V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Pappa, George

DATE:

May 18, 2026

DATE OF BIRTH:
08/18/1951

Dear Arun:

Thank you, for sending George Pappa, for pulmonary evaluation.

CHIEF COMPLAINT: Cough for six months.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old male who has had a persistent cough for the past six to eight months. The patient denies significant shortness of breath. Denies wheezing but has had allergic rhinitis and gastroesophageal reflux. He has no significant sputum production. Denies fevers, chills, night sweats, or chest pain. The patient was sent for a chest CT without contrast that was done on 04/23/26 and it showed peripheral basal predominant reticular and minimal ground-glass opacity with traction bronchiectasis but no honeycombing. There were benign appearing bilateral fissural lymph nodes and no suspicious lung nodule, midsternal had a small hiatal hernia and no adenopathy.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension, hyperlipidemia, gastroesophageal reflux disease, history of impaired fasting glucose, history of mixed hyperlipidemia, and chronic kidney disease stage II. The patient also had a repair of Achilles tendon on the right that was done in 1977, tonsillectomy in 1957, two hernia repair in the inguinal area.

ALLERGIES: No known drug allergies.

HABITS: The patient denies smoking. Alcohol use moderate. He works as an attorney.

FAMILY HISTORY: Father died of mesothelioma and asbestos exposure. Mother died of Alzheimer’s and had high blood pressure.

MEDICATIONS: Amlodipine 5 mg daily, fexofenadine 180 mg a day, tadalafil 5 mg as needed, and irbesartan 300 mg daily.
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SYSTEM REVIEW: The patient has no fatigue or fever. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. He has shortness of breath or wheezing but has cough. He has no abdominal pain. He has heartburn. No diarrhea or constipation. He has no chest or jaw pain. No calf muscle pain. No palpitations or leg swelling. No anxiety or depression. He has some joint pains and muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This well built elderly white male who is alert in no acute distress. There is no pallor, cyanosis, icterus, clubbing, or peripheral edema. No lymphadenopathy. Vital Signs: Blood pressure 138/80. Pulse 84. Respiration 18. Temperature 97.2. Weight 165 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and fine bibasilar crackles in the lower lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Interstitial lung disease probable UIP.

2. History of hypertension.

3. Chronic kidney disease.

4. Mixed hyperlipidemia.

PLAN: The patient has been advised to get a CBC, sed rate, ANA panel, RA factor, anti-DNA, SCl-70 antibody, and anti-ENA antibody. He will also get a complete pulmonary function with bronchodilator studies. A CT chest to be repeated in two months. The patient will come back for a followup after his tests are completed. He will also use a Ventolin HFA inhaler two puffs as needed. A followup visit in one month. The patient will come back for a followup in one month.

Thank you for this consultation.

V. John D'Souza, M.D.
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