V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174
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    FAX (386) 672-6194


PATIENT:

McCuan, Joann

DATE:

May 14, 2025

DATE OF BIRTH:
07/22/1963

Dear Haroldo:

Thank you, for sending Joann McCuan, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 61-year-old female who has been experiencing apneic episodes associated with loud snoring. She has been extremely overweight over the past two years. The patient did try to lose weight and apparently has lost about 15 pounds in the past six months. She has been diagnosed to have ADHD and has been on Vyvanse. She also has a history of hypertension and prediabetes. The patient complains of some daytime fatigue and sleepiness and she has been using zolpidem 10 mg at night due to her insomnia.

PAST MEDICAL HISTORY: Includes history of hypertension for more than 10 years and history of prediabetes. She has hypothyroidism and reflux disease. The patient also has a diagnosis of ADHD.
PAST SURGICAL HISTORY: Includes hysterectomy in 1995, history of right knee partial replacement in 2015, and left knee partial replacement in 2018. She had a nasal septal repair and breast augmentation surgery in 1991.

ALLERGIES: None listed.

HABITS: The patient denies smoking. Drinks alcohol occasionally. She was a hairstylist.

FAMILY HISTORY: Father died of dementia. Mother also died of old age and dementia.

MEDICATIONS: Levothyroxine 75 mcg daily, omeprazole 40 mg a day, topiramate 100 mg as needed, ezetimibe/simvastatin 10/40 mg daily, Vyvanse 50 mg daily, and cholecalciferol 50 mcg a day.
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SYSTEM REVIEW: The patient is overweight. She has fatigue. No fevers or chills. No glaucoma or cataracts. No vertigo or hoarseness. She has no shortness of breath, wheezing, or cough. No abdominal pains, nausea, vomiting, reflux, or diarrhea. She has no chest or jaw pain. No calf muscle pains. No leg swelling. She has no depression or anxiety. No urinary frequency or flank pains. No easy bruising. She has joint pains and muscle stiffness. No seizures, headaches, or memory loss. She has apneic episodes. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a very obese middle-aged white female who is alert, in no acute distress. No pallor, icterus, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 132/80. Pulse 88. Respirations 18. Temperature 97.6. Weight 203 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions, lung fields are clear, and breath sounds are distant. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. 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. History of hypertension.

3. Exogenous obesity.

4. Hypothyroidism.

5. ADHD.

PLAN: The patient has been advised to get a polysomnographic study. A copy of her recent lab work will be requested. Chest x-ray PA and lateral was ordered. She was counseled about losing weight and regular exercise. A followup visit to be arranged here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Haroldo Melo, M.D.

