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PATIENT:

Cooper, Nicole

DATE:

March 27, 2023

DATE OF BIRTH:
05/28/1980

HISTORY OF PRESENT ILLNESS: This is a 46-year-old female who is overweight. She was recently referred to rheumatology for a history of muscle pains, body ache, and trouble sleeping at nights due to pain. The patient apparently has no history of snoring or apnea that she knows of but has history for anxiety, depression, migraines, and multiple joint pains with muscle aches. She was seen by the rheumatologist and was advised to go for a sleep study to rule out sleep apnea. The patient has been overweight for many years. She does not have any history for asthma or chronic lung disease.

PAST MEDICAL HISTORY: The patient’s past history includes history for migraines, essential tremors, history for Lyme disease, history for COVID-19 infection, depression, anxiety, and fibromyalgia.

PAST SURGICAL HISTORY: Appendectomy, C-section, and upper and lower endoscopies.

HABITS: The patient denies smoking but has been exposed to secondhand smoke. No alcohol use. She has used marijuana periodically.

ALLERGIES: SULFA.

FAMILY HISTORY: The patient’s mother is in good health and has no history of hypertension. Father is also in good health and has hypertension.

MEDICATIONS: Amitriptyline 25 mg h.s., escitalopram 20 mg daily, hydroxyzine 25 mg b.i.d., Armour Thyroid 60 mg daily, Xanax 1 mg b.i.d., cyclobenzaprine 10 mg h.s., and sumatriptan as needed.

SYSTEM REVIEW: The patient has gained weight. She has no double vision or cataracts. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains. She has no shortness of breath, wheezing, or cough. She does have abdominal pains, nausea, irritable bowels, and constipation. She has no chest pain or jaw pain. No palpitations or leg swelling. She does have joint pains, muscle stiffness, and muscle aches. She has anxiety and depression. She has easy bruising. She has headaches and memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This moderately obese middle-aged female who is alert and pale in no acute distress. No clubbing, peripheral edema, or lymphadenopathy. Vital Signs: Blood pressure 120/76. Pulse 96. Respiration 20. Temperature 97.2. Weight 196 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Sclerae were clear. Throat is clear. Nasal mucosa is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with essentially clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Fibromyalgia.

2. History of migraines.

3. Possible obstructive sleep apnea.

4. Exogenous obesity.

5. Hypothyroidism.

PLAN: The patient has been advised to go for a polysomnogram also get CBC and complete metabolic profile. We will get a copy of her previous labs and chest x-rays. She will continue with her present medications. A followup visit to be arranged in six weeks. Weight loss was discussed and I will make an addendum report after the sleep study has been completed.

Thank you, for this consultation.

V. John D'Souza, M.D.
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