CARDIOVASCULAR CLEARANCE
Patient Name: Robinson, Valerie
Date of Birth: 05/25/1960
Date of Evaluation: 10/18/2023

Referring Physician: Dr. Hasan
CHIEF COMPLAINT: A 63-year-old female seen preoperatively.
HPI: The patient is a 63-year-old African American female who reports an industrial injury dating to approximately 2000. She stated that she worked for the City of Berkeley. She began having back pain in approximately 2000. She noted that the pain is sharp and seemed to radiate to the knee. She was initially treated conservatively. However, she had developed right knee symptoms and was anticipated to have surgery in 2019. However, surgery was postponed due to the pandemic. In the interim, she was found to have bulging disc and severe back pain. She had been referred to Dr. Hasan who noted that she had lumbar complaints. She was previously treated with lumbar epidural steroid injection with temporary relief. She has physical therapy with no improvement and muscle relaxants provided limited relief. The patient is now felt to require surgical intervention. She denies any symptoms of chest pain, shortness of breath, or palpitations.
PAST MEDICAL HISTORY: Includes:
1. Hypertension.
2. Cough.
3. Lumbar spondylosis.
4. Radiculopathy lumbar region.
5. Disc degeneration lumbar.
6. Other specified spondylopathies to the lumbar region.
7. Spinal stenosis of lumbar region with neurogenic claudication.

PAST SURGICAL HISTORY: Includes:
1. Right ankle surgery.
2. Right shoulder surgery.

3. Epidural injections.

MEDICATIONS:

1. Flexeril p.r.n.
2. Norco 10/325 mg p.r.n.

3. Albuterol 108 mcg inhalation.

4. Losartan 25 mg one daily.

5. Alvesco inhaler 160 mcg inhalation p.r.n.

6. Trazodone 50 mg h.s.

7. Ibuprofen 800 mg p.r.n.

8. Cyclobenzaprine 10 mg p.r.n.

9. Vitamin D3 one p.r.n.
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ALLERGIES: No known drug allergies.

FAMILY HISTORY: Noncontributory.
SOCIAL HISTORY: She notes marijuana and alcohol use, but denies any other substance.
REVIEW OF SYSTEMS:
HEENT: She has impaired vision and wears glasses. Oral Cavity: She has dental partial.
Psychiatric: She has insomnia.
Review of systems otherwise unremarkable.
PHYSICAL EXAMINATION:
General: She is alert, oriented and in no acute distress.

Vital Signs: Blood pressure 163/104, pulse 69, respiratory rate 16, height 66” and weight 198.8 pounds.

Musculoskeletal: There is mild tenderness over the paraspinal musculature. She has decreased strength in both the right and left hips. Quadriceps is decreased on the right, but normal on the left.
DATA REVIEW: Lumbar and pelvic x-rays on March 15, 2023, there are mild to moderate degenerative changes. Disc space collapse is most pronounced at L5-S1. There is preservation of lumbar lordosis. No evidence of spondylolisthesis. No scoliosis. Minimal DJD of bilateral hips. MRI on October 13, 2022, L3-4 moderate central canal stenosis secondary to disc bulge.
IMPRESSION: This is a 63-year-old female with multiple medical problems. She has lumbar disc herniation and lumbar spondylosis. She is now scheduled for right L3-4 endoscopic laminectomy, bilateral medial facetectomy. Her blood pressure is noted to be uncontrolled. I have started her on amlodipine 5 mg p.o. daily. She is otherwise thought to be clinically stable for her procedure. She is cleared for same.
RECOMMENDATIONS: May proceed with surgery as clinically indicated.
Rollington Ferguson, M.D.
