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PATIENT:

Quigley, Dennis

DATE:

April 13, 2023

DATE OF BIRTH:
07/18/1953

Dear Tamika:

Thank you, for sending Dennis Quigley, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 69-year-old male who has a history of loud snoring as observed by his spouse. Also, he has had apneic episodes. He has not had any polysomnographic study done. The patient however did order a dental device to prevent snoring and apparently it has helped him to reduce his snoring. He has had no daytime sleepiness. The patient is not overweight. Denies any headaches, but has a history of hypertension. He has no reflux symptoms. Denies any leg swelling.

PAST MEDICAL HISTORY: The patient’s past history has included history for hypertension and history for asthma, but not on any specific medications. He has a history for septoplasty and history for ankle surgery of both ankles following trauma. He had bunionectomies done in the right and left. He had fusion of the right great toe following a fracture. He had prostatic hypertrophy with laser surgery 

HABITS: The patient smoked half a pack per day for 20 years and then quit. Occasional alcohol use. He is presently retired and was a funeral director.

FAMILY HISTORY: Mother died of stroke and had cancer of the ovary. Father died of heart attack and renal failure.

MEDICATIONS: Gabapentin 300 mg b.i.d., amlodipine 10 mg daily, losartan 50 mg daily, montelukast 10 mg daily, and tramadol p.r.n.

SYSTEM REVIEW: The patient has apneic episode and snoring. Denies shortness of breath but has some wheezing. He has no abdominal pains. He has no heartburn. Denies urinary symptoms or flank pains. He has no cataract or glaucoma. Denies black stools or diarrhea. He has no chest or jaw pain or palpitations. No anxiety. No depression. He has some joint pains and muscle stiffness. Denies headaches, seizures or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged elderly white male in no acute distress. There is no pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 130/80. Pulse 66. Respiration 16. Temperature 97.5. Weight 148 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with diminished excursions and clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No 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.

IMPRESSION:
1. Obstructive sleep apnea.

2. Asthma.

3. History of hypertension.

4. Degenerative arthritis.

PLAN: The patient has been advised to get a polysomnographic study. Also, advised to get a complete pulmonary function study to evaluate his asthma and get a CBC and IgE level. He will be sent for a CT chest without contrast to rule out any lung nodules. He will use Ventolin two puffs q.i.d. p.r.n. Advised to come in for a followup here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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