owen Twiss, M.D.

Arizona Health Sciences Center

P.O. Box 245077

1501 North Campbell Avenue, Suite #4409

Tucson, AZ 85724
RE:
VINCI, SAMUEL
Date of Birth: 03/29/1941

Dear Dr. Twiss:

I had the pleasure of seeing your patient, Samuel Vinci, in the office on 01/25/2013. As you recall, this is a 71-year-old Caucasian male, initially seen by myself in the office on 04/26/2001 for evaluation of chest pain described as pressure and tightness. Symptoms appeared exertion related and there was associated shortness of breath. A treadmill stress test noted to be abnormal. Discussion held with the patient at that time regarding repeat stress testing with imaging versus coronary angiography. He underwent coronary angiography at Tucson Medical Center on 07/30/2001 showed 95% LAD stenosis with a 20-30% stenosis in right coronary artery and he underwent successful PTCA and stent placement. A post-intervention stress echocardiogram on 09/20/2001 noted to be equivocal secondary to suboptimal heart rate achieved, but negative for workload achieved with the patient achieving a workload of 10 METS. He had recurrent symptoms and underwent repeat coronary angiography on 09/30/2004 showing nonobstructive disease and decision made to treat the patient medically. He had a stress Myoview on 11/06/2006 showing partial reversibility in the distal anteroseptal as well as inferoapical region as well as inferobasilar region. A repeat coronary angiography at that time showed patent stents with nonobstructive disease and again decision made to treat the patient medically. He re-presented to Sierra Vista Regional Health Center with complaints of chest pain. He was admitted at that time. Serial cardiac enzymes were noted to be negative and he underwent a stress echocardiogram noted to be negative for inducible ischemia. He has been seen on multiple occasions for followup with last followup on 11/28/2012. Last functional study was a stress echocardiogram on 04/12/2012 noted to be negative for inducible ischemic with the patient achieving a workload of 7 METS. He was noted with mild mitral regurgitation, mild tricuspid regurgitation, and mild pulmonic insufficiency at that time. He presents today for followup. He is doing well. His breathing is stable. 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, exertional dyspnea, or edema. He has been diagnosed with lymphocytic cholangitis. He follows up University of Arizona Medical Center for this.
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PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 68, respiratory rate 14, blood pressure 126/72, weight 189 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.

IMPRESSION:

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

2. Mild mitral regurgitation/tricuspid regurgitation.

3. Mild pulmonic insufficiency.

4. Hypertension.

5. Hyperlipidemia.

6. Bicytopenia.

7. Benign prostatic hypertrophy.

8. Lymphocytic cholangitis.

RECOMMENDATIONS:

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

2 We will check chem-8 in view of his use of diuretics.

3 The patient is to otherwise follow up in four 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 25, 2013

Marc Kaplan, D.O.

2585 E. Wilcox, Suite C

Sierra Vista, AZ 85635

RE:
AREL, DOROTHY
Date of Birth: 03/13/1943

Dear Dr. Kaplan:

I had the pleasure of seeing your patient, Dorothy Arel, in the office on 01/25/2013. As you recall, this is a 69-year-old Caucasian female, initially seen by myself in the office on 08/30/2000 for evaluation. The patient was noted with a documented history of coronary artery disease, status post coronary artery bypass graft surgery. On initial evaluation by myself, she was asymptomatic. She underwent a stress echocardiogram on 09/26/2001 noted to be negative for inducible ischemia with the patient achieving a workload of 5 METS. She has been seen on multiple occasions for followup with last followup on 07/25/2012. Last functional study was a stress echocardiogram on 09/07/2012 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 was noted with mild mitral regurgitation and pulmonic insufficiency as well as moderate tricuspid regurgitation and a baseline cardiomyopathy with mild LV systolic dysfunction. 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 81, respiratory rate 14, blood pressure 122/68, weight 162 pounds, and height 5’1”.

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.

January 25, 2013
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IMPRESSION:

1. Coronary artery disease, status post coronary artery bypass graft surgery. She is doing well and is asymptomatic with negative stress echocardiogram as noted.

2. Mild mitral regurgitation.

3. Mild pulmonic insufficiency.

4. Moderate tricuspid regurgitation.

5. Ischemic cardiomyopathy with mild LV systolic dysfunction.

6. Hypertension.

7. Mixed hyperlipidemia.

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 25, 2013

Raymond W. Bliss Army Health Center

P.O. Box #12628

Fort Huachuca, AZ 85670

RE:
MARTINEZ, SERGIO
Date of Birth: 02/12/1983

Dear Raymond W. Bliss Army Health Center:

I had the pleasure of seeing your patient, Sergio Martinez, in the office on 01/25/2013. As you recall, this is a 29-year-old Hispanic male, initially seen by myself in the office on 01/25/2011 for evaluation of palpitations described as rapid heartbeat with associated diaphoresis and shortness of breath. 2-D and M-Mode echocardiogram was completed on 02/03/2011 showing left atrial enlargement with remainder of internal cardiac chamber dimensions appearing normal with normal left ventricular wall thickness and mild to moderate global hypokinesis and LVEF of 40-45% with trivial tricuspid regurgitation. He did have a repeat echocardiogram on 07/21/2011 as well as 02/02/2012. Last echocardiogram showed borderline right ventricular enlargement with borderline dilatation of aortic root. Remainder of internal cardiac chamber dimensions appearing normal with normal left ventricular wall thickness with mild to moderate to global hypokinesis with LVEF that is unchanged 40-45% with trivial tricuspid regurgitation and mild pulmonic insufficiency. He presents today for followup. He relates occasional transient chest pain and no clear relation to exertion and lasting less than 1 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 46, respiratory rate 12, blood pressure 122/76, weight 223 pounds, and height 5’11”.

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

HEART: Regular rate and rhythm without a murmur. There is no S3 or S4 noted. There is physiologic split S2. 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 bradycardia at 47 beats per minute. There is right axis deviation noted.

January 25, 2013

Raymond W. Bliss Army Health Center

RE:
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IMPRESSION:
1. Atypical chest pain.

2. Nonischemic cardiomyopathy with mild to moderate LV systolic dysfunction. He is New York Heart Association class I.

3. Transient palpitation, resolved.

4. Hyperlipidemia.

5. Asthma.

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

2. In view of chest pain as well as cardiomyopathy, he 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.
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 25, 2013

David Knapp, M.D.

75 Colonia De Salud, #200A

Sierra Vista, AZ 85635

RE:
GRIBBLE, JESSE
Date of Birth: 09/03/1964

Dear Dr. Knapp:

I had the pleasure of seeing your patient, Jesse Gribble, in the office on 01/25/2013. As you recall, this is a 48-year-old Caucasian male, initially seen by myself in the office on 10/24/2012 for evaluation of dyspnea. At that time, he related increasing exertional dyspnea for six months as well as occasional transient sharp chest pain lasting less than one minute. The patient was subsequently underwent a stress echocardiogram on 11/21/2012 noted to be negative for inducible ischemia with the patient achieving a workload of 8 METS. He was noted with mild mitral regurgitation, trivial tricuspid regurgitation, trivial pulmonic insufficiency, and trivial aortic insufficiency. He presents today for followup. He is doing well. He does relate mild exertional dyspnea, but only with heavy exertion. 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 lower extremity edema.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 76, respiratory rate 12, blood pressure 142/90, weight 280 pounds, and height 5’11”.

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. Atypical chest pain that is resolved.

2. Mild mitral regurgitation.

3. Hypertension.

4. Diabetes mellitus.

5. Hyperlipidemia .
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David Knapp, M.D.
RE:
GRIBBLE, JESSE
Date of Birth: 09/03/1964
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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 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.

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


