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PATIENT:

Cook, Dylan

DATE:

May 27, 2025

DATE OF BIRTH:
02/21/2004

CHIEF COMPLAINT: Snoring and sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 21-year-old extremely overweight male who has had daytime fatigue and some sleepiness. He has reportedly been observed to have snoring and apneic episodes at nights. The patient also has restless legs and the symptoms have been going on for almost two years. The patient has been gaining weight. He denies any cold, cough or wheezing. He has had previous history of ADHD and presently not on any medications. He complains of daytime sleepiness.

PAST HISTORY: The patient’s past history includes hernia repair at the left inguinal area in 2014 and history for tonsillectomy. He was diagnosed to have ADHD at a young age, but presently not on any medications. Denies hypertension.

ALLERGIES: PENICILLIN.
SYSTEM REVIEW: The patient had weight gain. Denies chest pain. He has no shortness of breath. Denies cough or wheezing. He has no abdominal pains, nausea, or vomiting. He has no urinary symptoms or flank pains. Denies any joint pains. Denies nausea, vomiting, or heartburn. The patient has had no headache, seizures, or memory loss. No skin rash. No itching. Denies urinary symptoms. He has no anxiety or depression. No skin lesions.

PHYSICAL EXAMINATION: General: This is a very obese young white male who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 84. Respirations 20. Temperature 97.5. Weight 264 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions. Breath sounds were diminished at the periphery, but otherwise clear 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 lesions. No edema. No calf tenderness. Normal reflexes. No deficits.
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IMPRESSION:
1. Probable obstructive sleep apnea.

2. Exogenous obesity.

3. Restless legs syndrome.

PLAN: The patient has been advised to go for a polysomnographic study. He was given refills on Symbicort 160 mcg two puffs twice a day. He was advised to come in for a followup visit in approximately four weeks at which time I will make an addendum.

Thank you for this consultation.
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