CARDIOVASCULAR CLEARANCE
Patient Name: Harper, Rita

Date of Birth: 08/17/1952

Date of Evaluation: 05/24/2022

Referring Physician: Dr. Hassan

CHIEF COMPLAINT: This is a 69-year-old female who is seen preoperatively as she is scheduled for C3, C4, and C5 effusion.

HISTORY OF PRESENT ILLNESS: The patient is a 69-year-old female with history of cervical stenosis who first experienced a fall in approximately 2008. At that time, she fractured the left elbow, sprained the left wrist, and further experienced a neck and spine injury. Over the several years, she had developed progressive disease secondary to recurrent motion injury. She was initially evaluated and found to have one cervicalgia, spinal cord compression, spinal stenosis of the lumbar region with neurogenic claudication, and cervical disc disorder with myelopathy. She had noted ongoing symptoms of upper extremity paresthesias and most recently balance problem. She was found to have a bilateral up going Babinski signs as well as myotomal weakness at C5 level. The patient underwent conservative course of therapy and had progressed despite the same. She is now felt to require surgery.

PAST MEDICAL HISTORY: Includes:

1. Carpal tunnel syndrome.

2. COVID-19 infection.

3. Breast cancer.

PAST SURGICAL HISTORY:

1. Mastectomy right.

2. Breast reduction left.

3. Right knee surgery x3.

MEDICATIONS: Ibuprofen p.r.n.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Mother with hypertension. Brother had myocardial infarction. Sister had heart problems.

SOCIAL HISTORY: She notes rare alcohol use, but denies cigarettes or drug use.
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REVIEW OF SYSTEMS:
Constitutional: She has had fatigue. She notes having had a recent COVID infection approximately April 21.

HEENT: Head: She has pressure in her ears. Eyes: She wears glasses. Ears: She has deafness and tinnitus. Nose: She has sinus problems.

Neck: She has cervical stenosis.

Respiratory: No cough or shortness of breath.

Cardiac: No chest pain, orthopnea, or PND.

Gastrointestinal: No nausea, vomiting, hematochezia, or melena.

Genitourinary: No frequency, urgency, or dysuria.

Musculoskeletal: In addition to her neck pain, she reports pain and stiffness involving the hands and elbow.

Neurologic: She has headache and paresthesias.

The review of systems otherwise unremarkable.

PHYSICAL EXAMINATION:
General: She is a pleasant female who is otherwise in no acute distress.

Vital Signs: Blood pressure 153/92, pulse 62, respiratory rate 16, height 68” and weight 187.4 pounds.

Extremities: Demonstrates 1+ pitting edema.

Musculoskeletal: Reveals tenderness on rotation.

The remainder of the examination is unremarkable.
LAB DATA: ECG demonstrates sinus rhythm of 59 bpm. There is loss of R-waves in leads V1 and V2 suggesting an old anteroseptal MI and nonspecific T-wave changes noted. The MRI on March 12, 2021 revealed multilevel degenerative changes with varying degrees of foraminal stenosis. There is spinal cord compression moderate – severe at C3-C4 level and C4–C5 level.

IMPRESSION: This is a 69-year-old female with history of industrial injury found to have cervical stenosis at the C3, C4, and C4-C5 level. The patient is now scheduled for surgery per Dr. Hassan. She is noted to have a borderline ECG. Blood pressure is noted to be mildly elevated and she has mild edema.
PLAN: I have started her on hydrochlorothiazide 12.5 mg daily, but she is otherwise felt to be clinically stable for her procedure. She is cleared for same.

Rollington Ferguson, M.D.
