CARDIOVASCULAR CONSULTATION
Patient Name: Sabree, Hakim

Date of Birth: 09/27/1948
Date of Evaluation: 09/19/2022
CHIEF COMPLAINT: A 73-year-old African American male seen preoperatively as he is scheduled for right total hip replacement.

HISTORY OF PRESENT ILLNESS: The patient is known to have a history of hypertension, gastroesophageal reflux disease, and a history of motor vehicle accident. He further has a history of glucose intolerance. He had presented for evaluation in approximately 2014. At that time, he was noted to have symptoms of arthritis involving his hip. The patient was ultimately referred to orthopedic for further evaluation. He had been referred to Dr. Warren Strudwick in approximately February 2018. At that time, he was noting that the right hip was giving him extreme pain and was associated with his hip “giving away”. Since that time, he has had progressive disease. He stated that he is now bone-on-bone. He has pain which he described as sharp, worse with sitting too long. He initially noted mild relief with turmeric. However, symptoms have progressed and it is now felt that he requires surgery.

PAST MEDICAL HISTORY:
1. Pneumonia.

2. Hypertensive urgency.

3. Fall.

4. Coronary artery disease.

5. Gastroesophageal reflux disease.

6. Diabetes.

PAST SURGICAL HISTORY:
1. He has had right arm surgery.

2. Tonsillectomy.

3. Left hand surgery.

4. Auto versus pedestrian. He was hospitalized at Highlands General in 2018.

MEDICATIONS: Amlodipine 10 mg one tablet daily, enteric coated aspirin 81 mg daily, metformin 850 mg b.i.d., simvastatin 20 mg h.s., carvedilol 3.125 mg b.i.d., and Jardiance 10 mg one daily.
ALLERGIES: No known drug allergies.
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FAMILY HISTORY: Father had prostate cancer. An uncle had colon cancer. Mother had hypertension.

SOCIAL HISTORY: He was employed as a loan broker and banking industrialist.

REVIEW OF SYSTEMS: Unremarkable except as noted in the HPI.

PHYSICAL EXAMINATION:
General: He is alert, oriented and in no acute distress. The patient is noted to be obese.
Vital Signs: Blood pressure 132/84, pulse 77, respiratory rate 20, height 72.5 inches, and weight 266 pounds.

DATA REVIEW: ECG demonstrates sinus rhythm 72 beats per minute and is normal. Echocardiogram performed on 06/22/2022 reveals normal left ventricular function with ejection fraction of 65-70%. No wall motion abnormality is noted. There is trace mitral regurgitation. There is trace tricuspid regurgitation. On exercise treadmill test, he exercised 3 minutes and 53 seconds and achieved a peak heart rate of 124 beats per minute which is 84% of the maximum predicted heart rate. Test was stopped because of fatigue. No EKG changes were noted.

IMPRESSION: The patient with multiple medical problems to include hypertension, gastroesophageal reflux disease, and history of motor vehicle accident, now noted to have severe osteoarthritis. He has diabetes which is controlled. He has hypercholesterolemia. The patient has multiple risk factors, but is felt to be clinically stable for his procedure. He is cleared for the same.
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