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

Board Certified Cardiologist


January 24, 2013

Marc Kaplan, D.O.

2585 E. Wilcox, Suite C

Sierra Vista, AZ 85635

RE:
MILLER, EDITH
Date of Birth: 05/18/1936

Dear Dr. Kaplan:

I had the pleasure of seeing your patient, Edith Miller, in the office on 01/24/2013. As you recall, this is a 76-year-old Caucasian female, initially seen by myself in the office on 03/16/2006 for evaluation. The patient is noted with a history of mitral valve prolapse. On initial evaluation by myself, she was noted with abnormal ECG with subtle ST depression in the inferolateral leads. She underwent a stress echocardiogram on 04/06/2006 noted to be negative for inducible ischemia with the patient achieving a workload of 7 METS. She was noted with anterior leaflet mitral valve prolapse at that time with mitral regurgitation. She has been seen on multiple occasions for followup with last followup on 07/20/2012. She presents today for followup. She is doing well. Her nocturnal diaphoresis noted last time has improved. 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 70, respiratory rate 14, blood pressure 132/68, 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 mid 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 24, 2013

Marc Kaplan, D.O.

RE:
MILLER, EDITH
Date of Birth: 05/18/1936
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IMPRESSION:

1. Mitral valve prolapse with mild to moderate mitral regurgitation.

2. Mild to moderate pulmonic insufficiency.

3. Trivial tricuspid regurgitation.

4. Asthma.

5. History of TIA.

RECOMMENDATIONS:

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

2. A refill for Aggrenox current dosing was transmitted to Food City pharmacy.

3. 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 24, 2013

Marc Kaplan, D.O.

2585 E. Wilcox, Suite C

Sierra Vista AZ 85635

RE:
TYREE, ROSE
Date of Birth: 04/12/1949

Dear Dr. Kaplan:

I had the pleasure of seeing your patient, Rose Tyree, in the office on 01/24/2013. As you recall, this is a 63-year-old Caucasian female, initially seen by myself at Sierra Vista Regional Health Center on 09/08/2012 for evaluation of chest pain and non-ST-elevation myocardial infarction. At that time, she related midsternal chest pressure radiating to her back as well as exertional dyspnea and exertional diaphoresis. She ultimately presented to Sierra Vista Regional Health Center and was admitted. She had been some non-ST-elevation myocardial infarction and she was transferred to Carondelet Heart & Vascular Institute and underwent coronary angiography on 09/10/2012 showing three-vessel coronary artery disease with a 30-40% stenosis in mid LAD, left circumflex with 95% stenosis proximally followed by a 40-50% stenosis in mid portion and diffuse disease in the small posterolateral branch of the right coronary artery. She underwent PTCA and stent placement of her left circumflex lesion and she was discharged home in stable condition. She had recurrent chest pain and ultimately presented to Sierra Vista Regional Health Center. She underwent a stress Myoview noted to be negative for inducible ischemia. She has been seen on multiple occasions for followup with last followup on 01/11/2013. At that time, she related progressive exertional dyspnea. The patient was subsequently underwent repeat coronary angiography at Sierra Vista Regional Health Center showing ____ stent with high-grade stenosis in the posterior lateral branch of the right coronary artery. Otherwise, unchanged and decision made to treat the patient medically. She presents today for followup. She still has significant exertional dyspnea. She denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitation, syncope, near syncope, orthopnea, PND or lower extremity edema.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 66, respiratory rate 14, blood pressure 136/82, weight 206 pounds, and height 5’5”.

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 24, 2013

Marc Kaplan, D.O.
RE:
TYREE, ROSE
Date of Birth: 04/12/1949
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IMPRESSION:

1. Dyspnea, it is stable.

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

3. Trivial to mild mitral regurgitation.

4. Trivial tricuspid regurgitation.

5. Mild pulmonary hypertension.

6. Diabetes mellitus.

7. Hyperlipidemia.

RECOMMENDATIONS:

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

2. Recommend pulmonary medicine evaluation including pulmonary function testing.

3. The patient is to otherwise follow up in the 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 24, 2013

David Knapp, M.D.

75 Colonia De Salud, #200A

Sierra Vista, AZ 85635

RE:
LEHL, JAMES
Date of Birth: 11/01/1932

Dear Dr. Knapp:

I had the pleasure of seeing your patient, James Lehl, in the office on 01/24/2013. As you recall, this is an 80-year-old Caucasian male, initially seen by myself in the office on 07/03/2002 for evaluation of angina pectoris. The patient is noted with a documented history of vasospastic angina. On initial evaluation by myself, he did relate chest pain described as dull ache with associated shortness of breath. A Holter monitor was completed as well as a Persantine sestamibi. A Holter monitor showed PVCs with couplets and intermittent ventricular bigeminy/trigeminy. Persantine sestamibi was noted to be negative for inducible ischemia. He had recurrent symptoms as well as significant ventricular dysrhythmia and underwent coronary angiography at Tucson Heart Hospital on 10/08/2002 showing two-vessel coronary artery disease with 80-90% stenosis in the right coronary artery and 30-40% stenosis in the left circumflex and he underwent successful PTCA and stent placement of his right coronary artery lesion. He has been seen on multiple occasions for followup with last followup on 07/26/2012. Last functional study was a Lexiscan Myoview on 05/12/2010 noted to be negative for inducible ischemia. He underwent coronary CT angiography on 04/01/2011 showing nonobstructive disease and decision made to treat the patient medically. He presents today for followup. He is doing well. Does admit to mild exertional dyspnea that 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, or lower extremity edema.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 60, respiratory rate 16, blood pressure 160/72, weight 198 pounds, and height 5’10”.

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

HEART: Regular rate and rhythm with a 1-2/6 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 24, 2013

David Knapp, M.D.

RE:
LEHL, JAMES
Date of Birth: 11/01/1932

Page 2

IMPRESSION:

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

2. Coronary vasospasm.

3. Mild mitral regurgitation.

4. Hypertension.

5. 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.

3. We will check lipid profile.

4. We will schedule functional study at followup.

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 24, 2013

Marc Kaplan, D.O.

2585 E. Wilcox, Suite C

Sierra Vista AZ 85635

RE:
FAY, RONALD
Date of Birth: 07/14/1926

Dear Dr. Kaplan:

I had the pleasure of seeing your patient, Ronald Fay, in the office on 01/24/2012. As you recall, this is an 86-year-old Caucasian male, initially seen by myself at Sierra Vista Health Center on 01/31/2008 for evaluation of exertional dyspnea. At that time, he related exertional dyspnea and orthopnea as well as chest pain. He was also noted with atrial fibrillation. Ultimately presented to Sierra Vista Regional Health Center and was admitted with right middle lobe pneumonia as well as congestive heart failure. Serial cardiac enzymes were noted unremarkable and was placed on Rythmol as well as ACE inhibitor. He had worsening renal function and was taken off the ACE inhibitors and placed on isosorbide and hydralazine. He underwent dobutamine stress echocardiogram on 03/14/2008 noted to be negative for inducible ischemia. At that time, he was noted with mild to moderate mitral regurgitation and mild aortic insufficiency. He was ultimately noted with chronic atrial fibrillation. He did have echocardiograms on multiple occasions with last one on 12/19/2012. Last echocardiogram was showed biatrial enlargement with remainder of internal cardiac chamber dimensions appearing normal with normal left ventricular wall thickness and mild to moderate global hypokinesis with LVEF 40-45% with mild aortic insufficiency, moderate mitral regurgitation, mild tricuspid regurgitation, and moderate pulmonary hypertension. In view of cardiomyopathy, the patient was subsequently underwent coronary angiography at Sierra Vista Regional Health Center on 01/07/2013 showing normal coronary artery disease with evidence of coronary stenosis with nonischemic cardiomyopathy with mild LV systolic function with LVEF estimated at 45-50%. He presents today for followup. He relates mild exertional dyspnea that 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, or exertional dyspnea.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 90, respiratory rate 16, blood pressure 120/60, weight 159 pounds, and height 5’11”.

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 24, 2013

Marc Kaplan, D.O.

RE:
FAY, RONALD
Date of Birth: 07/14/1926

Page 2

IMPRESSION:

1. Nonischemic cardiomyopathy with mild LV systolic dysfunction.

2. Atrial fibrillation.

3. Moderate mitral regurgitation.

4. Mild aortic insufficiency.

5. Moderate to severe pulmonary hypertension.

6. COPD.

7. Venous insufficiency.

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 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 24, 2013

David Knapp, M.D.

75 Colonia De Salud, #200A

Sierra Vista, AZ 85635

RE:
SCOTTORN, JACK
Date of Birth: 07/29/1938

Dear Dr. Knapp:

I had the pleasure of seeing your patient, Jack Scottorn, in the office on 01/24/2013. As you recall, this is a 74-year-old Caucasian male, initially seen by myself in the office on 04/02/2008 for evaluation of chest pain described as pressure with associated shortness of breath and occasional sharp pain. He underwent a stress echocardiogram on 04/17/2008 noted to be abnormal with evidence of inducible ischemia in the distribution of left anterior descending artery as well as a cardiomyopathy with mild LV systolic dysfunction. He underwent right and left heart catheterization at Tucson Heart Hospital on 04/20/2008 showing normal coronary arteries without evidence of coronary artery stenosis with evidence of dilated cardiomyopathy with mild LV systolic dysfunction and it was felt his cardiomyopathy was nonischemic cardiomyopathy. A repeat echocardiogram on 07/02/2009 showed left atrial and left ventricular enlargement with borderline dilatation of the aortic root. Otherwise, normal internal cardiac chamber dimensions with normal left ventricular wall thickness and normal left contractility. LVEF of 50-55% with mild mitral regurgitation and trivial tricuspid regurgitation. He ultimately presented to the office on 11/29/2012 for preoperative evaluation. At that time, he is noted with abnormal ECG. He is scheduled for a stress echocardiogram, baseline, echocardiogram showed recurrent cardiomyopathy. He ultimately underwent coronary angiography with left and right heart catheterization on 12/04/2012 showed normal coronary arteries with evidence of coronary stenosis with evidence of nonischemic cardiomyopathy with severe LV systolic dysfunction with LV estimated at 20-25%. The patient was subsequently noted with significant bradycardia. He was last seen for followup in the office on 01/17/2012. At that time, he had heart rates of 34. He is asymptomatic with this, however, in view of severe bradycardia; he ultimately was seen by Dr. Faitelson and underwent implantation of permanent pacemaker. He presents today for followup. He is doing well. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND or exertional dyspnea.

January 24, 2013

David Knapp, M.D.

RE:
SCOTTORN, JACK
Date of Birth: 07/29/1938
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PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 69, respiratory rate 16, blood pressure 154/92, weight 252 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.

A 12-lead ECG done in the office today shows sinus rhythm at 72 beats per minute. No acute or ischemic changes appreciated.

IMPRESSION:

1. Status post pacemaker secondary to sick sinus syndrome and severe bradycardia.

2. Nonischemic cardiomyopathy.

3. Ventricular ectopy that is controlled at present time.

4. Mild mitral regurgitation.

5. Hyperlipidemia.

RECOMMENDATIONS:

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

2. He will have pacemaker interrogation in February 2013.

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

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

Sincerely,

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

January 24, 2013

Marian Porubsky, M.D.

University of Arizona

College of Medicine Surgery Department

1501 North Campbell, Room #4325

Tucson, AZ 85724

RE:
SCOTTORN, JACK
Date of Birth: 07/29/1938

Dear Dr. Porubsky:

I had the pleasure of seeing your patient, Jack Scottorn, in the office on 01/24/2013. As you recall, this is a 74-year-old Caucasian male, initially seen by myself in the office on 04/02/2008 for evaluation of chest pain described as pressure with associated shortness of breath and occasional sharp pain. He underwent a stress echocardiogram on 04/17/2008 noted to be abnormal with evidence of inducible ischemia in the distribution of left anterior descending artery as well as a cardiomyopathy with mild LV systolic dysfunction. He underwent right and left heart catheterization at Tucson Heart Hospital on 04/20/2008 showing normal coronary arteries without evidence of coronary artery stenosis with evidence of dilated cardiomyopathy with mild LV systolic dysfunction and it was felt his cardiomyopathy was nonischemic cardiomyopathy. A repeat echocardiogram on 07/02/2009 showed left atrial and left ventricular enlargement with borderline dilatation of the aortic root. Otherwise, normal internal cardiac chamber dimensions with normal left ventricular wall thickness and normal left contractility. LVEF of 50-55% with mild mitral regurgitation and trivial tricuspid regurgitation. He ultimately presented to the office on 11/29/2012 for preoperative evaluation. At that time, he is noted with abnormal ECG. He is scheduled for a stress echocardiogram, baseline, echocardiogram showed recurrent cardiomyopathy. He ultimately underwent coronary angiography with left and right heart catheterization on 12/04/2012 showed normal coronary arteries with evidence of coronary stenosis with evidence of nonischemic cardiomyopathy with severe LV systolic dysfunction with LV estimated at 20-25%. The patient was subsequently noted with significant bradycardia. He was last seen for followup in the office on 01/17/2012. At that time, he had heart rates of 34. He is asymptomatic with this, however, in view of severe bradycardia; he ultimately was seen by Dr. Faitelson and underwent implantation of permanent pacemaker. He presents today for followup. He is doing well. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND or exertional dyspnea.

January 24, 2013

Marian Porubsky, M.D.

RE:
SCOTTORN, JACK
Date of Birth: 07/29/1938

Page 2

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 69, respiratory rate 16, blood pressure 154/92, weight 252 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.

A 12-lead ECG done in the office today shows sinus rhythm at 72 beats per minute. No acute or ischemic changes appreciated.

IMPRESSION:

1. Status post pacemaker secondary to sick sinus syndrome and severe bradycardia.

2. Nonischemic cardiomyopathy.

3. Ventricular ectopy that is controlled at present time.

4. Mild mitral regurgitation.

5. Hyperlipidemia.

RECOMMENDATIONS:

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

2. He will have pacemaker interrogation in February 2013.

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

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

Sincerely,

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

January 24, 2013

Lionel Faitelson, M.D.

2355 N. Ferguson

Tucson, AZ 85712

RE:
SCOTTORN, JACK
Date of Birth: 07/29/1938

Dear Dr. Faitelson:

I had the pleasure of seeing your patient, Jack Scottorn, in the office on 01/24/2013. As you recall, this is a 74-year-old Caucasian male, initially seen by myself in the office on 04/02/2008 for evaluation of chest pain described as pressure with associated shortness of breath and occasional sharp pain. He underwent a stress echocardiogram on 04/17/2008 noted to be abnormal with evidence of inducible ischemia in the distribution of left anterior descending artery as well as a cardiomyopathy with mild LV systolic dysfunction. He underwent right and left heart catheterization at Tucson Heart Hospital on 04/20/2008 showing normal coronary arteries without evidence of coronary artery stenosis with evidence of dilated cardiomyopathy with mild LV systolic dysfunction and it was felt his cardiomyopathy was nonischemic cardiomyopathy. A repeat echocardiogram on 07/02/2009 showed left atrial and left ventricular enlargement with borderline dilatation of the aortic root. Otherwise, normal internal cardiac chamber dimensions with normal left ventricular wall thickness and normal left contractility. LVEF of 50-55% with mild mitral regurgitation and trivial tricuspid regurgitation. He ultimately presented to the office on 11/29/2012 for preoperative evaluation. At that time, he is noted with abnormal ECG. He is scheduled for a stress echocardiogram, baseline, echocardiogram showed recurrent cardiomyopathy. He ultimately underwent coronary angiography with left and right heart catheterization on 12/04/2012 showed normal coronary arteries with evidence of coronary stenosis with evidence of nonischemic cardiomyopathy with severe LV systolic dysfunction with LV estimated at 20-25%. The patient was subsequently noted with significant bradycardia. He was last seen for followup in the office on 01/17/2012. At that time, he had heart rates of 34. He is asymptomatic with this, however, in view of severe bradycardia; he ultimately was seen by Dr. Faitelson and underwent implantation of permanent pacemaker. He presents today for followup. He is doing well. He denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND or exertional dyspnea.

January 24, 2013

Lionel Faitelson, M.D.

RE:
SCOTTORN, JACK
Date of Birth: 07/29/1938

Page 2

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 69, respiratory rate 16, blood pressure 154/92, weight 252 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.

A 12-lead ECG done in the office today shows sinus rhythm at 72 beats per minute. No acute or ischemic changes appreciated.

IMPRESSION:

1. Status post pacemaker secondary to sick sinus syndrome and severe bradycardia.

2. Nonischemic cardiomyopathy.

3. Ventricular ectopy that is controlled at present time.

4. Mild mitral regurgitation.

5. Hyperlipidemia.

RECOMMENDATIONS:

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

2. He will have pacemaker interrogation in February 2013.

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

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

Sincerely,

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

January 24, 2013

Leonardo Serfino, M.D.

302 El Camino Real 1

Sierra Vista, AZ 85635

RE:
DOHONEY, IDA
Date of Birth: 10/02/1936

Dear Dr. Serfino:

I had the pleasure of seeing your patient, Ida Dohoney, in the office on 01/24/2013. As you recall, this is a 76-year-old Caucasian female, initially seen by myself in the office on 07/13/2004 for evaluation of an abnormal ECG. The patient was noted with history of esophageal spasm and improved with sublingual nitroglycerin. At that time, she related sharp chest pain as well as dull ache and pressure and occasional diaphoresis. She noted with abnormal ECG. She underwent an adenosine Myoview on 07/28/2004 noted to be negative for inducible ischemia. She had recurrent symptoms and underwent a repeat adenosine Myoview on 02/21/2007. Echocardiogram was also completed showed left atrial enlargement with remainder of internal cardiac chamber dimensions with borderline mitral valve prolapse, moderate mitral regurgitation, and moderate aortic insufficiency. She did have a repeat echocardiogram on multiple occasions. Last echocardiogram was completed on 04/08/2011 showed biatrial enlargement with remainder of internal cardiac chamber dimensions appearing normal with normal left ventricular wall thickness and normal contractility. LVEF of 60-65% with anterior leaflet mitral valve prolapse, mild to moderate mitral regurgitation, moderate aortic insufficiency, mild tricuspid regurgitation, and mild pulmonic insufficiency. The patient was seen at Sierra Vista Regional Health Center for once again with complaints of chest pain. She was noted with peptic ulcer disease on EGD and she was discharged home in stable condition, however, she had recurrent symptoms and was noted with indeterminate troponins. She underwent coronary angiography at Tucson Heart Hospital on 01/16/2012 showing single-vessel coronary artery disease with a high-grade stenosis of right coronary artery; however, this was small-vessel, not amenable to intervention and decision made to treat the patient medically. She has been seen on multiple occasions for followup with last followup on 07/17/2012. She presents today for followup. She relates exertional dyspnea that is stable. She denies any chest discomfort per se, shortness of breath at rest, nausea, vomiting, diaphoresis, neck, jaw, or arm pain, palpitations, syncope, near syncope, orthopnea, PND, or lower extremity edema.

PHYSICAL EXAMINATION:

VITAL SIGNS: Heart rate 70, respiratory rate 16, blood pressure 142/90, weight 132 pounds, and height 5’1½”.

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 displaced.

January 24, 2013

Leonardo Serfino, M.D.

RE:
DOHONEY, IDA
Date of Birth: 10/02/1936

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 as noted.

2. Mild to moderate mitral regurgitation.

3. Moderate aortic insufficiency.

4. Mild tricuspid regurgitation.

5. Moderate pulmonic insufficiency.

6. Mitral valve prolapse.

7. Gastroesophageal reflux disease.

8. SIADH.

9. Dyspnea this unchanged.

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 24, 2013

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


