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:

Sykes, James

DATE:

November 6, 2025

DATE OF BIRTH:
07/17/1942

Dear Mike:

Thank you, for sending James Sykes, for evaluation.

HISTORY OF PRESENT ILLNESS: This is an 83-year-old male who has been experiencing cough, postnasal drip, nasal congestion, and tightness in his upper chest. He has been bringing up some thick mucus and was recently sent for a chest CT on 06/25/25. The chest CT showed resolution of a previously noted left lower lung nodule and a right 5 mm nodule was seen in the minor fissure and a large hiatal hernia. The patient has some reflux with hoarseness. He denies any significant cough or yellow sputum. Denies wheezing. He does however have a history of bronchitis and pneumonia in the past.

PAST HISTORY: Other past history includes history for anal fissure repair, sinus surgery and history for recurrent bronchitis and bronchospasm.

ALLERGIES: PENICILLIN.
HABITS: The patient smoked one pack per day for 10 years and quit. Drinks alcohol moderately.

MEDICATIONS: Med list included Eliquis 5 mg b.i.d., finasteride 5 mg daily, Atrovent nasal spray two sprays in each nostril daily, metoprolol 50 mg a day, omeprazole 40 mg daily, and sildenafil 100 mg as needed

SYSTEM REVIEW: The patient denies fever, fatigue, or weight loss. He has cataracts. He has vertigo. He has hoarseness. No urinary frequency and nighttime awakening. He has hay fever and has had asthmatic symptoms. He also has wheezing and shortness of breath. He has heartburn and rectal bleeding. No diarrhea. He has no chest or jaw pain, but has palpitations. No leg swelling. No depression or anxiety. He has easy bruising and enlarged glands and has joint pains and muscle stiffness. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is an elderly averagely built white male who is in no acute distress. Vital Signs: Blood pressure 128/70. Pulse 80. Respirations 16. Temperature 97.5. Weight 184 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and lung fields are clear. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign without masses. No organomegaly. Bowel sounds are active. Extremities: No lesions. Mild varicosities. Mild peripheral edema. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Multiple lung nodules, etiology undetermined.

2. Reactive airway disease and recurrent bronchitis.

3. Hypertension.

4. Atrial fibrillation.

5. Allergic rhinitis.

PLAN: The patient was advised to get a complete pulmonary function study, a CT chest without contrast, CBC, IgE level, and total eosinophil count. He will continue with the nasal spray as mentioned above. He will need a followup chest CT in two months to evaluate the lung nodules. I will see him in eight weeks and make an addendum report.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
11/06/2025
T:
11/06/2025

cc:
Michael Townsend, M.D.

