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:

Andress, Cheryl

DATE:

May 30, 2025

DATE OF BIRTH:
04/02/1959

CHIEF COMPLAINT: Chronic dyspnea and history of COPD.

HISTORY OF PRESENT ILLNESS: This is a 66-year-old overweight female who has past history of hypertension, hypothyroidism, peripheral vascular disease, and history of breast cancer. She has been short of breath with minimal activity and has occasional cough and wheezing episodes. The patient has been on home oxygen at 2 liters nasal cannula. She had a CT chest done on December 17, 2024, which showed moderate emphysema and peribronchial thickening. There were moderate coronary artery calcifications noted. The patient has trouble ambulating. She also has chronic leg edema. She denies any chest pains, abdominal pains or leg or calf muscle pains.

PAST HISTORY: The patient’s past history has included history for hypertension and history for hypothyroidism and peripheral vascular disease. She has had carcinoma of the vulva status post resection. She also has a history for depression and anxiety, history of rectocele, past history for hyperlipidemia and CHF. She has chronic pain all over and has a pain pump in place and also has chronic back pains from spinal stenosis. The patient had coronary artery disease with stenting.

HABITS: The patient smoked half to one pack per day for 42 years.

FAMILY HISTORY: Mother had breast cancer. Father died of dementia.

ALLERGIES: None listed.

MEDICATIONS: Included albuterol nebs 2.5 mg t.i.d. p.r.n., Xanax 0.5 mg b.i.d. p.r.n., bupropion 150 mg b.i.d., duloxetine 60 mg daily, Lasix 20 mg daily, levothyroxine 75 mcg a day, mirtazapine 45 mg h.s., Protonix 40 mg daily, potassium 20 mEq daily, Remeron _______ mg a day, and tizanidine 4 mg t.i.d.
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SYSTEM REVIEW: The patient has fatigue and has gained weight. She has cataracts. No glaucoma. She has hoarseness. No nosebleeds. She has shortness of breath and wheezing. She has nausea and heartburn. She has no rectal bleeding, diarrhea, or constipation. She denies hay fever. She has easy bruising. She has joint pains and muscle stiffness. She has no seizures, but has headaches and numbness of the extremities. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a moderately obese elderly female who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 125/70. Pulse 72. Respirations 18. Temperature 97.5. Weight 208 pounds. Saturation 82%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. The patient also has torticollis with deformity of the neck and flexion towards the right side. No venous distention or thyromegaly. Chest: Equal movements with scattered wheezes throughout both lung fields. Prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No masses. Extremities: Reveal no lesions. No calf tenderness. 2+ edema with pigmentation of the skin of the lower extremities. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD.

2. CHF compensated.

3. History of coronary artery disease and CHF.

PLAN: The patient will continue O2 2 liters at night. She will get a complete pulmonary function study with bronchodilator studies. She will also use a nebulizer with DuoNeb solution three times daily. She was advised to come in for a followup visit here in approximately eight weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Sandra Buchanan, M.D.

