CARDIOVASCULAR CLEARANCE
Patient Name: Quan, Phuong
Date of Birth: 11/25/1960

Date of Evaluation: 05/01/2025

Referring Physician: Dr. Saqib Hasan
CHIEF COMPLAINT: A 64-year-old female with history of assault.

HISTORY OF PRESENT ILLNESS: The patient is a 64-year-old female who reports being assaulted on December 27, 2023. She was beaten in the head, neck, and arm. She had suffered ongoing pain. She has had physical therapy, but despite the same has continued with symptoms. The patient was noted to have been struck on the head by a large stick and sustained multiple injuries to the head, cervical, thoracic and lumbar spine. At the time of the injury, the patient was working as a parking attendant for LAZ Parking. She reports constant aching pain located along the right cervical paramidline, right superior trapezius, and right interscapular region. The pain is typically 6/10. Associated symptoms include issues with dexterity, weakness of the right upper extremity, numbness and tingling in the right upper extremity. She had undergone a conservative course of therapy, but has continued with symptoms. The patient is now felt to require C4/C5, C5/C6 and C6/C7 anterior cervical discectomy, fusion for the diagnosis of G95.20. The patient currently denies any chest pain, orthopnea or PND.

PAST MEDICAL HISTORY: Includes:

1. Hypercholesterolemia.

2. Diabetes type II.

3. Anxiety.

4. Insomnia.

PAST SURGICAL HISTORY: Includes that for ovarian cancer.

MEDICATIONS: Escitalopram 10 mg one daily, trazodone 50 mg one h.s., simvastatin 40 mg one daily, omeprazole one daily, and Celebrex 200 mg one b.i.d. p.r.n.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Brother had a myocardial infarction. Father had issues with kidney.

SOCIAL HISTORY: The patient denies any history of cigarette, alcohol, or drug use.

REVIEW OF SYSTEMS:
Eyes: She has itching and redness.

Ears: Pain.
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Throat: She reports sore throat.

Neck: There is pain.

Gastrointestinal: There is heartburn.

Respiratory: There is cough.

Genitourinary: The patient reports incontinence.

Musculoskeletal: As per HPI.

Psychiatric: The patient is under psychiatric care and is receiving medications for same.

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

Vital Signs: Blood pressure 119/67, pulse 76, respiratory rate 16, height 60.5”, and weight 139.4 pounds.

Neck: Exam reveals tenderness on flexion and rotation. There is paravertebral tenderness noted.

DATA REVIEW: ECG demonstrates sinus rhythm of 64 bpm and is otherwise unremarkable.

IMPRESSION:

1. A 64-year-old female status post assault with subsequent multiple injuries, noted to have history of diabetes, hypercholesterolemia, and insomnia. The patient is currently felt to be stable for her procedure. Of note, the patient had undergone MRI, the most recent of which was July 24, 2024, there was found to be moderate central canal stenosis involving C4-C5 and C5-C6. At C6-C7, there is moderate right foraminal stenosis. C4-C5 is actually rated as severe. Formal radiology report reveals C4-C5 posterior central disc extrusion/osteophyte with severe central canal stenosis, C5-C6 paracentral disc extrusion/osteophyte with moderate to severe canal narrowing. There is moderate to severe right and moderate left foraminal stenosis, C6-C7, mild central canal stenosis, moderate right and mid left, and mild left foraminal narrowing. The patient is again felt to have cervical myeloradiculopathy.

2. C4-C5 severe central canal stenosis.

3. C5-C6 moderate central canal stenosis.

4. C6-C7 moderate right foraminal stenosis.
The patient is felt to be medically stable for her procedure. She is cleared for same.

Rollington Ferguson, M.D.
