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576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174
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PATIENT:

Dezaiffe, Valerie

DATE:

January 27, 2023

DATE OF BIRTH:
03/10/1948

Dear Dina:

Thank you, for sending Valerie Dezaiffe, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 74-year-old female who has a history of snoring and apneic episodes. She has previously been documented to have obstructive sleep apnea following a polysomnographic study in Dallas Texas. The patient has not been very compliant with her CPAP mask and recently went for another sleep study and was not found to have significant sleep apnea. The patient however states that she was unable to sleep well. She states that she does have several apneic episodes and she has been observed to be snoring by her family members and needs further clarification as to her obstructive sleep apnea. She has some daytime sleepiness. She has gained weight. She denied any nausea or reflux, but has had recurrent bronchitis and history for asthmatic symptoms. The patient had a chest x-ray done on 12/29/22, which showed mild interstitial prominence otherwise negative.

PAST MEDICAL HISTORY: The patient’s past history has included history for hypertension and also history for borderline diabetes, hypothyroidism, fibromyalgia, history of exploratory laparotomy as well as history for rhinoplasty, complete hysterectomy, arthroscopic knee surgery, bilateral eye surgery, and history for lumbar disc fusion.

ALLERGIES: PENICILLIN, CODEINE, CECLOR, FLAGYL, and LISINOPRIL.

MEDICATIONS: Metformin 500 mg daily, Synthroid 50 mcg a day, montelukast 10 mg a day, atenolol 50 mg a day, pravastatin 20 mg daily, duloxetine 60 mg daily, gabapentin 300 mg t.i.d., potassium 10 mg b.i.d., and fenofibrate one daily.

HABITS: The patient does not smoke. Denies significant alcohol use.

FAMILY HISTORY: Mother died of kidney failure. Father is alive at 101.
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PHYSICAL EXAMINATION: General: This moderately obese elderly white female who is in no acute distress. No pallor, icterus, cyanosis, peripheral edema, or lymphadenopathy. Vital Signs: Blood pressure 132/70. Pulse 90. Respiration 16. Temperature 97.2. Weight 175 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and breath sounds diminished at the bases with occasional wheezes in the upper chest and prolonged expiration. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant. No mass. No organomegaly. 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 observed.

IMPRESSION:
1. Obstructive sleep apnea.

2. Reactive airways disease and chronic bronchitis.

3. Hypothyroidism.

4. Diabetes.

PLAN: The patient will be sent for a complete pulmonary function study and also get a polysomnographic study. She was advised to lose weight. She will be advised to come in for a followup here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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