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PATIENT:

Addlesberger, Carl
DATE:

August 4, 2023
DATE OF BIRTH:
11/02/1947
Dear Sergey:

Thank you for sending Carl Addlesberger for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 75-year-old male who was previously treated for hypertension, atrial flutter and coronary artery disease, was sent for a chest CTA in December 2022. The patient’s chest CT showed evidence of bilateral lung nodules and few calcified granulomas and a perihilar left lower lobe nodule measuring 1 cm. He also had patchy ground-glass linear opacities in the lower lobe and mildly enlarged mediastinal lymph nodes. The patient was sent for a followup chest CT on 8/01/23 and it showed stable lung nodules including a 3-mm left fissure nodule and a 3 mm right lower lobe nodule as well as a 3 mm at mid lobe nodule and ground glass nodules in the right upper lobe. No pleural effusions. The patient denies any cough, wheezing or shortness of breath. He has been treated for hypertension for over 10 years. Denies history of diabetes. No recent history for weight-loss, fever, chills or night sweats.

PAST MEDICAL HISTORY: History of wrist fracture with repair and trigger finger, he also had a vasectomy, and he has history of hypertension.
FAMILY HISTORY: Father died of lung cancer. Mother also had a history of lung cancer.
HABITS: The patient smoked one pack per day for 15 years and then quit. Occasional alcohol use.

ALLERGIES: None listed.

MEDICATIONS: Finasteride 5 mg daily, lisinopril 5 mg daily, Eliquis 5 mg b.i.d., and Coreg 3.125 mg b.i.d.

REVIEW OF SYSTEMS: The patient denies weight loss. He has no fatigue or fever. He has no cataracts and glaucoma. He has no vertigo, hoarseness or nosebleeds. He has occasional cough. No wheezing. Denies abdominal pain, nausea, or vomiting. He has no chest or jaw pain or palpitations. No anxiety or depression. He has some joint pains and no muscle aches. No seizures, headaches or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This averagely built elderly male, who was alert, pale, in no acute distress. There was no cyanosis, icterus or peripheral edema. Vital Signs: Blood pressure 135/70. Pulse is 65. Respirations 20. Temperature 97.8. Weight is 208 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with diminished excursions and lung fields are clear. Heart: Heart sounds are irregular S1 and S2. No murmur. Abdomen: Soft and benign. No masses. No organomegaly. The bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact.

IMPRESSION:
1. Bilateral lung nodules.

2. History of atrial fibrillation and ASHD.

3. Hypertension.
4. Hyperlipidemia.

PLAN: The patient has been advised to get a complete pulmonary function study and he was also advised a followup chest CT in three months. He would also require a sleep study, but he refuses to have it. A copy of his recent labs will be requested and the patient was advised to come back for followup in six weeks.
Thank you for this consultation.
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