PREOPERATIVE EVALUATION
Patient Name: Taz, Mauricio

Date of Birth: 04/14/1956

Date of Evaluation: 06/01/2026

Referring Physician: Dr. Centeno
CHIEF COMPLAINT: The patient is a 70-year-old male who is seen preoperatively for right shoulder pain.

HPI: The patient is a 70-year-old male who reports an industrial injury dating to 2002. He stated that he was hit by a container and subsequently had injuries to C4, C5, and C6 vertebrae. In addition, he injured the right and left shoulders. He then underwent spinal surgery in 2004. He underwent left shoulder surgery in 2010. Again, his initial injury was 2002. He has had ongoing pain involving the right shoulder, which he described as sharp. Pain is rated 5/10. It is associated with locking of his shoulder. The right shoulder pain occurs randomly. At times, he is able to lift the right shoulder, but not able to do at other times. The patient currently denies any chest pain, shortness of breath, or palpitations. However, he has had history of coronary artery disease.

PAST MEDICAL HISTORY: Includes:

1. Coronary artery disease.

2. Hypertension.

3. Stent placed in 2024.

4. Right rotator cuff tear and repair.

5. Left shoulder injury.

MEDICATIONS:
1. Atorvastatin 80 mg one daily.

2. Ramipril 2.5 mg one daily.

3. Cetirizine 10 mg one daily.

4. Amlodipine 10 mg one daily.

5. Carvedilol 6.25 mg b.i.d.

6. Singulair 10 mg one h.s.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died with myocardial infarction.

SOCIAL HISTORY: The patient is a prior smoker. He quit in 2017. He reports occasional alcohol use. He notes marijuana use, but denies any cigarette smoking.
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REVIEW OF SYSTEMS: Otherwise unremarkable.

PHYSICAL EXAMINATION:
General: He is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 132/64, pulse 59, respiratory rate 16, height 69 inches, and weight 178 pounds.

Musculoskeletal: Right shoulder demonstrates tenderness on abduction. There is restrictive range of motion on external rotation. Examination is otherwise unremarkable.

DATA REVIEW: ECG demonstrates sinus rhythm. There is evidence of first-degree AV block. PR interval is noted to be 23.2 msec. There is loss of R waves in leads III and aVF consistent with old inferior wall myocardial infarction.
LAB WORK: White blood cell count 10.7, hemoglobin 16.3, and platelets 283. Urinalysis: Specific gravity 1.005, otherwise unremarkable.
Sodium 141, potassium 4.6, chloride 100, bicarb 32, BUN 15, creatinine 0.98, and glucose 116.

IMPRESSION: This is a 70-year-old male who suffered an industrial injury. He underwent subsequent MRI of the shoulder, which revealed rotator cuff tendinosis, partial-thickness articular tears involving the distal tendon fibers and critical zone of the supraspinatus and infraspinatus is identified without significant retraction. There is additionally superimposed calcific tinnitus. The patient is now felt to require surgery. It is anticipated that he will undergo rotator cuff repair. He has underlying coronary artery disease and is status post stenting in 2024. He is felt to be clinically stable for his procedure. He apparently is not currently on an antiplatelet medication. He is felt to be clinically stable for his procedure, but antiplatelets should be considered given his history of coronary artery disease and stent. This can be restarted in the postoperative setting.
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