CARDIOVASCULAR CLEARANCE
Patient Name: Fuller, Jason
Date of Birth: 08/10/1973
Date of Evaluation: 08/15/2024
Referring Physician: Dr. Saqib Hasan
CHIEF COMPLAINT: A 51-year-old white male seen preoperatively as he is scheduled for a spinal fusion.

HISTORY OF PRESENT ILLNESS: The patient is a 51-year-old male who reports an industrial injury to the cervical spine in approximately August 2023. He developed acute left upper extremity weakness, paresthesias, and left cervical pain. He was initially evaluated at Kaiser Hospital and initially treated conservatively. He had continued to do poorly at which time an MRI was ordered. He apparently was then seen at Concentra. He was then referred to a chiropractor who adjusted his neck. He blamed with the adjustment, his symptoms seemed to have recurred. He was then seen by *__________* who advised against further manipulation. The patient was ultimately evaluated by Dr. Hasan and felt to require surgery for diagnosis M54.12. The patient is anticipated to have anterior cervical discectomy and fusion of C6-C7. The patient currently denies any chest pain, shortness of breath, or palpitations.  
PAST MEDICAL HISTORY:
1. Hypertension.
2. Thyroid abnormality.

PAST SURGICAL HISTORY: Inguinal hernia, right, in 2016.
MEDICATIONS:
1. Nabumetone 500 mg one daily.

2. Zanaflex 5 mg one p.r.n.
3. Tylenol Extra Strength take two q.6h. p.r.n.

4. Claritin OTC p.r.n.

ALLERGIES: No known drug allergies.
FAMILY HISTORY: Sister had brain aneurysm; she had subsequently been evaluated and was negative.
SOCIAL HISTORY: She is a prior smoker. She denies cigarette smoking currently. No alcohol use or drug use.
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REVIEW OF SYSTEMS:
Constitutional: She reports weakness.

Gastrointestinal: She notes heartburn and antacid use.

Musculoskeletal: As per HPI.
Neurologic: She has headaches.
Review of systems is otherwise unremarkable.
PHYSICAL EXAMINATION:
General: The patient is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 144/75, pulse 70, respiratory rate 20, height 70 inches, and weight 225.8 pounds.
Musculoskeletal: There is mild tenderness over the paraspinal musculature.
Strength bilaterally 5/5.
DATA REVIEW: ECG demonstrates 69 beats per minute. There is a right bundle branch block. Otherwise normal ECG.
X-RAYS/IMAGING: Cervical x-rays revealed mild to moderate degenerative changes. There is preservation of cervical lordosis. There is no evidence of retrolisthesis. There is no evidence of fracture or dislocation. Cervical MRI dated 10/19/2023 – there is C6-C7 large disc extrusion causing severe left foraminal stenosis.
IMPRESSION: 
1. Cervical disc herniation
2. Cervical spondylosis.
3. Cervical radiculopathy.
4. Foraminal stenosis of the cervical region.
PLAN: The patient is known to have a history of hypertension. Blood pressure is noted to be borderline. There is a history of thyroid abnormality. Lab work is currently pending.
OVERALL IMPRESSION: The patient has significant problems as outlined above. He is found to have left cervical radiculopathy, C6-C7 large disc extrusion, and C6-C7 severe left foraminal stenosis. He has now been scheduled for surgery. He is anticipated to have anterior cervical discectomy and fusion C6-C7. The patient is felt to be clinically stable for his procedure and he is cleared for the same.
Rollington Ferguson, M.D.

