CARDIOVASCULAR CLEARANCE
Patient Name: Jones, Maurice
Date of Birth: 04/12/1964
Date of Evaluation: 04/10/2026
Referring Physician: Dr. Wiseman, Golden State Orthopedics
CHIEF COMPLAINT: The patient is seen preoperatively for left shoulder surgery.
HISTORY OF PRESENT ILLNESS: The patient is a 61-year-old male who reports left shoulder injury secondary to repetitive motion at work. He stated he developed symptoms beginning approximately 10 years ago. Symptoms have progressively worsened. He had then seen an orthopedist in approximately October-November 2025. He was felt to require surgery. The patient has continued with pain which he reports 6-7/10 subjectively. Pain involves the left shoulder. It is associated with decreased grip strength. It is non-radiating. Symptoms are slightly improved with ice and medication. It is worsened with activity of any type. He had previously undergone a conservative course of therapy to include physical therapy and injections without significant improvement. He was anticipated to have surgery, but was found to have an abnormal EKG. He was subsequently referred for further evaluation. The patient has had no cardiovascular symptoms. He denies chest pain, shortness of breath, or palpitations. 
PAST MEDICAL HISTORY: 
1. Hypertension.

2. Iron deficiency.

PAST SURGICAL HISTORY: 
1. Back surgery dating to 2019.
2. Left foot surgery.

MEDICATIONS: Hydrochlorothiazide 12.5 mg one daily, ibuprofen p.r.n., and Norco p.r.n.
ALLERGIES: LISINOPRIL results in a rash.
FAMILY HISTORY: Unremarkable.
SOCIAL HISTORY: He is divorced. He notes cigarette and marijuana use. He also notes alcohol use.
REVIEW OF SYSTEMS: Review of systems is otherwise unremarkable.
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PHYSICAL EXAMINATION:
General: He is alert, oriented, and in no acute distress.
Vital Signs: Blood pressure 139/85, pulse 61, respiratory rate 18, height 68”, and weight 188.8 pounds.
Musculoskeletal: Left shoulder demonstrates decreased range of motion. Abduction is limited to approximately 85 degrees. There is tenderness on abduction and external rotation.
DATA REVIEW: ECG demonstrates sinus rhythm of 65 beats per minute. There is evidence of an old anteroseptal myocardial infarction.
IMPRESSION: This is a 61-year-old male who is anticipated to undergo left shoulder surgery. Prior MRI studies had revealed evidence of pathology. MRI dated August 8, 2025, of the left shoulder revealed mild supraspinatus and infraspinatus tendinosis. No evidence of rotator cuff tear. There are degenerative changes and fraying suspected in the anterior labrum. The labrum otherwise appears intact. There are mild to moderate acromioclavicular joint degenerative changes. There are also mild to moderate glenohumeral joint degenerative changes with minimal inferior spurring as well as thinning of the anterior and inferior articular cartilage and subchondral cysts. Trace fluid in the subacromial space suggesting slight bursal inflammation. The patient is noted to have bilateral shoulder pain. He is now felt to require left shoulder surgery. However, he is noted to have an abnormal EKG. The patient has no cardiovascular symptoms, but is noted to have a soft systolic murmur at the apex.
RECOMMENDATION: The patient should undergo echocardiogram and possible nuclear stress test prior to his procedure. 
Rollington Ferguson, M.D.
