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PATIENT:

Coppola, Henry

DATE:

June 19, 2025

DATE OF BIRTH:
05/19/1969

Dear Alicia:

Thank you, for sending Henry Coppola, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 56-year-old male with a prior history of moderate obstructive sleep apnea, has been on a CPAP setup for more than two years. The patient underwent a polysomnographic study and was prescribed APAP 5-15 CWP with a Flex/EPR. He had a ResMed unit and he has been compliant with CPAP machine at night. The patient was also advised to lose weight and avoid narcotics. He has been treated for hypertension in the past and has been extremely overweight.

PAST HISTORY: The patient’s past history has included history for hypertension and hyperlipidemia. He has no history of surgery. He does have anxiety attacks.

ALLERGIES: No known drug allergies.

HABITS: The patient denies smoking. No alcohol use.

FAMILY HISTORY: Father died of liver cancer. Mother died of a brain tumor.

MEDICATIONS: Med list included tamsulosin 0.4 mg daily, escitalopram 10 mg daily, pravastatin 40 mg daily, amlodipine 10 mg daily, lisinopril 40 mg daily, and Xanax 0.25 mg as needed.

SYSTEM REVIEW: The patient denies weight loss or fatigue. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains. Denies shortness of breath or wheezing. He has no abdominal pain or rectal bleeding. No black stools or diarrhea. Denies chest or jaw pain or calf muscle pain. No palpitations. No leg swelling. He has anxiety attacks. He has no joint pains or muscle aches. No headaches, seizures, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is an averagely built elderly white male in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 86. Respirations 20. Temperature 97.8. Weight 220 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement. Chest: Equal movements with clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. 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. History of hypertension.

3. Hyperlipidemia.

4. Anxiety.

PLAN: The patient has been advised to continue with CPAP nightly with an AutoPAP machine 4 to 20 cm and a nasal pillow. Compliance report will be requested. Weight loss was discussed. A copy of his sleep study will be requested as well. He will get a CBC, complete metabolic profile, TSH level, and lipid profile. A followup here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
06/21/2025
T:
06/21/2025

cc:
Alicia Critcher, APRN

