CARDIOVASCULAR CLEARANCE
Patient Name: Padilla, Jerry
Date of Birth: 04/21/1959
Date of Evaluation: 05/08/2025
Referring Physician: 
CHIEF COMPLAINT: This is a 66-year-old male seen preoperatively.
HISTORY OF PRESENT ILLNESS: The patient is a 66-year-old male who reports an industrial injury to the left ankle approximately seven years earlier. He dates the injury to February 2019. The patient reports that an 1100-pound object fell on to his feet during a work-related incident. The patient stated that he underwent physical therapy, but has had no other treatment. He reports pain which he described as 6/10 and limited to the ankle. Pain was initially radiating, but it is now non-radiating. He had been evaluated by Dr. Hiatt with persistent left ankle pain and having no improvement despite conservative activities to include the use of an AFO brace, physical therapy, AccuTread shoes and a 7 mm heel lift. It was noted that his pain was worsened with prolonged periods of ambulation. The patient was felt to require surgical intervention for instability of the left ankle and he is now scheduled to have surgery for left lateral ankle stabilization, ankle arthroscopy with ITB repair, os trigonum excision and possible peroneal tendon repair. The patient denies any symptoms of chest pain, shortness of breath, or palpitation.

PAST MEDICAL HISTORY:
1. Hypertension.

2. Hypercholesterolemia.

3. CVA in February 2025.

PAST SURGICAL HISTORY:
1. Arthroscopic surgery bilaterally.
2. Colonoscopy.
MEDICATIONS: Atorvastatin 40 mg one daily, clopidogrel 75 mg one daily, lisinopril/hydrochlorothiazide 10/12.5 mg one daily, and Zyrtec 10 mg p.r.n.
ALLERGIES: No known drug allergies.
FAMILY HISTORY: Aunts and uncles with diabetes.
SOCIAL HISTORY: He denies cigarette smoking, alcohol or drug use.
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REVIEW OF SYSTEMS:
Constitutional: Unremarkable.

Eyes: He reports loss of peripheral vision in his left eye.
Review of systems otherwise is unremarkable.

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

Vital Signs: Blood pressure 170/88, pulse 56, respiratory rate 14, height 68”, and weight 270.8 pounds.

Abdomen: Noted to be obese.
Musculoskeletal: He has tenderness to palpation over the ankle joint line. There is no crepitus. There is significant pain with plantar flexion. He further is noted to have tenderness along the posterior ankle joint capsule.
DATA REVIEW: MRI demonstrates a very large os trigonum directly adjacent to the FHL tendon sheath. There is noted to be deficiencies in the ATF and CF ligaments. There is a small osteochondral lesion noted on the shoulder of the medial dome of the talus. There is increased signal in the sinus tarsi as well.
The EKG demonstrates sinus rhythm 48 beats per minute. Atrial premature complexes are noted. There is leftward axis.
IMPRESSION: This is a 66-year-old male who is seen preoperatively. He is found to have:
1. Bradycardia.

2. Hypertension.

3. Hypercholesterolemia.

4. Obesity.

5. Osteochondritis dissecans, left ankle.

6. Lateral ankle instability.

7. Os trigonum, left ankle.

PLAN:
1. CBC, Chem. 20, hemoglobin A1c, lipid panel, and urinalysis.

2. Echocardiogram is further recommended.

3. He is noted to have the chronic changes of stasis dermatitis of the lower extremities.

4. He is to be started on furosemide 20 mg one p.o. daily.

Rollington Ferguson, M.D.

