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PATIENT:

Warrilow, Shawn

DATE:

November 17, 2025

DATE OF BIRTH:
09/07/1990

Dear Samira:

Thank you, for sending Shawn Warrilow, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 35-year-old obese male with a history of obstructive sleep apnea. He has previously had a polysomnogram done and was prescribed a CPAP mask, but has not used it in more than a year. The patient has some fatigue. No daytime sleepiness. Denies headaches or blackouts. He has no hypertension or diabetes. The patient did have a polysomnogram done on 03/24/2021 and it showed AHI of 14.3 events per hour suggesting obstructive sleep apnea and CPAP was prescribed.

PAST HISTORY: The past history includes hernia repair in the right and left inguinal areas, history for nasal surgery and stent placement, and history for herniated lumbar disc at L4-L5. He has had no hypertension.

HABITS: The patient does not smoke, but he did smoke half a pack per day for over 15 years and inhaled marijuana regularly for more than 17 years. He drinks beer occasionally.

FAMILY HISTORY: Father died of pancreatic cancer. Mother is alive, in good health.

ALLERGIES: Common dust.
SYSTEM REVIEW: The patient has fatigue. No weight loss. No double vision or cataracts. No vertigo, but has sore throat and hoarseness. He has no shortness of breath, but has apnea. He has no abdominal pains, nausea, or vomiting. No urinary symptoms or flank pains. No hay fever or asthma. He has heartburn. No rectal bleed or diarrhea. He has no chest or arm pain or jaw pain or calf muscle pain. No anxiety. No depression. No easy bruising. He has joint pains and muscle stiffness. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is a moderately obese, young, white male in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 123/80. Pulse 78. Respirations 20. Temperature 97.6. Weight 215 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions. Scattered wheezes throughout both 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 edema or lesions. No calf tenderness. Neurological: Reflexes are normal. No gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. Allergic rhinitis.

3. Chronic bronchitis.

PLAN: The patient has been advised to lose weight. He will get a complete PFT and a chest x-ray PA and lateral. Continue with CPAP nightly at 12 cm H2O pressure. Advised to come in for a followup here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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