


January 13, 2022

Re:
McCollum, Daisy M.

DOB:
03/17/1942

Daisy McCollum was seen for evaluation of possible thyroid dysfunction.

At this visit, she had no specific complaints and specifically no symptoms suggestive of a thyroid hormone imbalance such as shakes or tremors, aches or cramps or palpitations.

Past history is significant for hypertension and hyperlipidemia.

Family history is negative for thyroid disorders.

Social History: She lives alone. Does not smoke or drink alcohol.

Current Medications: Lovastatin 20 mg daily and diltiazem 180 mg daily.

General review is unremarkable for 12 systems evaluated.

On examination, blood pressure 168/78, weight 120 pounds, and BMI is 23.5. Pulse was 70 per minute. The thyroid gland was not enlarged and there were no abnormal lymph nodes or masses palpable in the neck. Heart sounds were normal. Lungs were clear. The peripheral examination was grossly intact.

I have reviewed recent lab tests, which include a normal TSH of 0.7, thyroid microsomal antibody present in low titer and a free T4 of 2.2, elevated.

IMPRESSION: Normal thyroid function with spurious elevation in the T4, likely secondary to a lab error.

At this point, I have recommended no further investigation for a possible thyroid imbalance.

Anthony J. Kilbane, M.D., F.A.C.E.

Endocrinologist
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