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PATIENT:

Bodkin, Richard

DATE:

April 28, 2023

DATE OF BIRTH:
07/16/1950

CHIEF COMPLAINT: History of COPD and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 72-year-old male with a history of COPD and prior history of non-small cell lung cancer of the left upper lobe diagnosed three years ago, received chemotherapy and radiation therapy. The patient has been short of breath with exertion and he cannot walk much. He also has history for sleep apnea for which he uses a CPAP mask nightly. He denied yellow sputum, fevers, or chills. He has had no weight loss, hemoptysis, or night sweats. He had no abdominal pains.

PAST HISTORY: Includes history of obstructive sleep apnea on CPAP nightly. He has hypertension for 10 years and history of right hip replacement. He also had foot surgery. He has had a previous thoracotomy. There is no lung resection done at that time. The patient had foot surgery remotely.

ALLERGIES: None known.

MEDICATIONS: Amlodipine 5 mg daily, Coreg 6.25 mg b.i.d., ezetimibe 10 mg a day, and Ventolin two puffs p.r.n.

FAMILY HISTORY: Father died of colon cancer. Mother died of Alzheimer’s.

HABITS: The patient smoked one pack per day for 50 years and quit in 2010. Alcohol use mostly wine.

SYSTEM REVIEW: The patient has fatigue. No weight loss. Denies double vision or cataracts, no vertigo, but has some sore throat and hoarseness. He has urinary frequency and nighttime awakening. He has no hay fever or asthmatic symptoms. No reflux, nausea, vomiting, or constipation. No chest or jaw pain or calf muscle pains. He has anxiety with depression. He has joint pains and muscle aches. No seizures. No headaches. Extremities: No edema. No skin rash.
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PHYSICAL EXAMINATION: General: This averagely built elderly male is alert and pale, in no acute distress. Vital Signs: Blood pressure 130/80. Pulse 75. Respirations 16. Temperature 97.5. Weight 198 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with diminished excursions. Wheezes were scattered in the upper lung fields. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No masses. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema. No calf tenderness. Neurological: Reflexes are brisk. There are no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD with emphysema.

2. Obstructive sleep apnea.

3. History of lung CA status post chemoradiation therapy.

4. Hypertension.

PLAN: The patient will use Symbicort 160/4.5 mcg two puffs b.i.d. and nebulized DuoNeb solution t.i.d. p.r.n. Pulmonary function studies will be done. The patient will return for followup in three weeks until his repeat chest x-ray is done. We will follow and discuss the case with Dr. Newton.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
04/29/2023
T:
04/29/2023

cc:
Brittany Newton, M.D.

