CARDIOVASCULAR CLEARANCE
Patient Name: Alli, Benson
Date of Birth: 02/24/1958
Date of Evaluation: 04/07/2022
Referring Physician: Dr. Warren Strudwick

CHIEF COMPLAINT: A 64-year-old African American male who is seen preoperatively as he is scheduled for right knee surgery.

HPI: The patient is a 64-year-old male who reports an industrial injury to the right knee. The patient reports that the injury is secondary to repetitive motion over a period of 24 years. He first developed symptoms of constant pain with associated locking and popping involving the knee approximately one year ago. Pain at times is sharp and other times similar to pins and needles. The patient further noted that the pain radiates to the lower extremity and at times further associated with numbness and weakness, typically it is 9/10. He stated that it is worse with driving the bus. The patient denied any cardiovascular symptoms.

PAST MEDICAL HISTORY: The patient denied any history of medical problems. His Epic record is reviewed. He is noted to have history of:

1. Allergic rhinitis.
2. Chronic pain disorder.

3. History of controlled substance agreement signed.

4. Degenerative joint disease of the lumbar region.

5. Erectile dysfunction.

6. Essential hypertension.

7. Hypokalemia due to loss of potassium.

8. Morbid obesity.

9. Sciatica.

10. Secondary testicular hypogonadism.

11. Spinal stenosis of lumbar region with radiculopathy.

12. Shoulder pain.

PAST SURGICAL HISTORY: Bilateral shoulder surgery.

MEDICATIONS: The patient denies taking any medications; however, on review, he is taking:

1. Albuterol ProAir.

2. Amlodipine 5 mg daily.

3. Celebrex 100 mg daily.

4. Fluticasone/vilanterol as Breo Ellipta 100/25 mcg one puff daily.

5. Gabapentin 600 mg b.i.d.
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6. Hydrochlorothiazide p.r.n.
7. Hydrocodone 10/325 mg p.r.n.
8. Cialis 20 mg.

9. AndroGel.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Unremarkable.

SOCIAL HISTORY: The patient denies history of cigarette smoking, alcohol or drug use.

REVIEW OF SYSTEMS: Otherwise unremarkable.

PHYSICAL EXAMINATION:
General: This is a moderately obese male who is in no acute distress.

Vital Signs: Blood pressure 116/68, pulse 85, respiratory rate 20, height 72 inches, and weight 274 pounds.

Musculoskeletal: Examination demonstrates moderate tenderness at the medial joint line.

Extremities: Reveal 2+ pitting edema.

DATA REVIEW: ECG demonstrates sinus rhythm of 85 beats per minute, nonspecific ST-T wave abnormality, and left axis deviation.

IMPRESSION: This is a 64-year-old male who reports repetitive motion injury involving the right knee. He was subsequently found to have a complex tear of the lateral meniscus of the right knee and is now scheduled for partial lateral meniscectomy, partial medial meniscectomy and chondroplasty. The patient’s examination reveals 2+ edema, but no other concerning aspect of the physical examination. However, I am very concerned that the patient denied all prior medical history, he further denied taking any medications. The record from Epic is clearly different from the history the patient presented. As such, I will defer on any recommendation for surgery at this time. We will need to reconcile differences in his verbal history versus the written record prior to any type of clearance.
Rollington Ferguson, M.D.
