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PATIENT:

Lewis, Don

DATE:

May 15, 2025

DATE OF BIRTH:
07/11/1952

Dear Vivek:

Thank you, for sending Don Lewis, for pulmonary evaluation.

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 72-year-old male who is overweight. He has a past history of obstructive sleep apnea and has been on a CPAP setup nightly. The patient also has a history of hypertension. He denies any daytime sleepiness, fatigue. He has had gastroesophageal reflux. The patient did lose weight up to 30 pounds over the past three months.

PAST HISTORY: Past history includes history for hypertension, history of testicular cancer with resection in 1982, past history of ethanolism, history of right knee surgery and left shoulder surgery, and fracture of the right femur with repair. He also had cholecystectomy and he has received radiation therapy to the testicles.

HABITS: The patient denies smoking. He was drinking alcohol regularly, but has since quit in 2021. Presently, he is retired.

FAMILY HISTORY: Father died after bowel resection. Mother died of heart disease.

MEDICATIONS: Omeprazole 20 mg daily, lisinopril 10/12.5 mg daily, metoprolol 50 mg a day, Naprosyn 500 mg b.i.d. p.r.n., tamsulosin 0.4 mg daily, and testosterone injection monthly.

REVIEW OF SYSTEMS: The patient has had weight loss. No fatigue or fever. No glaucoma or cataracts. No vertigo or hoarseness. No urinary frequency. He has no hay fever or asthma. No chest or jaw pain or calf muscle pain. He has no abdominal pains or reflux. He has some joint pains and muscle aches. No anxiety or depression. No seizures, headaches, or memory loss.
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PHYSICAL EXAMINATION: General: This is a very obese elderly male who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 138/80. Pulse 68. Respirations 18. Temperature 97.2. Weight 220 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions. Lungs are clear. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of hypertension.

3. Prediabetes.

4. Gastroesophageal reflux disease.

PLAN: The patient has been advised to continue with CPAP nightly at +10 cm pressure. A copy of his sleep study will be requested. The patient will try to lose weight and start with regular exercise. He has been advised to get a CBC and complete metabolic profile and also advised to come in for a followup visit here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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cc:
Vivekanand Pantangi, M.D.

