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    FAX (386) 672-6194


PATIENT:

Schomer, Lori

DATE:

October 3, 2025

DATE OF BIRTH:
03/20/1967

Dear Haroldo:

Thank you, for sending Lori Schomer, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 58-year-old female who has a history of snoring and possible sleep apnea. She has a previous history of asthma, but has not been on any specific inhalers. The patient went for evaluation of headaches and her thyroid profile was abnormal and she was thus started on thyroid replacement therapy. She also was advised to get a sleep evaluation for possible sleep apnea. The patient denies any daytime sleepiness. She has gained some weight, but exercises regularly.

PAST HISTORY: The patient’s past history has included history of tonsillectomy at a young age and history of C-section in 1999 and 2002. She also had laparoscopic cholecystectomy in 1989, left breast lumpectomy for breast cancer in 2017, and history of asthma as a child. She had acute pancreatitis in 2017 and hypothyroidism diagnosed this year and also has hyperlipidemia.

ALLERGIES: TETANUS TOXOID, MORPHINE, and TAMOXIFEN.
HABITS: The patient denies history of smoking. No significant alcohol use. She works as an RN.

MEDICATIONS: Med list included rosuvastatin 20 mg h.s., magnesium glycinate two capsules h.s., levothyroxine 50 mcg daily, and estradiol cream.

FAMILY HISTORY: Unknown. Grandparents had heart disease.

SYSTEM REVIEW: The patient has no fatigue or fever. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains. She has hay fever and history of asthma. No shortness of breath or wheezing. She has no abdominal pains, nausea, or vomiting. No heartburn. She has no diarrhea or constipation. No chest or jaw pain. No palpitations. No leg swelling. She has no depression or anxiety. Denies easy bruising. She has no joint pains or muscle stiffness. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is a moderately overweight middle-aged white female who is alert, in no acute distress. No pallor, cyanosis, icterus, clubbing, or peripheral edema. Vital Signs: Blood pressure 116/70. Pulse 82. Respirations 16. Temperature 97.6. Weight 143 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. 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 mass. No organomegaly. Bowel sounds are active. 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 noted.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. Hypothyroidism.

3. History of breast CA status post lumpectomy and chemoradiation therapy.

PLAN: The patient has been advised to get a home sleep study and also advised about weight loss. She will continue with the above-mentioned medications. 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

D:
10/03/2025
T:
10/03/2025

cc:
Haroldo Melo, M.D.

