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    FAX (386) 672-6194


PATIENT:

Parimuha, Jeffrey

DATE:

May 2, 2025

DATE OF BIRTH:
12/30/1969

Dear April:

Thank you, for sending Jeffrey Parimuha, for evaluation.

CHIEF COMPLAINT: Lung nodules.

HISTORY OF PRESENT ILLNESS: This is a 55-year-old male who has a past history of smoking. He was sent for a screening chest CT on 03/27/25. The chest CT showed multiple lung nodules a 3-mm nodule in the left lower lobe, 4 mm in the right lower lobe, and a stable right upper lobe lung nodule at 5 mm. There was also a new 6 mm irregular nodule in the left upper lobe seen on the CT. The patient has no significant cough or wheezing. Denies chest pain, hemoptysis, shortness of breath, fevers, or chills. He has not lost any weight. He does take medications for hypertension and hyperlipidemia.

PAST MEDICAL HISTORY: The patient’s past history includes history for hypertension and history of multiple injuries requiring surgery following motor vehicle accident including a shattered right femur requiring titanium rod placement in 2015. The patient also has scoliosis. He has had head injury with skull fracture requiring surgery for the subdural hematoma. He has been treated for hypertension and has hyperlipidemia. No history of diabetes.

ALLERGIES: PENICILLIN, CAT DANDER, and POLLEN.

HABITS: The patient smoked one pack per day for 25 years and then quit in 2017. Alcohol use moderate. He worked as an electrician.

FAMILY HISTORY: Father died of congestive heart failure. Mother died of malignant melanoma.

MEDICATIONS: Atorvastatin 80 mg daily and lisinopril 10 mg daily.
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SYSTEM REVIEW: The patient denies fatigue or fever. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. No shortness of breath, wheezing, or cough. He has urinary frequency and nighttime awakening. No abdominal pains, rectal bleeding, or diarrhea. No chest or jaw pain, palpitations, or leg swelling. No depression or anxiety. Denies easy bruising or enlarged glands. He does have joint pains and muscle stiffness. He has no seizures, headaches, or memory loss. No skin rash.

PHYSICAL EXAMINATION: General: This averagely built middle-aged white male who is alert in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 125/70. Pulse 72. Respiration 20. Temperature 97.5. Weight 192 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with essentially clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No masses. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Multiple lung nodules with a new speculated left upper lobe lung nodule.

2. History of hypertension.

3. Possible underlying COPD.

4. Hyperlipidemia.

PLAN: The patient has been advised to get a complete pulmonary function study with bronchodilator study. The lung nodule needs a followup in three months with a repeat CT. The patient will be given an albuterol inhaler two puffs t.i.d. p.r.n., if he does have shortness of breath. A followup visit to be arranged here in approximately two months.

Thank you, for this consultation.

V. John D'Souza, M.D.
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