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    FAX (386) 672-6194


PATIENT:

Allen, Donata
DATE:

May 5, 2025

DATE OF BIRTH:
09/03/1975

CHIEF COMPLAINT: Hypersomnia and possible obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 49-year-old overweight female who has a history of bipolar disorder, depression, and PTSD. She has had excessive sleepiness including daytime sleepiness up to four to five hours. The patient was advised to have a polysomnographic study. She has tried to lose weight, but has not been successful. The patient also has a history of diabetes and hypertension and has been on metformin and Januvia. She also has history for migraine attacks and PTSD.

PAST HISTORY: The patient’s past history includes history for PTSD and history of severe trauma when she fell off a high rise and had severely injured face at 8 years of age; she had to have multiple surgeries and facial sutures, and suffers from PTSD since then. She also has severe depression and bipolar disorder. She has been treated for migraine headaches. She has diabetes, hyperlipidemia, and hypertension. She has B12 deficiency and idiopathic hypersomnia.

PAST SURGICAL HISTORY: Includes facial surgery and C-sections.

HABITS: The patient denies smoking. No alcohol use.

FAMILY HISTORY: Mother has breast cancer. Father has hypertension and depression.

ALLERGIES: DEPO-PROVERA and LORTAB.
MEDICATIONS: Glimepiride 4 mg daily, lamotrigine 100 mg one tablet a.m. and two tablets h.s., Vraylar 4.5 mg daily, Januvia 100 mg daily, metformin 500 mg b.i.d., Jardiance 25 mg daily, lisinopril 20 mg daily, and atorvastatin 20 mg daily.

SYSTEM REVIEW: The patient denies weight loss. She has gained weight over the years. She has no cataracts or glaucoma, but has double vision. She has urinary frequency and nighttime awakening. She has some shortness of breath with activity.
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She has rectal bleeding. No reflux. Denies chest pain, but has jaw pain and arm pain. She also has hay fever. She has anxiety. She has muscle pain and hip pain. Denies seizures, but has headaches and numbness of the extremities. Denies skin rash.

PHYSICAL EXAMINATION: General: This is a very obese middle-aged white female who is alert and pale, but in no acute distress. There is no cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 140/80. Pulse 100. Respirations 22. Temperature 97.5. Weight 192 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with essentially clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. 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. Possible obstructive sleep apnea.

2. Exogenous obesity.

3. Hypertension.

4. Diabetes mellitus.

5. Hyperlipidemia.

6. Migraine.

7. Depression and anxiety.

PLAN: The patient has been advised to go for a polysomnographic study. Also, advised to lose weight and start regular exercise program, continue with her other medications mentioned above and was advised to come in for a followup visit in approximately six weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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