CARDIOVASCULAR CLEARANCE
Patient Name: Vernon, George
Date of Birth: 08/11/1970
Date of Evaluation: 07/31/2025
Referring Physician: Dr. Hiatt
CHIEF COMPLAINT: Mr. Vernon is a 54-year-old male who is seen preoperatively as he is scheduled for right foot surgery.
HISTORY OF PRESENT ILLNESS: The patient reports a left foot injury dating to 2023. He was working at Smart & Final. He stated that he injured the left foot in an industrial injury during which the left foot was significantly injured. He was placed on Workers’ Comp for several months, but he apparently developed a compensative injury to the right foot. The patient reports pain which is sharp, worsened on moving the great toe. Pain is typically 4-5/10, but increases to 8-9/10 with activity. The pain is non-radiating. The patient had been evaluated and was found to have acquired hallux limitus of the right great toe. He is now scheduled for arthrodesis of metatarsophalangeal joint. The patient denies any cardiovascular symptoms. The patient specifically denies chest pain, symptoms of orthopnea, PND, or dysrhythmia.
PAST MEDICAL HISTORY: Unremarkable.
PAST SURGICAL HISTORY: An accidental cut of the left thumb.
MEDICATIONS: Multivite one daily and iron one daily.
ALLERGIES: No known drug allergies.

FAMILY HISTORY: Paternal grandmother had CVA. Father had lung cancer.
SOCIAL HISTORY: The patient denies cigarette smoking, alcohol or drug use.

REVIEW OF SYSTEMS: Otherwise unremarkable.

PHYSICAL EXAMINATION:
Skin: Skin demonstrates mild erythema bilaterally involving the upper extremities. Right lower extremity demonstrates mild erythema. There is tenderness involving the first toe on the right.
Remainder of the exam significant for normal vitals. Blood pressure 123/76, pulse 63, and respiratory rate 20, height 70” and weight 217 pounds.
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DATA REVIEW: ECG demonstrates sinus rhythm at 62 beats per minute and is otherwise normal.
IMPRESSION: This is a 54-year-old male who developed acquired hallux limitus of the right great toe. He has a history of elevated blood pressure, but without diagnosis of hypertension. In the office, he is noted to have normal blood pressure. He was noted to have pain with palpation and range of motion of the right first MTP. X-rays reveal progression of subchondral sclerosis and joint space narrowing in the MTP bilaterally. No evidence of fracture.
IMPRESSION:
1. Hallux limitus bilateral

2. History of intermittent high blood pressure, but found to be normal in the office. He has normal EKG. He is felt to be stable for his procedure and he is cleared for the same.

Rollington Ferguson, M.D.

