CARDIOVASCULAR CLEARANCE
Patient Name: Tahal, Sukhvinder
Date of Birth: 12/08/1958
Date of Evaluation: 07/05/2023
Referring Physician: 
CHIEF COMPLAINT: A 64-year-old male with left rotator cuff tear.

HISTORY OF PRESENT ILLNESS: The patient is a 64-year-old male who reports an industrial injury to the left shoulder. The incident occurred on 02/28/2023 during which time the patient experienced a trip and fall. He has subsequently experienced a left shoulder injury. The patient reported pain which he describes as sharp; such that he is unable to sleep at night. Pain is typically 9-10/10. He wakes up every hour to hour and half. Pain radiates to the left arm only. It is associated with decreased range of motion. The patient initially underwent conservative course of therapy with no significant improvement. He underwent MRI which revealed significant pathology. The patient is now felt to require left shoulder arthroscopic rotator cuff repair, possible biceps augmentation. The patient denies any chest pain or shortness of breath.
PAST MEDICAL HISTORY:

1. Hypertension.

2. Coronary artery disease.

PAST SURGICAL HISTORY:
1. Status post three-vessel coronary artery bypass grafting.

2. Status post stent of unknown vessel in 2018.

MEDICATIONS:
1. Amlodipine 5 mg one daily.

2. Carvedilol 12.5 mg b.i.d.

3. Isosorbide mononitrate 30 mg one daily.

4. Atorvastatin 80 mg daily.

5. Losartan 100 mg daily.

6. Enteric-coated aspirin 81 mg daily.

7. Pyridoxine i.e. vitamin B6 25 mg daily.

8. Men’s 50+ tablet.

9. Iron 60 mg daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Unremarkable.

SOCIAL HISTORY: He reports prior alcohol use, but no cigarette smoking or drug use.
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REVIEW OF SYSTEMS:

Constitutional: Unremarkable.

Oral cavity: Significant for the use of dentures.

Cardiac: No chest pain or orthopnea.

Genitourinary: Occasional frequency of urination.
The remainder of the review of systems is unremarkable.

PHYSICAL EXAMINATION:

General: The patient is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure 115/61, pulse 80, respiratory rate 24, height 65”, and weight 172 pounds.

Musculoskeletal: Left shoulder demonstrates decreased range of motion on abduction and external rotation. There are no additional findings.

DATA REVIEW: ECG demonstrates sinus rhythm of 69 beats per minute and is otherwise noted to be normal.
IMPRESSION: The patient is a 64-year-old male with history of coronary artery disease and hypertension who previously underwent three-vessel coronary artery bypass grafting and underwent stent placement as recent as 2018. The patient currently noted to be stable. He has no symptoms of angina or congestive heart failure. He is noted to have normal blood pressure. He has normal EKG. The patient appears optimized for his surgical study. He is therefore cleared for same.
Rollington Ferguson, M.D.
