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PATIENT:

Anthony, Dawn

DATE:

May 18, 2023

DATE OF BIRTH:
10/30/1971

Dear Nathan:

Thank you, for sending Dawn Anthony, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 51-year-old extremely overweight female who had an episode of COVID-19 infection in January 2023. She was experiencing occasional cough and was sent for a chest x-ray for followup. The chest x-ray done in April 2023 showed the lungs fields to be well expanded and bilateral lung infiltrates from prior x-ray showed improvement except for a questionable residual involving the right posterior lower lobe with a soft tissue component. There is also mild scoliosis similar to the prior study. The patient has no cough, hemoptysis, fevers, or chills. She has history for snoring and possible apneic episodes.

PAST MEDICAL HISTORY: The patient’s past history includes history for C-section, appendectomy, previous history for left breast lumpectomy, and history of arthroscopic surgery of the left leg and knee. She had hypertension for over eight years.

ALLERGIES: PERMETHRIN CREAM.

HABITS: The patient does not smoke and alcohol use occasional. She works as an LPN.
FAMILY HISTORY: Mother is alive in good health but had lung cancer. Father died of prostate cancer and diabetes.

MEDICATIONS: Losartan 100 mg daily and metoprolol 25 mg daily.

SYSTEM REVIEW: The patient has fatigue. No weight loss. Denies double vision or cataracts. No vertigo or hoarseness. She has snoring and apnea. She has no abdominal pains or nausea. She has palpitations. No leg swelling. She has no anxiety. No depression. She has joint pains and muscle stiffness. She has no headaches, seizures, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This obese middle-aged lady who is in no acute distress. Vital Signs: Blood pressure 158/90. Pulse 102. Respiration 20. Temperature 97.2. Weight 325 pounds. Saturation 98%. 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 clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: There are no focal deficits. Cranial nerves are grossly intact. Skin: Dry with no lesions.

IMPRESSION:
1. History of COVID-19 infection resolving.

2. Right lower lobe density etiology to be determined.

3. History of hypertension.

4. Possible obstructive sleep apnea.

5. Exogenous obesity.

PLAN: The patient has been advised to get a CT chest to evaluate the right lower lung density. The patient did have a PFT, which was within normal limits. She will be scheduled for a polysomnographic study to evaluate her for sleep apnea. Weight loss was discussed and a regular exercise program. Advised to come in for a followup here in approximately six weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/VV
D:
05/18/2023
T:
05/18/2023

cc:
Nathan Kim, M.D.

