CARDIOLOGY CONSULTATION
Patient Name: Fennix, Sharon
Date of Birth: 11/04/1962
Date of Evaluation: 09/09/2024
Referring Physician: Dr. Hasan
CHIEF COMPLAINT: The patient is a 61-year-old female who complained of neck pain.
HISTORY OF PRESENT ILLNESS: The patient is a 61-year-old female who reports a history of fall in a UPS truck in approximately 2020. She was initially evaluated at Concentra. She was then placed on light duty. However, she continued to do poorly and was taken off work. She underwent multiple investigations and was found to have cervical pathology. In addition, she was found to have a torn left labrum. She had further reported low back pain and was diagnosed with disease of the lumbosacral spine. The patient is now anticipated to undergo surgery of the cervical spine. She has failed medical therapy and has continued with pain involving her neck which she rates at 8/10. It radiates to the arm and legs. She further reports associated cramping in her legs. She has had no cardiovascular symptoms.
PAST MEDICAL HISTORY:
1. Hypothyroidism.
2. Asthma.

PAST SURGICAL HISTORY:
1. Vein ablation.

2. Status post colonoscopy

MEDICATIONS:
1. Gabapentin 600 mg take two daily.
2. Levothyroxine 80 mcg take two q.a.m.
3. Albuterol p.r.n. 

ALLERGIES: No known drug allergies. 
FAMILY HISTORY: Mother had CVA and heart attack. Father had CVA.
SOCIAL HISTORY: The patient is a smoker. She notes occasional use, but denies drug use.

REVIEW OF SYSTEMS:
Constitutional: She reports weight gain and fatigue. She further reports night sweats.
Skin: She has had color changes and nail changes.
Eyes: She wears glasses and contact lenses. She reports burning and blind spots.
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Nose: She has wheezing.
Oral Cavity: She reports bleeding gums.

Throat: She has sore throat.

Neck: She has stiffness, pain, and decreased range of motion.
Respiratory: She has dyspnea on going up to her bedroom. She reports wheezing.
Cardiac: She has no chest pain, orthopnea, or PND.
Gastrointestinal: She has nausea, abdominal pain, diarrhea and constipation. She further reports bloating.
Genitourinary: She has frequency, urgency, and incontinence.
Musculoskeletal: She has pain involving the right ankle.
Neurologic: She reports headache.
Psychiatric: She reports nervousness.
Endocrine: She has heat intolerance.
Hematologic: She reports easy bruising and easy bleeding.

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

Vital Signs: Blood pressure 122/87, pulse 79, respiratory rate 20, height 70”, and weight 233.5 pounds.
Remainder of the examination is unremarkable.

IMPRESSION: This is a 61-year-old female who had suffered a cervical injury. She is felt to require preoperative clearance as she has cervical spinal stenosis and may require surgical treatment. She has had x-rays of the cervical spine and shoulders which have revealed multilevel severe degenerative changes with the presence of ventral osteophytes, most pronounced at C4-C5. There was noted to be preservation of the cervical lordosis and no evidence of fracture dislocation. She was found to have mild DJD. MRI of the cervical spine revealed severe spinal cord compression and severe left foraminal stenosis at the C3-C4 level. There is moderate spinal cord compression at the C4-C5 level. 
Once again, this 61-year-old female has failed medical therapy; she has evidence of spinal stenosis; she is now scheduled for surgical treatment. EKG had revealed sinus rhythm of 70 beats per minute and is otherwise unremarkable.
She is felt to be clinically stable for her procedure. She is cleared for the same.

Rollington Ferguson, M.D.

