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PATIENT:

Hadley, Dantravis

DATE:

April 7, 2023

DATE OF BIRTH:
06/21/1981

Dear Jennifer:

Thank you for sending Dantravis Hadley for evaluation.

CHIEF COMPLAINT: History of snoring and possible obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 41-year-old male who is overweight. He also has a history for hypertension, which is not well controlled. The patient has been overweight and he is unable to exercise much and has been dieting over the past three months without much success.

The patient denies cough, wheezing, or shortness of breath, but has some nasal allergies. He denies daytime sleepiness. He has no headaches or dizzy attacks.

PAST HISTORY: The patient’s past history has included history of hypertension. He also had a history for COVID-19 infection in 2021. He has history of mild hyperglycemia, mild anemia, and chronic kidney disease. He has nasal allergies and uses a Flonase nasal spray. He had Bell’s palsy treated in December 2020.

MEDICATIONS: Med list included amlodipine 10 mg daily, Flonase nasal spray two sprays in each nostril daily, and azelastine nasal spray two sprays in each nostril.

ALLERGIES: No known drug allergies.

HABITS: The patient is a nonsmoker and drinks alcohol occasionally. He works for the children’s and family services.

FAMILY HISTORY: Both parents in good health. Mother has history of diabetes and hypertension.
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SYSTEM REVIEW: The patient denies weight loss. He has some fatigue. He has nasal congestion, postnasal drip, and reflux. He has no shortness of breath, wheezing, or cough. He has abdominal pains. No diarrhea or constipation. Denies chest pain or jaw pain. No leg swelling. He has no urinary symptoms, burning, or hematuria. He has no easy bruising. No enlarged glands. He has some joint pains and muscle aches. Denies seizures, headaches, or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a moderately overweight middle-aged African American male who is alert, in no acute distress. No pallor, icterus, cyanosis, or lymphadenopathy. No leg edema. Vital Signs: Blood pressure 145/90. Pulse 92. Respirations 16. Temperature 97.5. Weight 262 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Nasal mucosa is edematous. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions. Breath sounds are diminished over the periphery and the lung fields are clear. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant 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. Possible obstructive sleep apnea.

2. Exogenous obesity.

3. History of hypertension.

PLAN: The patient has been advised to get a polysomnographic study. Advised to lose weight and go on a regular exercise program. Also, advised to get a chest x-ray. The patient will come back for a followup after his polysomnogram is done. The patient was advised to come in for a followup visit in six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
04/07/2023
T:
04/07/2023

cc:
Jennifer Kramer, APRN

