CARDIOVASCULAR CLEARANCE
Patient Name: Adams, Griffith

Date of Birth: 10/26/1951
Date of Evaluation: 05/02/2023
Referring Physician: Dr. Stuffmann

CHIEF COMPLAINT: A 71-year-old white male with history of coronary artery disease is seen preoperatively as he is scheduled for surgery.

HPI: The patient is known to have history of coronary artery disease for which he underwent stents. He has history of right trigger finger involving the fourth and fifth digits. Symptoms have been present for one year. He stated that he had developed an odd sensation, which progressively worsened. He was initially given a steroid injection, which improved his right hand symptoms. He was subsequently found to have thenar atrophy and referred for EMG evaluation. This confirmed bilateral carpal tunnel syndrome, left greater than right. He was further found to have mild ulnar neuropathy. He further reports having been found to have cervical impingement syndrome and had been evaluated for same. He denies any symptoms of chest pain, orthopnea or PND.

PAST MEDICAL HISTORY:
1. Coronary artery disease.

2. Gout.

3. Hypertension.

4. Hypercholesterolemia.

5. Asthma.

PAST SURGICAL HISTORY: Stents of unknown coronaries.

MEDICATIONS:
1. Atorvastatin 80 mg one daily.

2. Atenolol 50 mg one daily.

3. Lisinopril 30 mg b.i.d.
4. Ezetimibe 10 mg daily.

5. Allopurinol 100 mg daily.

6. Aspirin 325 mg one daily.

7. Albuterol p.r.n.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died at age 93. Mother alive at 92. The maternal grandfather died at age 59 of CAD and a maternal uncle had CVA.

SOCIAL HISTORY: He notes alcohol use, but denies cigarette smoking. He reports distant history of marijuana use.
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REVIEW OF SYSTEMS:

Constitutional: He has had weight gain.

Eyes: He wears glasses and has contacts.

Gastrointestinal: He has hemorrhoids.

Genitourinary: No frequency, urgency or dysuria.

Musculoskeletal: As per HPI.
Remainder of the review of systems is unremarkable except for hematologic; he has easy bruising.

PHYSICAL EXAMINATION:
General: He is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 130/73, pulse 66, respiratory rate 18, height 68.5 inches, and weight 220.1 pounds.

DATA REVIEW: EKG demonstrates sinus rhythm of 58 beats per minute. There is nonspecific ST elevation. Cannot rule out prior anteroseptal myocardial infarction.

IMPRESSION:
1. Coronary artery disease.

2. Hypertension.

3. Asthma.

PLAN: CBC, Chem-20, urinalysis, and echocardiogram prior to clearance for surgery.

Rollington Ferguson, M.D.
