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PATIENT:

Mark, Soper
DATE:

December 1, 2023
DATE OF BIRTH:
12/13/1961
CHIEF COMPLAINT: This is a 61-year-old male who has a past history of hypertension, COPD, and chronic kidney disease. He has recently been sent for a screening chest CT, which demonstrated paraseptal and centrilobular emphysema and few calcified granulomas and no active lung infiltrates. The patient states he has no shortness of breath. Denies chest pains. Denies wheezing. Denies cough or sputum production. Denied any leg swelling. The patient however does have kidney stones and has chronic kidney disease.

PAST MEDICAL HISTORY: The patient’s past history included history of hypertension, history of COPD with emphysema, history of chronic kidney disease stage IV and nephrolithiasis and he has had a history of abdominal aortic aneurysm as well as hypertension.

PAST SURGICAL HISTORY: Left knee arthroplasty.

MEDICATIONS: Tamsulosin 0.4 mg daily, amlodipine 5 mg daily, and albuterol inhaler two puffs p.r.n.
ALLERGIES: No drug allergies.
FAMILY HISTORY: Mother had breast cancer. Father died of myocardial infarct.

HABITS: The patient smoked one pack per day for 35 years and quit. No alcohol use. Worked as a car salesman, but is retired.

REVIEW OF SYSTEMS: The patient has no fatigue or fever. No weight loss. Denies cataracts or glaucoma. No vertigo, hoarseness or nosebleeds. He has some shortness of breath with activity. No cough. No abdominal pains. No nausea or vomiting. No urinary symptoms. No leg or calf muscle pains, but has some joint pains. Denies any headaches, blackouts, or numbness in the extremities. Denies depression or anxiety.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged male who is alert, pale, in no acute distress. There is no clubbing, cyanosis, peripheral edema or lymphadenopathy. Vital Signs: Blood pressure 120/70. Pulse is 92. Respirations 16. Temperature 97.5. Weight is 204 pounds. Saturation is 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and breath sounds diminished at the periphery. Heart: Heart sounds are irregular S1 and S2. No murmur. No S3. Abdomen: Soft, benign, no mass, no organomegaly. The bowel sounds are active. Extremities: No edema. Mild varicosities. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves grossly intact. Skin: No lesions noted.
IMPRESSION:
1. COPD with emphysema.

2. Bilateral renal stones.

3. Chronic kidney disease.

4. Hypertension.

PLAN: The patient has been advised to get a complete pulmonary function study and alpha-I antitrypsin level and phenotype. He was advised to use albuterol inhaler two puffs q.i.d. p.r.n. and a followup visit to be arranged here in approximately six weeks.

Thank you for this consultation.
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