V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174
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    FAX (386) 672-6194


PATIENT:

Miller, Linda

DATE:

September 20, 2023

DATE OF BIRTH:
05/16/1950

Dear Haroldo:

Thank you, for sending Linda Miller, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old female with a history of COPD and obstructive sleep apnea. She has been short of breath with activity. She also has been treated for obstructive sleep apnea but unable to use a CPAP. The patient has had no chest pains. She does have mild leg swelling. Denies any recent weight gain.

PAST MEDICAL HISTORY: The patient’s past history includes history for bilateral mastectomies for breast cancer, history for hypertension, and history for coronary artery disease. The patient had a deviated septum repair. She also had hemorrhoid surgery. She has history of hyperlipidemia.

HABITS: The patient smoked one pack per day for 47 years and then quit. She does not drink alcohol.

FAMILY HISTORY: Mother died of COPD. Father died of cancer of the pituitary.

MEDICATIONS: Pravastatin 40 mg daily, aspirin one daily, metoprolol 25 mg b.i.d., and vitamin B12 daily.

SYSTEM REVIEW: The patient denies fatigue or fever. She had no weight loss. Denies cataracts or glaucoma. She has hoarseness and dizziness. She also has shortness of breath, wheezing, and cough. She has heartburn and some nausea but no diarrhea or constipation. Denies chest or jaw pain. She does have leg swelling. She has depression. She has no asthma or hay fever. She has joint pains and muscle stiffness. She does have bruising and memory loss. She denies headaches or seizures. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This moderately overweight elderly white female who is alert and pale but in no acute distress. There is no clubbing. There is mild peripheral edema Vital Signs: Blood pressure 140/60. Pulse 68. Respiration 20. Temperature 97.5. Weight 178 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and there are few wheezes scattered. Prolonged expiration. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: Mild edema with diminished peripheral pulses. Neurological: Reflexes are 1+ with no gross *________*.

IMPRESSION:
1. COPD and chronic bronchitis.

2. History of hypertension.

3. Coronary artery disease.

4. Obstructive sleep apnea.

5. Hyperlipidemia.

PLAN: The patient has been advised to get a CT chest without contrast and a complete pulmonary function study. She also will get a CBC and a complete metabolic profile. She was advised to use albuterol inhaler two puffs t.i.d. p.r.n. for shortness of breath. Advised to come in for a followup here in approximately six weeks. She will also get a repeat polysomnographic study and CPAP setup at night. I will make an addendum report after her next visit.

Thank you, for this consultation.

V. John D'Souza, M.D.
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