PREOPERATIVE HISTORY & PHYSICAL
Patient Name: Wilson, Rudolph

Date of Birth: 01/30/1953

Date of Evaluation: 01/18/2013

Referring Physician: Warren Strudwick, M.D.

CHIEF COMPLAINT: This is a 59-year-old male referred for preoperative evaluation.

HISTORY OF PRESENT ILLNESS: The patient is a 59-year-old African-American male with history of right knee injury secondary to repetitive motion injury. He was first evaluated by Dr. Strudwick in approximately September 2012. The patient was felt to require surgery to include right total knee replacement. He is now seen preoperatively. He currently denies any chest pain, shortness of breath, or palpitations.

PAST MEDICAL HISTORY: 

1. Hypertension.

2. Gouty arthritis.

3. Right eye surgery secondary to trauma.

PAST SURGICAL HISTORY: 

1. Right eye surgery secondary to trauma.

2. Left knee surgery in 1974.

MEDICATIONS: Lisinopril 20 mg one daily, allopurinol unknown dose daily, Norco 5/325 mg one t.i.d. p.r.n., and indomethacin unknown dose p.r.n.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Mother with congestive heart failure and history of valve surgery.

SOCIAL HISTORY: There is no history of cigarette smoking. He notes occasional alcohol use. He further notes marijuana use.

REVIEW OF SYSTEMS:

Constitutional: The patient denies fatigue, fever, or weight loss.

Skin: Unremarkable.

Eyes: Normal.

Ears: Normal.

Respiratory: There is no cough, shortness of breath, or hemoptysis

Cardiovascular: No chest pain, orthopnea, or paroxysmal nocturnal dyspnea.

Gastrointestinal: No hematochezia, melena, or abdominal pain.

Genitourinary: No frequency, urgency, or dysuria.

The review of systems is unremarkable.
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PHYSICAL EXAMINATION:
General: He is alert, oriented, and in no acute distress.

Vital Signs: Blood pressure is 148/99, pulse 83, respiratory rate 20, height 70”, and weight 176.8 pounds.

HEENT: Head is atraumatic and normocephalic. The pupils are equal, round, and reactive to light and accommodation. Sclerae are clear. Extraocular muscles are intact. Funduscopic examination demonstrates the evidence of copper wiring. Oral cavity demonstrates mild oropharyngeal erythema. Dental implants noted to be present. Oral cavity otherwise unremarkable.

Neck: Supple. There is no adenopathy. There is no thyromegaly present.

Respiratory: The chest demonstrates normal excursion.

Lungs: Clear to auscultation.

Cardiovascular: Regular rate and rhythm with normal S1 and S2. There is no S3 or S4. There is no increased jugular venous distension present.

GI: Bowel sounds are noted to be normally active. No masses or tenderness noted. No organomegaly is present.

Back: No costovertebral angle tenderness is noted.

Extremities: No sinuses, clubbing, or edema is present.

Musculoskeletal: The left knee demonstrates a well-healed vertical scar, right knee tenderness to palpation is noted the medial and lateral joint lines. The patellar is noted to be tender on palpitation.

IMPRESSION: This is a 59-year-old male who is scheduled for right total knee replacement. He has history of hypertension and is currently on lisinorpil. Despite the same his blood pressure was noted to be minimally elevated. The patient was subsequently started on metoprolol 25 mg one p.o. daily. This has been added to his medical regimen he is otherwise medically stable and is cleared for his procedure.

RECOMMENDATION: The patient is medically cleared may proceed with right total knee replacement as surgically indicated.

Rollington Ferguson, M.D.
