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PATIENT:

Payton, Jessica

DATE:


February 8, 2022

DATE OF BIRTH:
12/30/1974

CHIEF COMPLAINT: Snoring, dizziness, and asthma.

HISTORY OF PRESENT ILLNESS: This is a 47-year-old overweight female who has been experiencing shortness of breath and episodes of choking at night. She has a history for load snoring and possibly apneic episodes. The patient states she has gained significant amount of weight over the past three to four months. She has some wheezing, chest tightness, and has a diagnosis of asthma since childhood. She uses an albuterol inhaler on a p.r.n. basis. She also has some postnasal drip and chest tightness. Denies any nausea, but has some reflux.

PAST MEDICAL HISTORY: The patient’s past history includes history of asthmatic attack since age 7 and history for vertigo. She has hyperlipidemia, hypothyroidism, history of depression, and obesity.

PAST SURGICAL HISTORY: Includes tubal ligation and eye surgery.

ALLERGIES: ZITHROMAX.

HABITS: The patient does not smoke and occasional alcohol use.

FAMILY HISTORY: Father illness unknown. Mother has a history of asthma and diabetes.

MEDICATIONS: Included meclizine 25 mg b.i.d. and fluoxetine 20 mg daily.

SYSTEM REVIEW: The patient had weight gain and fatigue. Denies double vision or glaucoma. She has vertigo. No hoarseness. No urinary frequency burning. She has asthmatic attacks, wheezing, cough, and apnea. She has no abdominal pains, heartburn, rectal bleed, or diarrhea. She has no chest or jaw pain. No palpitations or leg swelling. She has depression. She does have some joint pains, muscle stiffness, occasional headaches, and numbness of the extremities. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This obese middle-aged white female who is alert in no acute distress. Vital Signs: Blood pressure 120/70. Pulse 80. Respiration 16. Temperature 97.2. Weight 244 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No venous distention. Trachea is midline. No thyroid enlargement. Chest: Equal movements with distant breath sounds and wheezes were scattered bilaterally. Prolonged expiration. No crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant. No mass. No organomegaly. Bowel sounds are active. Extremities: Varicosities. No edema. No calf tenderness. Neurological: Reflexes are brisk with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Possible obstructive sleep apnea syndrome.

2. History of asthma.

3. Hypertension.

4. Exogenous obesity.

5. Vertigo.

PLAN: The patient was advised to get a polysomnographic study. Advised weight loss. Advised to get a PFT as well as chest CT. She will use the Ventolin HFA inhaler two puffs q.i.d. p.r.n. A followup visit here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
02/08/2022
T:
02/08/2022

cc:
Tamika Robertson, APRN

