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

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Dewitt, Joel

DATE:

August 21, 2025

DATE OF BIRTH:
10/08/1939

Dear Jim:

Thank you, for sending Joel Dewitt, for pulmonary evaluation.

CHIEF COMPLAINT: Cough and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is an 85-year-old male who has had a history for persistent cough for over six months. He had a chest x-ray done in November 2024, which showed no active lung infiltrates. The patient has a history of hypertension and hyperlipidemia and he uses atorvastatin and irbesartan. He denies wheezing or chest pains. Denies hemoptysis, fevers, chills, or night sweats but has some postnasal drip and sinus drainage.

PAST MEDICAL HISTORY: The patient’s past history has included history of degenerative arthritis and bilateral hip replacement surgery. He had an appendectomy in 1966 and bilateral hips replaced in 2008 and 2010. The patient also has history of prostate cancer. He has had diverticulitis and had colonoscopy in the past.

HABITS: The patient smoked one and half pack per day for 20 years. Drinks alcohol moderately.

FAMILY HISTORY: Both parents died of old age and dementia.

ALLERGIES: PENICILLIN.

MEDICATIONS: HCTZ 12.5 mg a day, irbesartan 150 mg daily, and Lipitor 20 mg a day.

SYSTEM REVIEW: The patient denies fatigue or fever. No weight loss. He has cataracts. He has a cough but no significant shortness of breath but has mild wheezing. No abdominal pains or heartburn. He has mild expressive aphasia. He states he had a fall six months ago with some facial injuries, but did not have any further investigations conducted and states his speech impediment started after that. He urinary frequency and nighttime awakening. No chest or jaw pain. No arm pain or calf muscle pain. No depression or anxiety. He has mild muscle stiffness. No headache, seizures, or numbness of the extremities. No skin rash.
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PHYSICAL EXAMINATION: General: This elderly white male who is alert in no acute distress. No pallor, icterus, cyanosis, peripheral edema, or lymphadenopathy. Vital Signs: Blood pressure 130/70. Pulse 72. Respiration 16. Temperature 98.2. Weight 182 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished excursions and occasional wheezes in the right lung field. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. Bowel sounds are active. Extremities: No lesions. No edema. Mild varicosities. No calf tenderness. Neurological: The patient does have some speech impediment with hesitation and expressive aphasia. Reflexes are 1+ and he does move all his extremities with no gross motor deficits. Skin: No lesions noted. Cranial nerves are grossly intact.
IMPRESSION:
1. Chronic cough with reactive airways disease.

2. Hypertension.

3. Hyperlipidemia.

4. Rule out obstructive sleep apnea.

5. History of fall with facial contusion.

PLAN: The patient has been advised to get a CBC, complete metabolic profile, and sed rate. Also advised to get a complete PFT with bronchodilator studies. He was given Tessalon Perles 100 mg t.i.d. p.r.n. He was also advised to get neurology evaluation for his speech impairment and advised to get a CT chest with contrast. A followup here in approximately three weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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