CARDIOVASCULAR CLEARANCE
Patient Name: Merritt, Roland

Date of Birth: 07/20/1954

Date of Evaluation: 03/27/2023

Referring Physician: Dr. Hany Elrashidy

CHIEF COMPLAINT: 68-year-old African American male who is seen preoperatively as he is scheduled for right rotator cuff repair.

HPI: The patient is a 68-year-old male who was previously evaluated in this office in approximately 2017. At that time, he had presented with right shoulder impingement. He had first developed symptoms approximately seven to eight years prior to that evaluation, at which time *__________* workup. He did see Dr. Joshua Richards approximately three to four years later at which time he had been initially treated conservatively to include cortisone injection, physical therpay and acupuncturing. Despite the pain, he noted only minimal improvement. The patient had then felt to require right shoulder arthroscopic rotator cuff debridement, SAD, possible open biceps tenodesis and possible distal cartilage excision. He had then undergone surgery in approximately 2017. He underwent right shoulder surgery at that time. Postoperatively, he had minimal improvement, but noted ongoing pain. He was noted to have scar tissue and bone spurs. He was then again scheduled for surgery in approximately August 2017. He had been at his baseline state of health, however, he had chronic soreness of the right shoulder. He required additional surgery for approximately one and half years ago. He had then seen a physician postoperatively and then had no additional followup. He had continued with pain, which he stated as sharp. It is rated 5/10 and it is worse with movement. It is improved with physical therapy, heat and acupuncture. The patient was felt to require surgery once again. He is anticipated to undergo surgery per Dr. Hany Elrashidy on 05/09/23. He is now seen preoperatively. He denies any symptoms of chest pain, shortness of breath, or palpitations. The patient was noted to have history of diabetes. He is noted to have history of abnormal EKG. He underwent stress testing in 03/18/20 with no evidence of ischemia.

PAST MEDICAL HISTORY: 

1. Borderline diabetes.

2. Bilateral carpal tunnel syndrome.

3. Right shoulder impingement.

PAST SURGICAL HISTORY: 

1. Bilateral carpal tunnel 

2. Neck surgery.

3. Right thumb reconstruction.

4. Bilateral elbow surgery.

5. Right knee surgery x2.

6. Left knee surgery.
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7. Right toe surgery x2.

8. Right shoulder surgery x3.

MEDICATIONS: Tramadol and lisinopril unknown dose.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Noncontributory.

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

REVIEW OF SYSTEMS: Otherwise unremarkable.

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

Vital Signs: Blood pressure 167/104, repeat blood pressure 160/98, pulse 64, respiratory rate 18, height 75.5 inches and weight 247.7 pounds.

DATA REVIEW: ECG demonstrates sinus rhythm 58 beats per minute with right bundle branch block and left anterior fascicular block is present.

IMPRESSION: This is a 68-year-old male with history of multiple injuries who is now scheduled for right shoulder surgery. His blood pressure is noted to be elevated. I have started him on amlodipine 10 mg daily. Additional problems include diagnosis S46.811A and M75.81. The patient is now scheduled for right shoulder arthroscopy with extensive debridement, subscapularis tendon repair, and removal of hardware. He is felt to be clinically stable for the procedure. His overall risk appears minimally improved given his multiple comorbidities. He otherwise is felt to be clinically stable for his procedures. He is cleared for the same.

Rollington Ferguson, M.D.
