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PATIENT:

Davis, Jamie

DATE:

April 13, 2026

DATE OF BIRTH:
08/08/1977

CHIEF COMPLAINT: Possible sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 48-year-old extremely obese female who has a prior history of moderate persistent asthma, has had symptoms of snoring and possible apneic episodes. The patient was advised to lose weight and has been advised to go for sleep study evaluation. She denies any daytime sleepiness, but has some fatigue. Denies headaches, dizziness, or cardiac symptoms. The patient does get treated for hypertension.

PAST HISTORY: The patient’s past history includes history for asthma during childhood and history for hypertension. She also has borderline diabetes. She had a ventral hernia repair done in the past and had a C-section.

ALLERGIES: PEANUTS.
FAMILY HISTORY: Mother had hypertension and diabetes. Father had asthma and passed from complications.

REVIEW OF SYSTEMS: The patient denies fatigue or fever. No double vision, but has mild cataracts. No vertigo, hoarseness, or nosebleeds. No urinary frequency or dysuria. No hay fever, but has asthma and shortness of breath with wheezing. She has no abdominal pains or nausea, but has heartburn. No black stools or diarrhea. She is constipated. She has no chest or jaw pain. No calf muscle pain or leg swelling. She has anxiety attacks. Denies easy bruising. She has joint pains and muscle stiffness. She has no seizures, but has headaches. No memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a very obese middle-aged African American female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 126/70. Pulse 75. Respirations 20. Temperature 97.5. Weight 302 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly.
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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 obese without masses. Mild epigastric tenderness. Bowel sounds are active. Extremities: No lesions. Mild peripheral edema. No calf tenderness. Neurological: Reflexes are 1+. Homans’ sign is negative. Skin: No lesions noted.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. Exogenous obesity.

3. History of asthma.

4. OSA on CPAP.

PLAN: The patient has been advised to lose weight and go on a low-protein diet. She was given nebulized bronchodilator three times a day. A copy of her previous labs will be requested. A CT scan of the chest was ordered without contrast. A complete pulmonary function study was ordered and a CBC and IgE level. A followup visit to be arranged here in approximately eight weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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