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PATIENT:

Mantilla, Evan

DATE:

April 23, 2025

DATE OF BIRTH:
09/01/1991

Dear Haraldo:

Thank you, for sending Evan Mantilla, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 33-year-old male extremely overweight with the past history of obstructive sleep apnea. He has been using a CPAP setup at 6 cm pressure for the past six years. The patient has gained weight over the past two years and states that his CPAP machine does not function well. The patient did have a polysomnogram seven years ago and states the results are inconclusive. He has been using the CPAP setup and presently adjusted up to 12 cm H2O pressure with nasal pillow. The patient also has some anxiety attacks.

PAST MEDICAL HISTORY: The patient’s past history is significant for obstructive sleep apnea. He denies any history of surgery. No history of hypertension or diabetes.

ALLERGIES: None listed.

HABITS: The patient denies smoking. No alcohol use. He works as a respiratory therapist.

FAMILY HISTORY: Father is in good health. Mother had a history of lupus.

MEDICATIONS: Xanax 0.25 mg p.r.n.

SYSTEM REVIEW: The patient denies shortness of breath but has apnea episodes. Denies wheezing or cough. He has no abdominal pains but has GERD. Denies constipation or diarrhea. No chest pains, jaw pain, arm pain, or palpitations. He has no dizziness, sore throat, or hoarseness. He has no glaucoma or cataracts. Denies fatigue. Denies urinary frequency, flank pains, or dysuria. No asthma or hay fever. No easy bruising or bleeding gums. He has anxiety attacks. He has no joint pains or muscle aches. No headaches, seizures, or numbness of the extremities. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This very obese young male who is alert, in no acute distress. No pallor, cyanosis, icterus, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/80. Pulse 96. Respiration 20. Temperature 97.5. Weight 285 pounds. Saturation 96%. Height is 5’5”. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Obstructive sleep apnea.

2. Anxiety disorder.

3. Exogenous obesity.

PLAN: The patient has been advised to go for a polysomnogram since his previous sleep study is now available for review and was not conclusive. He will also go for a CPAP titration study if he has significant obstructive sleep apnea. Weight loss was discussed and regular exercise. The patient will also get a copy of his recent labs. A followup visit to be arranged here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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