CARDIOVASCULAR CLEARANCE
Patient Name: Brown, George

Date of Birth: 11/27/1964

Date of Evaluation: 01/21/2024

Referring Physician: Dr. Centeno

CHIEF COMPLAINT: Preoperative evaluation, right shoulder.

HPI: The patient is a 59-year-old male who reports right shoulder injury dating to 04/20/2023. He was doing well until that time. He stated that he was lifting when he felt a pop and burning pain. He rated the pain as 11/10. He had persistent pain such that he cannot lie on his right side and had to sleep sitting up. Pain is worsened by lifting. It is further worsened with activities of daily living. He stated that he had been off of work for months. He had been anticipated to undergo surgery, but was found to have atrial fibrillation.. The patient is now referred for further evaluation.

PAST MEDICAL HISTORY:

1. Sleep apnea.

2. Atrial fibrillation.

3. Diabetes.

4. Hypertension.

PAST SURGICAL HISTORY: Pilonidal cyst.

MEDICATIONS:

1. Aspirin 81 mg one daily.

2. Metoprolol succinate 50 mg one daily.

3. Metformin 500 mg daily.

4. Crestor 5 mg daily.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Mother with diabetes. Father died of heart disease.

SOCIAL HISTORY: The patient reports marijuana use, but he denies cigarettes. He further reports alcohol use and notes that he drinks three beers per week. He denies any drug use.

REVIEW OF SYSTEMS:
Constitutional: He has had no weight gain/loss.

Skin: He reports color changes and rash. He has had nail changes in both arms.

Eyes: He reports wearing reading glasses.

Ears: He has deafness.

Nose: Unremarkable.
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Neck: He has stiffness and decreased motion and pain.

Gastrointestinal: He reports hemorrhoids and history of hernia.

Genitourinary: He reports frequency.

Musculoskeletal: As per HPI.

Neurologic: He has had headache and history of head trauma.

Psychiatric: He reports nervousness, depression and insomnia.

Review of systems is otherwise unremarkable.

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

Vital Signs: Blood pressure 168/93, pulse 92, respiratory rate 20, height 71” and weight 273 pounds.

Cardiac: An irregularly irregular rhythm. There is no S3 noted. Rate is noted to be 89 beats per minute.

Skin: Reveals tattoos involving the lateral aspect of the arm, but otherwise unremarkable.

Musculoskeletal: Right shoulder demonstrates decreased range of motion.

DATA REVIEW: ECG demonstrates an irregularly irregular rhythm with rate of 89 beats per minute consistent with atrial fibrillation. There is slight loss of R-waves in leads V1, cannot rule out old anteroseptal myocardial infarction.

IMPRESSION: This is a 59-year-old male who is noted to have history of hypertension, sleep apnea, atrial fibrillation, and diabetes. The patient’s atrial fibrillation appears adequately rate controlled. His blood pressure otherwise noted to be uncontrolled.

RECOMMENDATION: We will start him on losartan 100 mg p.o. daily for better blood pressure control. He otherwise is felt to be clinically stable for his procedure. He is cleared for same.

Rollington Ferguson, M.D.
