CARDIOVASCULAR CLEARANCE
Patient Name: Chiles, Freddie
Date of Birth: 
Date of Evaluation: 01/19/2026

REASON FOR CONSULTATION: Clearance for cataract surgery.
HISTORY OF PRESENT ILLNESS: The patient is a 70-year-old male who is hospitalized at Excell Skilled Nursing Facility. The patient is known to have a history of diabetes type 2, hypertension, and CVA with resultant right-sided hemiparesis. He further has a history of spinal stenosis and is wheelchair bound. The patient initially had been admitted to the acute setting with findings of sepsis. The patient was treated with ceftriaxone and vancomycin and subsequently dispositioned to the skilled nursing facility. He is seen for cardiovascular clearance. The patient denies any chest pain or shortness of breath. He further denies any palpitations.
PAST MEDICAL HISTORY:
1. Sepsis with undifferentiated source.

2. Hypophosphatemia.

3. Constipation.

4. Diabetes type 2.
5. Hypertension.

6. Anemia.

7. Sacral decubiti.

8. Cataracts.

9. General debility.

PAST SURGICAL HISTORY:
1. Status post PPV.
2. Status post vitrectomy for repair of tractional retinal detachment on 05/09/2024.

MEDICATIONS: Acetaminophen 325 mg take two tablets by mouth every six hours, aspirin 81 mg one daily, atorvastatin 80 mg one daily, Basaglar KwikPen 12 units under the skin every night, calcium carbonate 200 mg chew and swallow one tablet, carboxymethylcellulose 0.5% ophthalmic solution administer two drops into both eyes twice daily p.r.n., cefpodoxime 200 mg b.i.d. – currently discontinued, diclofenac 1% topical gel apply 2 g topically b.i.d., lidocaine 5% patch to place one patch on the skin q.12h., and lisinopril 20 mg one p.o. daily.

ALLERGIES: PEACH.
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ADDITIONAL HISTORY AS PER REVIEW OF SYSTEMS:
1. History of syncope.

2. Pseudophakia, left eye.

3. Amblyopia, right eye, due to injury as a child.

4. History of CVA.

5. Spinal stenosis of the lumbar region with neurogenic claudication.

6. Stenosis of the right carotid artery.

7. Hyperlipidemia.

8. Atherosclerotic heart disease of native coronary artery without angina.

PHYSICAL EXAMINATION:
Vital Signs: Blood pressure 137/60, pulse 68, and O2 saturation 99%.
HEENT: He has poor dentition, otherwise as noted in the eye examination.
Cardiovascular: Unremarkable.

DATA REVIEW: The patient underwent ECG and this revealed sinus rhythm with PVC. No significant ST-T wave changes. There was evidence of first degree AV block, nonspecific ST-T wave changes noted. He underwent Dobutamine stress test and this was negative for angina and ischemia. 
IMPRESSION: This is a 70-year-old male who is anticipated to undergo cataract surgery. He has a history of CVA and syncope, but no current cardiovascular symptoms. He has no symptoms of chest pain, orthopnea, or PND. He has no findings of congestive heart failure. He is felt to be clinically stable for his procedure and he is cleared for same.
Rollington Ferguson, M.D.
