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:

Taylor, Stanley

DATE:

March 25, 2024

DATE OF BIRTH:
10/01/1947

CHIEF COMPLAINT: Persistent cough and recent COVID-19 infection.

HISTORY OF PRESENT ILLNESS: This is a 76-year-old male who was in Illinois for a brief visit who started to have coughing spells in early February and had chest congestion, wheezing, and shortness of breath associated visit. The patient was seen by the urgent care center and was given an antibiotic and a brief course of steroids. He also had a chest x-ray done on 02/16/2024, which showed no active infiltrates. The patient’s cough eventually subsided, but he also remained short of breath and had generalized weakness, but no fever or chills. Presently, he denies significant coughing spells, but has mild dyspnea. He has been off of antibiotics as well as bronchodilators. He had some weight loss. Denies any night sweats.

PAST MEDICAL HISTORY: Past history has included history for kidney stones and he is being followed by the urologist. He also has a history of Parkinson’s disease since four years and he is on therapy. The patient has hearing loss as well as mild cognitive deficit.

PAST SURGICAL HISTORY: Includes right shoulder surgery and removal of kidney stones.

HABITS: The patient has no history of smoking and has stopped using alcohol since more than five years.

ALLERGIES: None listed.

FAMILY HISTORY: Father died of cancer of the prostate. Mother also died of cancer of the bile duct.

MEDICATIONS: Included tamsulosin 0.4 mg b.i.d., dutasteride 0.5 mg daily, and Sinemet 25/250 mg one q.i.d.
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REVIEW OF SYSTEMS: The patient has fatigue and weight loss. He has double vision. No cataracts. He does have vertigo and some hoarseness. He has shortness of breath and occasional cough. He has nausea and heartburn. Denies dark stools, but has constipation. He has no hay fever or asthma. He does have urinary frequency and nighttime awakening. No hematuria. He has no calf muscle pains, joint pains, or leg swelling. He does have anxiety with depression. He has easy bruising. He has memory loss. No headaches. Denies skin rash.

PHYSICAL EXAMINATION: General: This elderly averagely built white male is in no acute distress. Vital Signs: Blood pressure 130/70. Pulse 72. Respirations 16. Temperature 97.5. Weight 130 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and occasional wheezes scattered in the upper lung fields. No crackles on either side. Heart: Heart sounds are irregular. S1 and S2. No S3. No murmur. 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. Extremities: Reveal varicosities and tremors of the extremities. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Influenza A.

2. Acute bronchitis resolving.

3. Parkinson’s disease.

4. History of kidney stones.

PLAN: The patient will be sent for a complete pulmonary function study and a CT chest without contrast. Also, advised to get a CBC, complete metabolic profile, and an IgE level and was advised to come in for a followup here in approximately four weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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T:
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cc:
New Smyrna Beach Wellness Center

