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PATIENT:

Hammond, Livia
DATE:

June 22, 2026

DATE OF BIRTH:
09/20/1966

Dear Richard:

Thank you, for sending Livia Hammond, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 59-year-old lady who has a history of obstructive sleep apnea, has been on a CPAP setup at night at 15 cm H2O pressure with a full face mask. The patient has gained weight and she has been treated for atrial fibrillation and is trying to lose weight and is on Wegovy injections. She is also a known hypertensive.

PAST HISTORY: The patient’s past history has included history of hypertension and paroxysmal atrial fibrillation, history of hysterectomy, cystocele and rectocele repair and pelvic reconstruction. She also had a tubal ligation. She has had chronic lower extremity pain.

ALLERGIES: CODEINE, TETANUS TOXOID, and BENZOCAINE.
HABITS: The patient does not smoke and drinks alcohol moderately.

FAMILY HISTORY: Father has hypertension and in good health. Mother had a stroke and atrial fibrillation.

MEDICATIONS: Carvedilol 12.5 mg b.i.d., Eliquis 5 mg b.i.d., tramadol 50 mg t.i.d. p.r.n., montelukast 10 mg daily, and Wegovy ________ mg injection weekly.

SYSTEM REVIEW: The patient has some weight loss, fever and she has fatigue. She denies glaucoma or cataracts. She has no vertigo, but has hoarseness. No nosebleeds. She has urinary frequency and hematuria. She has had eczema. She has shortness of breath and coughing spells. She has gastroesophageal reflux. No abdominal pains, but has diarrhea. She has chest pains, arm pains, and palpitations. She has no depression or anxiety. She has easy bruising. She has joint pains and muscle stiffness and aches. She also has headaches. No seizures. No memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is a very obese middle-aged white female who is alert and in no acute distress. There is no pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 74. Respirations 16. Temperature 98.2. Weight 215 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with clear lung fields. Heart: Heart sounds are regular. S1 and S2 with no murmur. No S3. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: Reveal 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. Obstructive sleep apnea.

2. Atrial fibrillation and ASHD.

3. History of hypertension.

4. Exogenous obesity.

PLAN: The patient has been advised to continue losing weight. She was advised to get a chest x-ray PA and lateral. She will continue using CPAP mask nightly at 15 cm H2O pressure with nasal pillows. She will also get a CBC, complete metabolic profile, and a thyroid profile. Come back for a followup here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Richard Potts, M.D.

