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PATIENT:

Malley, Craig

DATE:

November 24, 2025

DATE OF BIRTH:
07/19/1986

Dear Joanne:

Thank you, for sending Craig Malley, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 39-year-old male who has previously been evaluated for snoring and apneic episodes. He has also been exposed to mold in the building where he was working and was sent for a polysomnogram on 07/12/25. A polysomnographic study showed a total of 294 respiratory disturbances out of which 189 were obstructive apneas and heard and 5 hypopneas. The AHI was 65.9 events per hour and NREM AHI was 63.6 events per hour suggesting severe sleep disordered breathing. The patient was recommended to use a CPAP mask nightly and CPAP titration was suggested. The patient has not been prescribed CPAP setup at home. The patient states he exercises daily and enrolled in homeland security with the Florida Army National Guard and was exposed to mold over the past year and has occasional coughing spells as well as wheezing, but has not had any chest x-ray done as yet.

PAST MEDICAL HISTORY: The patient’s past history includes history of obstructive sleep apnea, history of cough, and reactive airways. He has some hoarseness and upper airway symptoms but denies fevers, chills, or night sweats.

ALLERGIES: No drug allergies listed.
HABITS: The patient does not smoke. He uses alcohol occasionally.

FAMILY HISTORY: Both parents are in good health. No history of asthma or sleep apnea in the family. Father had a history for a stroke.

MEDICATIONS: None at the present time.

SYSTEM REVIEW: The patient has had fatigue. He has had weight gain. No double vision or glaucoma. No vertigo but has hoarseness. He has wheezing, coughing spells, and shortness of breath. He has no abdominal pains or nausea. No reflux. No diarrhea. He has no chest or jaw pain. No palpitations or leg swelling. He has no depression or anxiety. He has no easy bruising. He does have joint pains and muscle stiffness. He has headaches, numbness of the extremities, and memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is a moderately overweight young white male who is alert in no acute distress. He has no pallor, icterus, cyanosis, peripheral edema, or lymphadenopathy. Vital Signs: Blood pressure 138/80. Pulse 56. Respiration 16. Temperature 97.5. Weight 206 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery with no wheezes or crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Obstructive sleep apnea.

2. Reactive airways and chronic cough.

3. History of black mold exposure.

4. Exogenous obesity.

PLAN: The patient has been advised to go for a CPAP titration study to evaluate him for CPAP mask nightly. Also advised to get a chest x-ray and a complete pulmonary function study. He was advised to use an albuterol inhaler two puffs t.i.d. p.r.n. The patient will work on his weight and have a regular exercise program. CBC, complete metabolic profile, and IgE level to be done. A followup visit to be arranged here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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