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:

Kozlik, Karen Clark

DATE:

October 9, 2025

DATE OF BIRTH:
12/18/1951

CHIEF COMPLAINT: Shortness of breath and wheezing.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old female who has had a past history of multiple medical problems including obstructive sleep apnea and history of hypertension, diabetes and hyperlipidemia. She has been followed by a pulmonologist in New York. The patient has been on CPAP nightly. She has had no recent chest x-ray done. She has occasional cough and mild wheezing and has shortness of breath with activity.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension and hyperlipidemia, history of diabetes mellitus type II, past history for asthma, and obstructive sleep apnea.

PAST SURGICAL HISTORY: Includes history for hysterectomy and oophorectomy, past history of right breast lumpectomy for carcinoma, history of uterine cancer, and also history for thyroid cancer with thyroidectomy. She has also history for arthritis.

ALLERGIES: ERYTHROMYCIN, PENICILLIN, ATORVASTATIN, CODEINE, DOXYCYCLINE, LISINOPRIL, and METFORMIN.
HABITS: The patient denies history of smoking or alcohol use.

FAMILY HISTORY: Mother died of renal failure. Father had asbestosis and pulmonary fibrosis.

MEDICATIONS: Med list included Synthroid 150 mcg daily, glargine insulin 20 units daily, albuterol nebs 2.5 mg p.r.n., and albuterol inhaler as needed.

REVIEW OF SYSTEMS: The patient has fatigue, but no weight loss. She has cataracts. She has hoarseness. No nosebleeds. She has wheezing and shortness of breath. She has no abdominal pains, heartburn, or rectal bleeding. No diarrhea.
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Denies chest or jaw pain or calf muscle pain, but has palpitations and leg swelling. She has no depression or anxiety. Denies urinary frequency or flank pains. She has easy bruising. No bleeding gums. She has joint pains and muscle stiffness. Denies seizures, headaches, or numbness of the extremities. Denies any skin rash.

PHYSICAL EXAMINATION: General: This is a moderately overweight elderly white female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 138/70. Pulse 76. Respirations 16. Temperature 97.5. Weight 201 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Nasal mucosa is edematous. Neck: Supple. No bruits or thyroid enlargement. Chest: Equal movements with decreased excursions and diminished breath sounds at the bases and scattered wheezes in the upper chest. 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. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Reveals no lesions.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of asthma.

3. Diabetes mellitus.

4. Hypertension.

5. History of carcinoma of the breast status post lumpectomy.

6. History of thyroid cancer status post thyroidectomy.

PLAN: The patient has been advised to get a CT chest without contrast and also get a complete pulmonary function study. She will continue using the albuterol nebs 2.5 mg t.i.d. p.r.n. She will get a copy of her sleep study that was done more than five years ago and a copy of her pulmonary notes from New York. A followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Ram Amilineni, M.D.

