CARDIOVASCULAR CLEARANCE
Patient Name: Malul, Jacov
Date of Birth: 06/24/1958
Date of Evaluation: 07/20/2023
Referring Physician: Dr. Hassan
CHIEF COMPLAINT: A 65-year-old male seen preoperatively as he had sustained a lower back injury. 

HISTORY OF PRESENT ILLNESS: The patient is a 65-year-old male who reports an industrial injury with a resultant fall having occurred on 05/20/2021. He suffered injuries to the neck and back. He further suffered injuries to the right hand for which he underwent hand surgery in 2021. He then underwent neck surgery in 2022. He had experienced back pain with associated numbness of the right leg. Pain is typically 7-8/10. It is worse with activity. Its intensity decreased with approximately 2-3/10 with rest. Pain is further worsened with any movement. The patient had undergone limited physical therapy. He was felt to require surgical treatment and is now seeing preoperatively. The patient denies any chest pain or shortness of breath. 
PAST MEDICAL HISTORY:
1. Hypertension.

2. Supraventricular tachycardia.

3. Hypercholesterolemia.

4. BPH.
5. Gouty arthritis.

6. Kidney stones.

PAST SURGICAL HISTORY:
1. ACDF cervical region.
2. Right hand surgery.
3. Umbilical hernia surgery.

MEDICATIONS:
1. Zinc 50 mg one daily.

2. Vitamin B6 100 mg one daily.

3. Fibrostat Plus 40 mg daily.

4. Atorvastatin 10 mg one daily.

5. Hydrochlorothiazide 5 mg one daily.

6. Tamsulosin 0.4 mg one b.i.d.

7. Lisinopril 5 mg to take two daily.
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ALLERGIES: ALLOPURINOL results in rash.
FAMILY HISTORY: Mother with hepatitis C.
SOCIAL HISTORY: There is no history of cigarette smoking for the last 13 years. He notes occasional alcohol use, but no drug use.

REVIEW OF SYSTEMS:
Constitutional: No weight loss or weight gain.

Skin: No color change.

Eyes: He wears glasses.

Oral cavity: He has bleeding gums.

Neck: He has history of ADCF x 4.

Respiratory: He has no cough or dyspnea.
Cardiac: He has no chest pain, orthopnea or PND.

Gastrointestinal: He has history of hernia.

Genitourinary: He has BPH.

Remainder of the review of systems is unremarkable except as noted in the HPI.

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

Vital Signs: Blood pressure 129/77, pulse 90, respiratory rate 20, height 69”, and weight 223 pounds.

Musculoskeletal: The patient is noted to have tenderness to palpation in the lower lumbar region. 
Neck: Chronic anterior well healed scar. There is an umbilical hernia present. 
DATA REVIEW: ECG reveals sinus rhythm 87 beats per minute and right bundle branch block. ECG was otherwise unremarkable.

Lumbar x-rays: There are multilevel degenerative changes with the presence of ventral osteophytes, multilevel disc space collapse including L2-L3, L4-L5, and L5-S1. There is loss of lumbar lordosis. No evidence of spondylolisthesis. No evidence of fracture or dislocation.
IMPRESSION: A 65-year-old with history of industrial injury presents for preoperative clearance. Active problems include:

1. Left L4-L5 synovial facet cyst.

2. Left lumbar radiculopathy secondary to moderate severe central canal and bilateral foraminal stenosis at L4-L5.
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3. Severe bilateral foraminal stenosis at L5-S1.

4. Status post T3-T11 ACDF on 03/02/2022, stable.

5. Hypertension.

6. Hypercholesterolemia.

7. BPH. 

PLAN: The patient further has abnormal ECG. He is otherwise clinically stable. He is cleared for his procedure. The patient is specially cleared for his left L4-L5 endoscopic laminectomy, medial facetectomy, and synovial cyst resection for diagnosis M71.38 and M54.16.

Rollington Ferguson, M.D.

