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PATIENT:

Fisher, Thomas

DATE:

June 15, 2026

DATE OF BIRTH:
09/18/1952

Dear Erica:

Thank you, for sending Thomas Fisher, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old male with history of COPD, has been experiencing shortness of breath with activity and had a chest CT done six months ago, which showed a 6 mm nodule in the right mid lobe, which was stable and underlying emphysema with chronic interstitial lung disease and bronchiectasis. The patient has cough and brings up some whitish thick mucus. Denies hemoptysis, fevers, or chills. He has lost some weight over the past year. He has not had a recent pulmonary function done.

PAST HISTORY: The patient’s past history has included history of left carotid endarterectomy and history of carcinoma of the esophagus for which he had ablations done at the Mayo Clinic. He also has had a fractured right arm, history for hypertension and history for asthma with COPD. He has hyperlipidemia.

HABITS: The patient smoked one to two packs per day for 48 years and quit. He was a diesel mechanic. He drank alcohol moderately.

FAMILY HISTORY: Father died of a heart attack. Mother died of a heat stroke.

ALLERGIES: PENICILLIN.
MEDICATIONS: Med list includes lisinopril 40 mg daily, ezetimibe 10 mg daily, metoprolol 50 mg daily, Crestor 40 mg daily, diazepam 10 mg daily.

SYSTEM REVIEW: The patient has had fatigue and some weight loss. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains. He has hay fever, asthma, and shortness of breath. He has no abdominal pains. No heartburn, diarrhea, or constipation. No chest or jaw pain. No palpitations or leg swelling. No depression. He has easy bruising. He has joint pains and muscle stiffness. No headache, seizures, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is an elderly averagely built white male who is alert and pale, but in no acute distress. There is no clubbing, cyanosis, or peripheral edema. Vital Signs: Blood pressure 135/80. Pulse 105. Respirations 22. Temperature 97.5. Weight 190 pounds. Saturation 90% on room air. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery with fine basilar crackles. There are scattered wheezes in the upper chest. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and nontender. No organomegaly. Bowel sounds are active. Extremities: Revealed no edema or lesions. Peripheral pulses are diminished. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Scar over left carotid area from previous endarterectomy.

IMPRESSION:
1. COPD with emphysema and chronic bronchitis.

2. Interstitial lung disease, probable UIP.

3. History of hypertension.

4. History of esophageal malignancy.

5. Hyperlipidemia.

6. Lung nodules.

PLAN: The patient was advised to get a CT chest with contrast and also get a complete pulmonary function study with bronchodilator studies. He was given an albuterol inhaler two puffs q.i.d. p.r.n. Advised to get a CBC and complete metabolic profile and to follow up here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
06/15/2026
T:
06/15/2026

cc:
Erica O’Donnell, D.O.
