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Dear Natalie:

Thank you, for sending Donald Padgitt, for evaluation.

CHIEF COMPLAINT: Possible obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 25-year-old very obese male who has had no specific complaint. He has had some snoring, but denied any history for apnea or daytime sleepiness or headaches. He has not been on any medications. He was advised by his employer to have a sleep study done to rule out sleep apnea. The patient has no shortness of breath, cough, or wheezing. He is taking no medications.

PAST HISTORY: Past history includes history of asthma as a child and previous history for pneumonia, which was treated in 2017. No surgery.

FAMILY HISTORY: Both parents in good health. Father has a history of asthma. Mother with diabetes.

ALLERGIES: PEANUTS.
MEDICATIONS: None.
SYSTEM REVIEW: The patient has gained weight. He has no fatigue or fever. No glaucoma or blurriness of vision. No vertigo, hoarseness, or nosebleeds. No shortness of breath, wheezing, or cough. No hay fever, but has asthma. No urinary frequency or flank pains. No abdominal pain or nausea. No reflux. No diarrhea. He has no chest or jaw pain or palpitations. No leg swelling. No depression or anxiety. No easy bruising or enlarged glands. He has no joint pains or muscle stiffness. No headaches, seizures, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is a very obese young white male who is alert, in no acute distress. There is no pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 82. Respirations 16. Temperature 97.2. Weight 289 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is clear. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and obese with no masses or tenderness. No organomegaly. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are normal with no gross motor deficits. Skin: No lesions observed.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. History of asthma.

3. Exogenous obesity, BMI of 44.3.

PLAN: The patient will be sent for a pulmonary function study with bronchodilators, CBC, complete metabolic profile, IgE level, and a chest x-ray. A polysomnographic study will be arranged to rule out sleep apnea. A followup visit to be arranged in six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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