CARDIOVASCULAR CLEARANCE
Patient Name: Browning, David
Date of Birth: 08/27/1968
Date of Evaluation: 10/19/2023
Referring Physician: Dr. __________

CHIEF COMPLAINT: A 55-year-old male seen preoperatively as he is scheduled for left hip surgery.

HISTORY OF PRESENT ILLNESS: The patient is a 55-year-old male who reports left hip pain. He was found to have DJD of the left hip and has been scheduled for left total hip replacement with Dr. __________ on 10/30/2023. The patient was found to have an abnormal EKG and subsequently referred for an evaluation. The patient himself reports that he began having pain in March 2022. In May 2022, he received a cortisone injection. However, pain had become progressive. He reports left hip pain is constant, dull, aching, and worsened/exacerbated by movement. At rest, the pain is 3/10. With activity, it increases to 7-9/10. Again, it is non-radiating but he reports associated pain in his back and left lower extremity. He notes minimal improvement with ibuprofen. As noted, he had an abnormal EKG for which he was referred for further evaluation. He has had no chest pain, orthopnea, or paroxysmal nocturnal dyspnea.
PAST MEDICAL HISTORY:
1. Hypercholesterolemia.
2. Osteochondritis.

3. Vertigo.
4. Hiatal hernia.
5. Esophagitis.

6. Anxiety.

PAST SURGICAL HISTORY:
1. Left knee surgery in 8th grade.
2. Appendectomy in 10/11th grade.
3. Abscess.
4. Status post EGD and colonoscopy.

MEDICATIONS: Lovastatin 40 mg one daily, Prilosec one daily, and bupropion XL 300 mg one daily.
ALLERGIES: COMPAZINE results in seizures.
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FAMILY HISTORY: Mother had congestive heart failure. Father died at age 53 of heart disease. Brother died at age 44.
SOCIAL HISTORY: The patient denies cigarette smoking or drug use. He notes rare alcohol use.

REVIEW OF SYSTEMS:
EARS: He has hearing loss and no hearing device in the ear.
NEUROLOGIC: He has vertigo.

PSYCHIATRIC: He has depression and insomnia related to pain.

MUSCULOSKELETAL: As per HPI

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

Vital Signs: Blood pressure 132/84, pulse 83, respiratory rate 18, height 69”, and weight 236 pounds.

Left hip is noted to have tenderness on abduction. He otherwise has some tenderness on palpation of the left hip.
DATA REVIEW: EKG demonstrates sinus rhythm of 71 beats per minute and is otherwise normal.

IMPRESSION: This is a 55-year-old male with multiple medical problems to include: 
1. Chronic gout of the right foot.

2. History of concussion.
3. Esophagitis.

4. Juvenile osteochondrosis of the lower extremities.

5. Lumbar radiculopathy.

6. Occipital neuralgia.

7. Reactive airway disease.

8. Rhinitis. 

PLAN: He is currently scheduled for left hip replacement. The patient is noted to be clinically stable for this procedure and he is cleared for the same. He has normal ECG. He is asymptomatic. Blood pressure is noted to be normal. The patient is felt to be clinically stable for his procedure and is cleared.

Rollington Ferguson, M.D.

