CARDIOVASCULAR CLEARANCE
Patient Name: Pope, Randy
Date of Birth: 04/20/1972
Date of Evaluation: 04/18/2024
Referring Physician: 
CHIEF COMPLAINT: A 52-year-old white male who was seen preoperatively.

HISTORY OF PRESENT ILLNESS: The patient is a 52-year-old male who reports repetitive motion injury to the lower back. He stated that the symptoms occurred over a period of approximately 20 years. He described localized burning ache involving the lower back. Pain at worse is 10/10. It is associated with numbness radiating down the left leg which causes him to stumble at times. He stated that he underwent several rounds of injections which provided minimal relief. He further underwent PT, acupuncture, and all conservative measures did not result in any significant improvement. The patient further reports a chest discomfort which he describes as an inability to clear his lungs. He attributes this to seasonal allergies which usually occur in the springtime. He has had no exertional chest pain.
PAST MEDICAL HISTORY:
1. Headache.

2. Enlarged prostate.

3. Hypothyroidism.

PAST SURGICAL HISTORY: Undescended testicles / hernia repair at age 8.
MEDICATIONS: Gabapentin 300 mg h.s., nortriptyline 100 mg h.s., Alvesco unknown dose, tadalafil 5 mg take one daily, and Naprosyn p.r.n.
ALLERGIES: No known drug allergies. 
FAMILY HISTORY: Mother had breast cancer and diabetes. Father died with dementia. 
SOCIAL HISTORY: He denies cigarette, marijuana, alcohol or other drug use.
REVIEW OF SYSTEMS:
Constitutional: He reports weight gain. He reports he has had some weight loss, but he gained it all back.
Nose: He has sinus problems.

Oral cavity: He has minor taste and smell problem since COVID.
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Respiratory: Unremarkable.

Neurologic: He has headaches and left lower extremity paresthesias.

Endocrine: He has history of abnormal TSH.

Review of systems is otherwise unremarkable.

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

Vital Signs: Blood pressure 117/66, pulse 72, respiratory rate 18, and weight 260 pounds.

Musculoskeletal: There is tenderness involving the low back region. This involves tenderness over the paraspinal musculature. Range of motion on flexion is limited due to pain.
X-RAYS / IMAGING: Lumbar and pelvic x-ray revealed moderate degenerative changes, severe disc space collapse most pronounced at L5-S1. There is preservation of lumbar lordosis. There is no evidence of spondylolisthesis. There is no evidence of scoliosis. There is no evidence of fracture or dislocation. There are minimal degenerative changes of bilateral hips. Lumbar MRI dated 08/29/2023 revealed moderate to severe left lateral recess stenosis at L4-L5. At L2-L3, there is small right paracentral disc bulge with annular fissure. At L3-L4, there is broad-based disc bulging which is slightly decreased in size from the prior examination with a new annular fissure. There is mild bilateral foraminal narrowing. At L5-S1, the disc appeared fused; posterolateral spondylosis is greater on the left than on the right with moderate left and mild right foraminal stenosis. 
IMPRESSION: This is a 52-year-old male who had presented with complaints of low back pain.
1. He has L4-L5 disc herniation causing moderate left lateral recess stenosis.

2. Severe disc space prolapse at L5-S1.
3. L3-L4 broad disc bulging.

4. Lumbar radiculopathy with left L3-L4-L5 myotomal weakness.

The patient has failed medical therapy. He is now scheduled for left L4-L5 endoscopic discectomy with annulorrhaphy and amniotic membrane reinforcement. The patient is noted to be clinically stable for this procedure. Of note, EKG demonstrates sinus rhythm at 67 beats per minute, incomplete right bundle branch block, and otherwise normal ECG. The patient is felt to be clinically stable for his procedure. He is cleared for the same.
Rollington Ferguson, M.D.

