V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Willie, Allen

DATE:

March 20, 2023

DATE OF BIRTH:
09/01/1953

CHIEF COMPLAINT: COPD and history of respiratory failure.

HISTORY OF PRESENT ILLNESS: This is a 69-year-old male patient who was previously known to have atrial arrhythmia and hypertension. He was hospitalized for atrial ablation. The patient apparently went into respiratory failure with hypoxemia. He was placed on BiPAP in the ER. He was also seen by the cardiologist at Halifax Medical Center. He was treated for pulmonary edema and right pleural effusion. Following admission, the patient was treated for uncontrolled hypertension as well and was taken for cardiac catheterization. The patient was subsequently released from the hospital and was weaned off oxygen prior to discharge, but had to be on diuretic therapy for congestive heart failure. Denied chest pains, hemoptysis, fevers or chills but has some leg edema.

PAST MEDICAL HISTORY: The patient’s past history includes history for cerebral aneurysm embolization with coil, also had a colon resection for bowel obstruction. He has had diabetes as well as hypertension and CHF. He has had esophagitis and gastritis.

ALLERGIES: No drug allergies.

FAMILY HISTORY: Father had diabetes and hypertension. Mother had diabetes. One sister with diabetes and coronary bypass grafting.

HABITS: The patient smoked one pack per day for 40 years and recently quit. No significant alcohol use.

SYSTEM REVIEW: The patient had fatigue. No weight loss. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary symptoms. No flank pains. He has shortness of breath. No nausea or vomiting. No black stools. No chest or jaw pain or calf muscle pains. No anxiety. No depression. He has bruising. He has joint pains and muscle aches. No headaches, seizures, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This averagely built elderly male who is alert and pale, in no distress Vital Signs: Blood pressure 140/70. Pulse 88. Respiration 16. Temperature 97.6. Weight 175 pounds. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with distant breath sounds and wheezes were scattered bilaterally. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Extremities: Minimal edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD with chronic bronchitis.

2. History of coronary artery disease.

3. Hypertension.

4. Diabetes mellitus type II.

PLAN: The patient will use a Symbicort inhaler 160/4.5 mcg two puffs twice daily and a complete pulmonary function study to be done. A copy of his more recent chest x-ray will be requested. The patient will come back for a followup visit here in approximately two months.

Thank you, for this consultation.
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