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PATIENT:

Lewis, Denise

DATE:

May 10, 2023

DATE OF BIRTH:
09/10/1961

Dear Samira:

Thank you, for sending Denise Lewis, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 62-year-old overweight female who has a history of diabetes and hypertension for over 10 years. She has gained weight up to 30 pounds in the past six months. The patient has daytime sleepiness, fatigue, and she cannot exercise much. She has been on lisinopril for hypertension and Novolin insulin 70/30, 45 units in the a.m. and 35 units in the p.m. The patient denies leg swelling. She has no chest pains but has shortness of breath with exertion.

PAST MEDICAL HISTORY: The patient’s past history has included history of diabetes mellitus, hypertension, and history of tonsillectomy in 1965. She had a complete hysterectomy in 2007.

HABITS: The patient smoked one pack per day for 20 years and quit. No alcohol use.

ALLERGIES: PENICILLIN.

FAMILY HISTORY: Father died of COPD. Mother is in good health, but has history of breast cancer.

MEDICATIONS: Lisinopril 20 mg a day, Jardiance 25 mg daily, Adderall 20 mg daily, aripiprazole 5 mg daily, Novolin 70/30, 45 units in the a.m. and 35 units in the p.m., Crestor 10 mg a day, and Norco 10 mg b.i.d. p.r.n.

SYSTEM REVIEW: The patient has gained weight. She has fatigue. She denies any wheezing but has shortness of breath. No cough. She has heartburn. No rectal bleeding. She is constipated. She has urinary frequency. No flank pains. She has hay fever. Denies leg swelling. She has depression and anxiety. She has joint pains and muscle stiffness. No easy bruising. She has headaches, numbness of the extremities, and memory loss. No skin rash. No itching. The patient has a history of snoring loudly and history of apneic episodes as per her husband.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged white female who is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 140/70. Pulse 92. Respiration 18. Temperature 97.6. Weight 185 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and scattered wheezes bilaterally. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Probable obstructive sleep apnea.

2. Diabetes mellitus.

3. Exogenous obesity.

4. Hypertension.

5. Probable COPD.

PLAN: The patient has been advised to get a CT chest and a complete PFT since she has a history of smoking. She will also be sent for a polysomnogram. I advised on weight loss and started on Ventolin two puffs q.i.d. p.r.n. A followup visit here in approximately four weeks.

Thank you, for this consultation.
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JD/HK/VV
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