CARDIOVASCULAR CLEARANCE
Patient Name: Savage, Roy
Date of Birth: 01/18/1971
Date of Evaluation: 03/18/2025
Referring Physician: Dr. Saqib Hasan
CHIEF COMPLAINT: Preop for cervical spine.

HISTORY OF PRESENT ILLNESS: The patient is a 54-year-old male who was involved in a motor vehicle accident on 05/02/2023. He stated that he was subsequently seen at the Emergency Room at Highland General Hospital. He was found to have a spinal injury. He had then been followed at Kaiser, but sought medicolegal assistance. He was ultimately referred to Wesley Orthopedics. In the interim, he has continued with pain which he describes as tingling in the neck region. It is rated 9/10. It is associated with weakness and dropping things. He states that his hands tingle all the time. He had been evaluated and was felt to require C3-C4, C4-C5 and C5-C6 anterior cervical discectomy and fusion for diagnosis __________. The patient denies any symptoms of chest pain, shortness of breath, or palpitations.
PAST MEDICAL HISTORY:
1. Hypertension.

2. Nausea/abdominal pain.

3. Depression.

PAST SURGICAL HISTORY: Cholecystectomy in 1997.
MEDICATIONS: Zoloft 300 mg one daily, methadone 10 mg daily, Protonix 40 mg one daily, and Reglan 10 mg daily.
ALLERGIES: LISINOPRIL results in cough.

FAMILY HISTORY: Unremarkable.
SOCIAL HISTORY: He notes history of cigarette smoking at half pack per day. He reports occasional alcohol use. He previously used heroin. He is currently on methadone.
REVIEW OF SYSTEMS: Review of systems is otherwise unremarkable except psychiatric, he has depression.
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PHYSICAL EXAMINATION:
General: He is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 136/84, pulse 80, respiratory rate 18, height 69”, and weight 192 pounds.

Musculoskeletal: The neck reveals tenderness on rotation. There is mild tenderness over the paraspinal musculature.
Neurologic: He has decreased grip strength on the left hand.
Skin: He is noted to have multiple tattoos.
DATA REVIEW: ECG demonstrates sinus rhythm of 75 beats per minute. There is evidence of right ventricular hypertrophy. ECG is otherwise unremarkable. X-ray of the spine revealed multilevel degenerative changes with the presence of ventral osteophytes. Disc space collapse is more pronounced at C3-C4 and C4-C5. There is C5-C6 retrolisthesis measuring 2 mm. There is no evidence of fracture/dislocation Minimal degenerative changes of bilateral AC joint. Cervical MRI, 07/12/2024, degenerative disc disease at C3-C4 to T2-T3. Slightly degenerative subluxation at C3-C4, C4-C5, and C5-C6. There is degenerative central spinal canal stenosis and compression of the spinal cord at C4-C5 and C5-C6. There is moderate and/or severe neural foraminal stenosis on the right and left at C3-C4 to C6-C7 and on the left at C7-T1. This could correlate with C4-C8 radiculopathy.
IMPRESSION:
1. Spinal cord compression.

2. Weakness of the left hand.

3. Cervical myelopathy.

4. Cervical spondylosis.

5. Cervical radiculopathy.

RECOMMENDATIONS: The patient is felt to be clinically stable for his surgery. He is cleared for same.
Rollington Ferguson, M.D.

