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PATIENT:
Maller, Alexander
DATE OF BIRTH:
01/30/1944
DATE:
January 10, 2022

CHIEF COMPLAINT: Snoring and sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 77-year-old male who has a history of snoring and apneic episodes as observed by his wife. He has gained weight over the past few years. The patient states his sleep is disturbed. He has some a.m. headaches. He denies any nausea or reflux. The patient has a history of hypertension and hyperlipidemia and coronary artery disease. He has never had a sleep study done in the past.

PAST MEDICAL HISTORY: History of coronary artery disease with stenting x 4. He also has hypothyroidism and hyperlipidemia and prostatic hypertrophy. Denies history of diabetes or hypertension.

MEDICATIONS: Med list included simvastatin 40 mg a day, famotidine 20 mg b.i.d., finasteride 0.5 mg a day, Brilinta 90 mg b.i.d., and levothyroxine 100 mcg a day.

ALLERGIES: No drug allergies listed.

HABITS: The patient does not smoke. No history of significant alcohol.

FAMILY HISTORY: Father died a sudden death. Mother died of breast cancer.

REVIEW OF SYSTEMS: The patient has fatigue and weight gain. There is no double vision or glaucoma or cataracts. No vertigo, hoarseness, or nosebleeds. He does have urinary frequency and nighttime awakening and prostatic enlargement. He has no hay fever. He has no wheezing, but has apneic episodes. He has heartburn and diarrhea. He has occasional chest pains and arm pain. No leg swelling. He has no anxiety. No depression. He has easy bruising. He does have joint pains and muscle aches. No seizures. No headaches. He has numbness in the extremities and memory loss. No skin rash or itching.
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PHYSICAL EXAMINATION: General: This is an elderly moderately obese white male who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 128/70. Pulse is 96. Respirations 16. Temperature 97.8. Weight is 180 pounds. Saturation is 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa edematous. Throat is mildly injected. Ears: No inflammation. Neck: Supple. No venous distention. No thyromegaly or lymphadenopathy. Chest: Equal movements with clear lung fields. There are no crackles or wheezes. Heart: Heart sounds are irregular, S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. Normal reflexes. There is no calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. History of coronary artery disease.

3. Hyperlipidemia.

PLAN: The patient was advised to get a polysomnographic study and a chest x-ray was ordered. Weight loss was discussed and he will come in for a followup in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/gf
D:
01/10/2022
T:
01/10/2022
cc:
Jecebu Ceballos, M.D.
