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PATIENT:

Ruzbasan, Warren
DATE:

November 8, 2023
DATE OF BIRTH:
04/04/1953
Dear Canice:

Thank you for sending, Warren Ruzbasan, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 70-year-old male who has had a past history for smoking, has been previously diagnosed to have COPD and has shortness of breath with activity particularly in the mornings. The patient also has a cough brings up with some sputum and denies any chest pain. The patient has had no recent chest CT, but his labs have been unremarkable.

PAST SURGICAL HISTORY: The patient’s past history has included right and left hip replacement surgery and history of rotator cuff repair on the left, also had left thumb repair with plates and he had had right leg injury in a accident, requiring surgery and placement of screws and plates. The patient has history of obstructive sleep apnea, but is unable to use a CPAP mask and he has hyperlipidemia.
FAMILY HISTORY: Father died of a heart attack. Mother died of colon cancer.

ALLERGIES: STRAWBERRIES and STEROIDS.
MEDICATIONS: Tamsulosin 0.4 mg b.i.d., omeprazole 20 mg b.i.d., enalapril 20 mg daily, Synthroid 125 mcg a day, rosuvastatin 20 mg daily, meclizine 50 mg p.r.n., Rybelsus 14 mg daily, Flonase nasal spray two sprays in each nostril and vitamin supplements.

REVIEW OF SYSTEMS: The patient does have shortness of breath, wheezing, coughing spells, heartburn and palpitations. No depression or anxiety. He has joint pains and muscle aches. He has numbness of the extremities and no seizures or headaches. He has dizzy attacks.  No glaucoma or cataracts. He has fatigue.
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PHYSICAL EXAMINATION: General: This is a very obese elderly white male who is alert, pale, but in no acute distress. Vital Signs: Blood pressure 140/80. Pulse is 92. Respirations 16. Temperature 97.5. Weight is 315 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No lymphadenopathy. No thyromegaly. Chest: Equal movements with diminished excursion and scattered wheezes in the upper lung fields with no crackles on either side. Heart: Heart sounds are irregular S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No masses. No organomegaly. The bowel sounds are active. Extremities: Mild edema with decreased peripheral pulses. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Dyspnea, etiology to be determined.

2. Obstructive sleep apnea.

3. Hypertension.

4. Degenerative arthritis.

5. Probable COPD.

6. Exogenous obesity.

PLAN: The patient will get a CT chest and a complete pulmonary function study. Copy of his sleep study will be requested and he will use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. A followup visit to be arranged in four weeks.
Thank you for this consultation.
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