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PATIENT:

Churuti, Daniel

DATE:

April 4, 2023

DATE OF BIRTH:
10/08/1976

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 46-year-old overweight male who has a past history of snoring and daytime fatigue as well as hypertension. He was sent for a home sleep study approximately a year and half ago. The patient apparently does have sleep apnea. The patient was advised to go on a CPAP setup at nights, but he failed to get it over the past year due to CPAP machine is being recalled but two months ago he did get an AutoPAP machine over the Internet and he does not know how to set it up. The patient has gained some weight over the past few months up to 30 pounds. He denies any chest pains or reflux symptoms. He is compliant with his blood pressure medicines.

PAST MEDICAL HISTORY: The patient’s past history includes history for elbow surgery, history for appendectomy, and past history for hypertension. The patient also has a history for asthma and uses an inhaler p.r.n. The patient has a history of hyperlipidemia as well as history for gastroesophageal reflux.

HABITS: The patient denies smoking. He drinks alcohol occasionally.

FAMILY HISTORY: Father’s illness unknown. Mother died with breast cancer and had hypertension.

SYSTEM REVIEW: The patient has wheezing, coughing spells, apneic episodes, snoring anxiety and depression. Denies urinary symptoms. Denies headaches or blackouts. He has no skin rash or itching. Denies any glaucoma or cataracts.

PHYSICAL EXAMINATION: General: This moderately obese middle-aged who is alert in no acute distress. No pallor, cyanosis, clubbing, or edema. Vital Signs: Blood pressure 120/76. Pulse 88. Respiration 16. Temperature 97.6. Weight 240 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased breath sounds at the bases. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. Normal reflexes. Neurological: There were no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.
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IMPRESSION:
1. Obstructive sleep apnea.

2. History of hypertension.

3. History of asthma.

4. History of cluster headaches.

PLAN: The patient will be given AutoPAP setup at night 4 to 20 cm pressure with heated humidification. He was advised to lose weight, go on a regular exercise and diet and also get a complete pulmonary function study with bronchodilator study. A followup visit will be arranged in approximately six weeks.

Thank you, for this consultation.
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