CARDIOVASCULAR CLEARANCE
Patient Name: Strickland, Patricia

Date of Birth: 01/04/1947

Date of Evaluation: 07/06/2023

Referring Physician: Dr. John Schwartz

CHIEF COMPLAINT: A 76-year-old female with left shoulder injury is now scheduled for surgery.

HPI: The patient is a 76-year-old female who experienced a trip and fall in May 2019. She then underwent conservative measures for left shoulder injury. However, there was no significant improvement. She continued with pain, which radiates into her biceps. There is associated numbness involving the left hand. Pain is worse with use of the left shoulder or lying on the left arm. She denies any additional symptoms. She denies cardiovascular symptoms. She reports that her mother died with a CVA at age 59.

PAST MEDICAL HISTORY:

1. Diabetes.

2. Hypertension.

3. Hypothyroidism.

4. Gastroesophageal reflux disease.

5. Hyperlipidemia.

PAST SURGICAL HISTORY:

1. Total right hip in 2010.

2. Thyroidectomy.

3. Resection of a tear duct.

4. C-section.

5. Tonsillectomy.

MEDICATIONS:

1. Lisinopril 20 mg one daily.

2. Duloxetine 60 mg one daily.

3. Metformin 1000 mg one daily.

4. Levothyroxine 112 mcg one daily.

5. Omeprazole 40 mg one daily.

6. Lovastatin 20 mg one daily.

7. Ezetimibe 10 mg one daily.

8. Simvastatin daily.

ALLERGIES: CODEINE results in nausea and dizziness.

FAMILY HISTORY: As noted, mother died with CVA at age 59. Father had CAD and congestive heart failure. A brother had coronary artery disease and underwent recent stents.
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SOCIAL HISTORY: The patient denies cigarette smoking or drug use. She notes rare alcohol use.

REVIEW OF SYSTEMS:
Constitutional: No weight loss or weight gain.

Skin: No color changes, itching or rash.

Eyes: No history of impaired vision. Ears: She has deafness. Nose: No decreased smell, bleeding or obstruction. Oral cavity unremarkable.

Neck: No stiffness or pain.

Respiratory: No cough or shortness of breath.

Cardiac: No chest pain, orthopnea or PND.

Gastrointestinal: She has diarrhea and irritable bowel syndrome.

Genitourinary: No frequency, urgency or dysuria.

Neurologic: She has had head trauma.

Psychiatric: She reports insomnia.

Review of systems otherwise is unremarkable.

PHYSICAL EXAMINATION:
General: She is a mildly obese female who is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 138/67, pulse 85, respiratory rate 18, height 60.5” and weight 199 pounds.

Musculoskeletal: Left shoulder demonstrates tenderness on abduction. Range of motion is limited to 85-90 degrees.

Neurologic: She has decreased hearing. Otherwise unremarkable.

DATA REVIEW: ECG demonstrates a sinus rhythm of 79 beats per minute. There is right bundle-branch block. ECG otherwise unremarkable.

IMPRESSION: This is a 76-year-old female with multiple risk factors for coronary artery disease to include:

1. Diabetes.

2. Hypertension.

3. Age.

4. Family history.

The patient herself is currently stable. She has no symptoms of congestive heart failure, coronary artery disease or dysrhythmia. ECG reveals right bundle-branch block only. The patient is felt to be clinically stable for her procedure. She is cleared for the same.

Rollington Ferguson, M.D.
