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INTERNAL MEDICINE AND PULMONARY DISEASE
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    FAX (386) 672-6194


PATIENT:

Perez, Victor

DATE:

October 27, 2023

DATE OF BIRTH:
08/02/1954

Dear Ana:

Thank you, for sending Victor Perez, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 69-year-old male with a history of coronary artery disease status post CABG and history for hypertension as well as diabetes. He has been experiencing fatigue and some shortness of breath with activity since the past six months. The patient has been overweight. He has had a history for aortic aneurysm repair more than a year ago and has a history for snoring and apneic episodes. He has not had a sleep study.

PAST HISTORY: The patient’s past history has included history of hypertension for over 15 years, history of diabetes mellitus, and hyperlipidemia. He had coronary artery disease and had CABG over 10 years back. He had a history of abdominal aortic aneurysm with endograft repair of the aneurysm in June 2022. The patient also had an appendectomy in the past. He had a positive PPD at a very young age, which was treated with INH for nine months.

HABITS: The patient smoked two packs per day for 30 years and then quit. He was in the Navy for many years. He drinks alcohol occasionally.

MEDICATIONS: Med list included metformin 1000 mg b.i.d., lisinopril 40 mg daily, hydralazine 25 mg b.i.d., aspirin one daily, and rosuvastatin 20 mg a day.

ALLERGIES: PENICILLIN and IRON.
FAMILY HISTORY: Mother had a history of diabetes. Father’s illness unknown.

REVIEW OF SYSTEMS: The patient has fatigue. He has trouble ambulating and complains of shortness of breath with activity or even doing minor yard work. He has no glaucoma or cataracts. Denies vertigo, hoarseness, or nosebleeds. He has no urinary frequency and nighttime awakening. Denies chest or jaw pain or calf muscle pains. No leg swelling.
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He has no depression or anxiety. Denies GI bleed or reflux. Denies constipation. No anxiety or depression. He has some joint pains. No muscle aches. Denies headache, seizures, or memory loss. He has itchy skin.

PHYSICAL EXAMINATION: General: This is an elderly averagely built male who is in no acute distress. There is no pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 128/80. Pulse 70. Respirations 20. Temperature 97.5. Weight 214 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions. There are no wheezes or crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic dyspnea with reactive airways.

2. Probable underlying COPD.

3. Hypertension.

4. Diabetes mellitus.

5. Coronary artery disease.

6. History of abdominal aortic aneurysm.

PLAN: The patient has been advised to get a CT chest and a complete pulmonary function study. He will also continue with the above-mentioned medications and was given a Ventolin HFA inhaler two puffs q.i.d. p.r.n. He would need a polysomnographic study at a later date. He was advised to come in for a followup here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Ana Figueroa, PA-C

