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:

Thompson, Margaret

DATE:

July 27, 2023

DATE OF BIRTH:
02/05/1955

CHIEF COMPLAINT: History of OSA.

HISTORY OF PRESENT ILLNESS: This is a 68-year-old overweight female with a past history of obstructive sleep apnea. She has been followed by a pulmonologist in New York and had a polysomnographic study approximately three years ago. I do not have the reports here but apparently the patient uses CPAP setup at nights with full-face mask and she needs equipment for her CPAP. The patient has gained weight. She has some daytime sleepiness. Denies any headaches or blackouts. She does have some leg swelling.

PAST MEDICAL HISTORY: The patient’s past history has included history of asthma, history for diabetes and hypertension. She has had bilateral breast reduction surgery, and lap band surgery, which was not effective. She also had a right Achilles tendon repair. She has a history of monoclonal gammopathy followed by the oncologist.

ALLERGIES: DILAUDID, BACTRIM, and E-MYCIN.

HABITS: The patient denies smoking. Denies significant alcohol use. She works as a nurse practitioner.

FAMILY HISTORY: Father had history for cancer of the pancreas and had a stroke. Mother died of an MI.

MEDICATIONS: Metformin 1000 mg b.i.d., sertraline 100 mg daily, atorvastatin 40 mg a day, Jardiance one daily, and lisinopril 2.5 mg a day.

SYSTEM REVIEW: The patient has no fatigue or fever. She has cataracts and glaucoma. She has no vertigo, hoarseness, or nosebleeds. She has some wheezing. She has heartburn. She has no chest or jaw pain. No calf muscle pain but has depression. She has easy bruising. She has some joint pains or muscle aches. No headaches, seizures, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This elderly overweight female who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 145/70. Pulse 80. Respiration 16. Temperature 97.6. Weight 232 pounds. Saturation 97% on room air. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and lung fields were clear. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Extremities: No edema. No lesions. Normal reflexes. Neurological: There are no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Obstructive sleep apnea.

2. Hypertension.

3. Diabetes mellitus.

4. Hyperlipidemia.

5. Obesity.

PLAN: The patient has been advised to get a copy of her sleep study done three years ago. She will continue with AutoPap nightly 4-20 cm with full face mask and heated humidification. She will also get a CBC and a complete metabolic profile. A copy of her recent chest x-ray will be requested. A followup visit here in approximately eight weeks.

Thank you, for this consultation.
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