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PATIENT:

Walker, William

DATE:

September 20, 2023

DATE OF BIRTH:
10/31/1936

Dear Erica:

Thank you, for sending William Walker, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 86-year-old male patient who has a prior history of obstructive sleep apnea. He also was diagnosed *________*. The patient has been experiencing shortness of breath with exertion and has had leg swelling but denies chest pains. Denies wheezing. Denied any leg or calf muscle pains.

PAST MEDICAL HISTORY: The patient’s past history has included history for hypertension, history for monoclonal gammopathy, and history for obstructive sleep apnea. He has peripheral vascular disease and history for spinal stenosis. He has chronic hearing loss and prostatic enlargement.

PAST SURGICAL HISTORY: Tonsillectomy, appendectomy, cataract surgery with implants, removal of melanoma from the right shoulder, carotid endarterectomy, re-repair of a wound from the carotid incision, peripheral vascular disease with stenting. He also had lumbar laminectomy in 2012. The patient also has Ménière’s disease.

ALLERGIES: No known drug allergies.

HABITS: The patient smoked half to one pack per day for 30 years. Alcohol use mostly wine.

FAMILY HISTORY: The patient’s father died of Parkinson’s disease. Mother died of the flu.

MEDICATIONS: Tamsulosin 0.4 mg daily, amlodipine 5 mg daily, finasteride 5 mg daily, Lasix 20 mg every other day, Plavix 75 mg daily, metoprolol 50 mg b.i.d., levothyroxine 75 mcg a day, atorvastatin 80 mg daily, and famotidine 20 mg a day.
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SYSTEM REVIEW: The patient denies weight loss. He has fatigue. He has had cataracts. Denies sore throat. No urinary frequency or dysuria. He has shortness of breath and coughing spells. He has no abdominal pains, nausea, or heartburn but has diarrhea intermittently. Denies chest pain or jaw pain. He has no palpitations but has leg swelling. He has no depression or anxiety. He does have easy bruising and joint pains. No headaches or seizures, but has numbness of the extremities.

PHYSICAL EXAMINATION: General: This is a moderately obese elderly white male who is alert and pale but in no acute distress. Vital Signs: Blood pressure 137/80. Pulse 82. Respiration 20. Temperature 97.5. Weight 204 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation.  Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with scattered coarse wheezes in the right chest with no crackles. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and scaphoid without masses. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with diminished peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD and chronic bronchitis.

2. History of hypertension.

3. Obstructive sleep apnea.

4. Borderline diabetes.

5. Hyperlipidemia.

PLAN: The patient has been advised to get a complete pulmonary function study and a CT chest without contrast. He will use albuterol inhaler two puffs q.i.d. p.r.n. A copy of his most recent labs will be requested. He will also come back for a followup here in approximately four weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
09/20/2023
T:
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cc:
Erica O’Donnell, D.O.

