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PATIENT:

Montano, Mark

DATE:

March 29, 2023

DATE OF BIRTH:
10/03/1982

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 40-year-old overweight male with a history of snoring and daytime fatigue. He has had sleep apnea for which he was prescribed a CPAP setup since the past 10 years. The patient had a full face mask and he has not been able to tolerate it well over the past two to three years and he is not very compliant. He has also gained weight over the past two years. He denied any leg swelling. Denied chest pain. Denied nausea or vomiting. He had no reflux symptoms.

PAST HISTORY: The patient’s past history includes history for diabetes mellitus for over 10 years and history for hernia repair. He has also borderline hypertension and has obstructive sleep apnea.

MEDICATIONS: Med list included metformin 1000 mg b.i.d.

ALLERGIES: No significant drug allergies.

FAMILY HISTORY: Mother is alive and in good health. Father’s illness is unknown.

HABITS: The patient smokes marijuana on a regular basis and has done so for over five years. He drinks alcohol occasionally. He works at an asphalt plant and is exposed to dust and fumes and gasoline products.

SYSTEM REVIEW: The patient has some fatigue, but no weight loss. Denies cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary symptoms or flank pains. He has some nasal allergies. No shortness of breath. No cough. He has mild reflux. No nausea or vomiting. He has no chest or jaw pain or palpitations. No leg swelling. He has anxiety and depression. He has easy bruising. He has joint pains particularly the knees and muscle aches. Denies headaches, seizures, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This moderately obese middle-aged white male is alert, in no acute distress. No pallor, icterus, cyanosis, lymphadenopathy, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 94. Respirations 20. Temperature 97.6. Weight 264 pounds. Saturation 96%. 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 diminished excursions. Breath sounds diminished at the periphery. No crackles or wheezes on either side. Heart: Heart sounds are regular. S1 and S2. No S3 or murmur. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Obstructive sleep apnea.

2. Diabetes mellitus.

3. Possible reactive airways disease.

4. Arthritis.

PLAN: The patient will get a CT chest and complete pulmonary function study since he does have an occupational exposure to dust and chemicals. He will get a polysomnographic study and we may have to start him on a new CPAP setup with nasal pillows. He was advised to lose weight and go on a regular exercise program and I advised to quit smoking marijuana and also come in for a followup here in approximately six weeks.

Thank you for this consultation.
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