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TELEPHONE (386) 677-7260
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PATIENT:

Clawson, Melanie
DATE:

November 11, 2025

DATE OF BIRTH:
11/19/1959

Dear Maria:

Thank you, for sending Melanie Clawson, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 65-year-old female who has a past history of COPD and obstructive sleep apnea. She has been previously diagnosed to have obstructive sleep apnea and also has cough and brings up dark sputum. The patient has recently lost some weight. She denies any chest pains. Denies fevers, chills, or night sweats. She also is being treated for hypertension and depression.

PAST MEDICAL HISTORY: The patient’s past history has included history for hypertension, history of COPD with chronic bronchitis, and history of restless legs as well as depression.

PAST SURGICAL HISTORY: Includes C-section x2, history of appendectomy and cholecystectomy, history of left carpal tunnel release, and history of rotator cuff surgery. The patient had nasal septal deviation.

ALLERGIES: CODEINE, SKELAXIN, and METAXALONE.
HABITS: The patient smoked two packs per day for 25 years and then quit. No significant alcohol use. Old age.

MEDICATIONS: Bupropion 150 mg daily, montelukast 10 mg a day, topiramate 100 mg b.i.d., ropinirole 0.25 mg h.s., omeprazole 20 mg a day, Trelegy Ellipta one puff daily, and nebulized albuterol solution q.i.d. p.r.n.

SYSTEM REVIEW: The patient has had no fatigue or fever. She has cataracts. No glaucoma. She has hoarseness, wheezing, cough, and shortness of breath. She has no urinary symptoms, frequency, or hematuria. She has hay fever. She has abdominal discomfort and heartburn. No rectal bleeding, but has diarrhea and constipation. She has no chest or jaw pain. No calf muscle pains. No leg swelling. She has anxiety and depression. She has joint pains and muscle stiffness. She has easy bruising, headaches, and numbness of the extremities. No memory loss. No skin rash, but has itching.
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PHYSICAL EXAMINATION: General: This is an elderly moderately overweight female who is alert, in no acute distress. Vital Signs: Blood pressure 130/80. Pulse 96. Respirations 18. Temperature 97.5. Weight 184 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and diffuse wheezes heard bilaterally and prolonged expirations. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions are noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. COPD and chronic bronchitis.

3. History of hypertension.

4. History of migraines.

PLAN: The patient has been advised to continue with Trelegy Ellipta 200 mcg one puff a day. Advised to get a CT chest and a complete pulmonary function study. She will use a nebulizer with albuterol solution t.i.d. p.r.n. The patient will also go on a regular exercise program and lose weight. Also, advised to come in for a followup visit in six weeks. A copy of her polysomnographic study will be requested. I will make an addendum after her followup visit.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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cc:
Maria Gontcharova, M.D.

