CARDIOVASCULAR CLEARANCE
Patient Name: Brewer, Darrell
Date of Birth: 05/05/1956
Date of Evaluation: 01/03/2023
Referring Physician: Dr. Austin Pitcher
CHIEF COMPLAINT: Status post fall.

HISTORY OF PRESENT ILLNESS: The patient is a 67-year-old male who experienced a slip and fall approximately three weeks earlier. He noted that he had slipped on leaves and subsequently fell. He states at that time he slipped into the car tire. He was initially taken to Kaiser Hospital where he was found to have a laceration, left clavicle fracture, and dislocated humerus. The patient stated that multiple attempts were made to reduce the dislocation. He reports that ultimately they had proceeded in reduction of the displacement. He had continued with pain which he now describes at 6-7/10. Pain was initially 10/10. It was worse with any type of movement. There were no associated symptoms except that of decreased range of motion. He denies any symptoms of cardiovascular disease. Specifically, he has had no chest pain, orthopnea, or paroxysmal nocturnal dyspnea. ECG performed on 12/29/2022, revealed normal sinus rhythm with early repolarization pattern.
PAST MEDICAL HISTORY:
1. Diabetes.

2. Hypertension.

3. Hypercholesterolemia.

4. Benign prostatic hypertrophy.

PAST SURGICAL HISTORY:
1. Left total hip replacement.

2. Hiatal hernia repair.

MEDICATIONS:

1. Metoprolol, unknown dose.

2. Metformin 1000 mg b.i.d.

3. Jardiance 25 mg one daily.

4. Ozempic weekly.

5. Glyburide b.i.d.

6. Atorvastatin daily.

7. Lorazepam p.r.n.

8. Flomax 0.4 mg daily.

ALLERGIES: No known drug allergies.
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FAMILY HISTORY: Mother had heart problems. A sister died of diabetes and CVA.

SOCIAL HISTORY: He denies cigarette smoking, alcohol, or drug use.

REVIEW OF SYSTEMS:
Constitutional: He has had no fever or chills. He reports recent weight gain.
Skin: He has had bruising.
HEENT: Eyes: He wears glasses.
Remainder of the review of systems is unremarkable.

PHYSICAL EXAMINATION:
General: He is alert, oriented, and in no acute distress.
Vital Signs: Blood pressure 148/93, pulse 97, respiratory rate 20, height 65”, and weight 205.6 pounds.

Musculoskeletal: The left shoulder revealed tenderness on all passive motion activity. There is associated decreased range of motion on abduction and external rotation. Further reduced range of motion on adduction.

LAB WORK: Sodium 133, potassium 4.3, chloride 99, bicarb 26, BUN 23, creatinine 0.78, glucose 166. White blood cell count 6.3, hemoglobin 14.1, and platelets 219.
IMPRESSION: This is a 67-year-old male with multiple medical problems. He had suffered a fall and subsequently found to have left proximal humerus fracture. He is requiring a left open reduction and internal fixation of the left proximal humerus. The patient has multiple risk factors for coronary artery disease to include diabetes, hypertension, hypercholesterolemia and family history. The patient himself is asymptomatic. In addition, his ECG is noted to be relatively unremarkable. ECG revealed sinus rhythm of 95 beats per minute and early repolarization pattern only. ECG otherwise is felt to be unremarkable. The patient is therefore felt to be clinically stable for his procedure. He is cleared for same.
RECOMMENDATIONS: He may proceed with surgery as clinically indicated.

Rollington Ferguson, M.D.
