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PATIENT:

Tememe, Robert

DATE:

March 2, 2026

DATE OF BIRTH:
08/21/1949

CHIEF COMPLAINT: Obstructive sleep apnea and history of CVA.

HISTORY OF PRESENT ILLNESS: This is a 76-year-old male who has a previous history of CVA in May 2024, has had had trouble ambulating and has fatigue and generalized weakness. The patient also has a history of diabetes, hypertension, hyperlipidemia, and anemia. He has gained weight. He does use an albuterol inhaler on a p.r.n. basis. The patient was advised to use the CPAP mask since five years. We do not have access to the polysomnogram that was done at that time.

PAST HISTORY: The patient’s past history includes history for coronary artery disease with CABG x4 in November 2018. He also has a history of polio as a child and has a severe left arm deformity with muscle wasting. He does have a history of hypertension, diabetes, hyperlipidemia, and chronic kidney disease stage IIIB. There is a history for B12 deficiency, history for a stroke, and aphasia following cerebral infarcts. The patient also has memory loss and history for dysphagia.

ALLERGIES: STATINS and POLLEN.
HABITS: The patient denies smoking. No alcohol use. He worked as a real estate broker.

FAMILY HISTORY: Father died of old age at 105. Mother also died at an elderly age.

MEDICATIONS: Metformin 500 mg daily, Coreg 25 mg daily, lisinopril 20 mg daily, amlodipine 5 mg a day, albuterol inhaler two puffs p.r.n., armodafinil 250 mg daily, and Lantus insulin 10 units daily.

SYSTEM REVIEW: The patient had weight loss and fatigue. No double vision or cataracts. He has vertigo. Denies hay fever or asthma. No coughing spells. The patient has no abdominal pains or nausea, but has diarrhea and constipation. He has no chest or jaw pain, but has leg swelling and arm pains. Denies depression or anxiety. He denies any bruising, but has joint pains and muscle aches. He has no seizures, but has numbness of the extremities and memory loss and has skin rash with itching.
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PHYSICAL EXAMINATION: General: This is an averagely built elderly male who is alert and pale, in no acute distress. Vital Signs: Blood pressure 140/80. Pulse 76. Respirations 16. Temperature 97.5. Weight 144 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 breath sounds diminished at the periphery. Heart: Heart sounds are regular. S1 and S2 with no murmur. No S3. Abdomen: Soft and protuberant. No mass. No organomegaly. Bowel sounds are active. Extremities: Minimal edema. Neurological: Reflexes are 1+. There are no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of CVA with left hemiparesis.

3. Hypertension.

4. Diabetes mellitus type II.

5. History of coronary artery disease.

6. History of polio and left arm deformity.

PLAN: The patient was advised to continue with CPAP nightly with full-face mask. He was advised to get a CT chest without contrast and a complete pulmonary function study was ordered. He will hold off on armodafinil. A copy of his polysomnogram will be requested. Use albuterol two puffs q.i.d. p.r.n. Advised to come in for a followup here in approximately four weeks or earlier if necessary.

Thank you for this consultation.

V. John D'Souza, M.D.
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