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:

Faro, William J
DATE:

February 4, 2022
DATE OF BIRTH:
08/18/1952
Dear Mike:

Thank you for sending William J. Faro for evaluation.

CHIEF COMPLAINT: Cough and shortness of breath with wheezing.
HISTORY OF PRESENT ILLNESS: This is a 69-year-old male with a history of COPD has been experiencing cough, wheezing, and shortness of breath. The patient has soreness in his throat and he brings up clear mucus, but denied chest pains, hemoptysis, fevers or chills. He had a chest x-ray done this past year, which shows no active infiltrates and states he has not had any recent pulmonary function test done. The patient also has a history for obstructive sleep apnea for which he uses a CPAP mask nightly at 13 cm pressure.

PAST MEDICAL HISTORY: The patient’s past history has includes history for diabetes mellitus for 20 years and hypertension. He has a history for colon polyps, has an umbilical hernia, hyperlipidemia, enlarged prostate, and history for asthma.

PAST SURGICAL HISTORY: Surgical history includes history for shoulder repair right and left and inguinal hernia repairs and colonoscopy.

HABITS: The patient denies smoking and drinks alcohol rarely. Worked as a cook.

ALLERGIES: POLLEN.
MEDICATIONS: Med list includes amlodipine 10 mg daily, ezetimibe 10 mg daily, finasteride 5 mg a day, Lasix 40 mg daily, Januvia 50 mg daily, losartan 100 mg daily, pioglitazone 30 mg daily, and tamsulosin 0.4 mg a day.

FAMILY HISTORY: Father died of bladder cancer, mother died of old age.
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SYSTEM REVIEW: The patient has no fatigue, fever or weight loss. No double vision or cataracts. No vertigo, hoarseness, and nosebleeds. He has urinary frequency and nighttime awakening. He has hay fever, asthma, and eczema and wheezing with cough. No abdominal pains. No heartburn. No rectal bleeding or diarrhea. No chest pains, but has some palpitations. No leg swelling. He has no depression or anxiety. No easy bruising. He has joint stiffness and muscle aches. No headaches, seizures, or memory loss. No skin rash. No itching.
PHYSICAL EXAMINATION: This moderately overweight elderly white male is alert, anxious, and mildly dyspneic. Vital signs: Blood pressure 150/80. Pulse 95. Respirations 20. Temperature 97.2. Weight 262 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat was mildly injected. He has no inflammation. Neck: Supple. No bruits No thyroid enlargement or lymphadenopathy. Chest: Equal movements with distant breath sounds and scattered wheezes throughout both lung fields. No crackles on either side. Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign without masses. No organomegaly. Bowel sounds are active. Extremities: No edema. Peripheral pulses are diminished. Reflexes are 1+ with no gross motor deficits. Neurological: Cranial nerves are grossly intact. Skin: No lesions observed.
IMPRESSION:

1. COPD with chronic bronchitis and asthma.
2. Obstructive sleep apnea.
3. Hypertension.
4. Diabetes mellitus type II.
5. Exogenous obesity.
PLAN: The patient has been advised to get a complete pulmonary function study and CBC, complete metabolic profile, and IgE level. He was also advised to use a Ventolin inhaler two puffs q.i.d. p.r.n. Continue with these other mentioned medications including Lasix 40 mg a day, amlodipine 10 mg daily, losartan 100 mg daily, and Januvia 50 mg daily. He will continue with the CPAP at nights at 13 cm of water pressure. A followup visit to be arranged in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Michael Townsend, M.D.
