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
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    FAX (386) 672-6194


PATIENT:

Freed, Marsha

DATE:

November 14, 2025

DATE OF BIRTH:
03/12/1951

Dear Alicia:

Thank you, for sending Marsha Freed, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old lady with a history of COPD. She has been short of breath for more than four years and has been experiencing cough with sputum production and is on home O2 at 2 liters nasal cannula. The patient also has peripheral neuropathy. She was sent for a chest CT on 11/07/25, which showed moderate emphysema with diffuse bronchial wall thickening and mild mucus plugging consistent with bronchitis. Several scattered pulmonary nodules measuring up to 6 mm were stable compared to prior CT. Mild dilation of the ascending aorta at 4.1 cm. The patient has gained weight. She has some wheezing. No chest pains.

PAST MEDICAL HISTORY: The patient’s past history includes history for cholecystectomy, appendectomy, history of C-section x2, and history for obstructive sleep apnea on CPAP. She also is diabetic and hypertensive.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died of old age. Mother died following surgery.

MEDICATIONS: Losartan 50 mg daily, glipizide 10 mg daily, Januvia 100 mg daily, bupropion 300 mg daily, HCTZ 25 mg a day, Lasix 20 mg daily, potassium chloride 10 mEq daily, Trelegy Ellipta 100 mcg one puff a day, gabapentin 300 mg t.i.d., and Roflumilast 500 mcg a day.

HABITS: The patient smoked one pack per day for 55 years. Alcohol use is none.

PATIENT:

Freed, Marsha

DATE:

November 14, 2025

Page:
2

PHYSICAL EXAMINATION: General: This is an elderly averagely built white female in no acute distress. Mild pallor. No cyanosis. No clubbing or peripheral edema. Vital Signs: Blood pressure 130/80. Pulse 85. Respiration 18. Temperature 97.6. Weight 225 pounds. Saturation 92%. 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 decreased excursions. Wheezes were scattered in the upper chest with no crackles on either side. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Minimal edema and mild varicosities. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD with emphysema.

2. Lung nodules, etiology undetermined.

3. Hypertension.

4. Diabetes mellitus.

5. Obstructive sleep apnea.

PLAN: The patient has been advised to quit smoking and use a nicotine patch. Also advised to continue with Trelegy Ellipta 100 mcg one puff daily and use a CPAP mask nightly at 10 cm H2O pressure. A complete pulmonary function study to be done with bronchodilator study and a CBC and complete metabolic profile to be done and a followup visit to be arranged here in approximately four weeks. The patient will get a followup chest CT in approximately six months.

Thank you for this consultation.

V. John D'Souza, M.D.
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Alicia Critcher, APRN

