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:
Bishop, William

DATE OF BIRTH:
11/09/1942

AGE:
79

DATE:
February 18, 2022

Dear Monica:

Thank you for sending William Bishop for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 79-year-old male who has a long-standing history of smoking. He has been experiencing shortness of breath with exertion and also has a history of obstructive sleep apnea for which he uses a nasal CPAP setup. The patient is a known diabetic and hypertensive. He has gained weight. He also has some leg edema, but denies any calf muscle pains.
PAST MEDICAL / SURGICAL HISTORY: The patient’s past history has included history of diabetes mellitus and history of hypertension. He has also a history of hypertension, history of coronary artery disease status post CABG, and history of mild stroke with right-sided weakness. He had a tonsillectomy remotely, hernia repair, and periumbilical area. He had a palato-uvuloplasty and resections of the epiglottis for obstructive sleep apnea.
HABITS: The patient smoked for 25 years about two to three packs per day and then quit. Occasional alcohol use.

FAMILY HISTORY: Father died of heart disease. Mother died of old age. One brother had heart disease.

ALLERGIES: None listed.

MEDICATIONS: Isordil 30 mg daily, amlodipine 2.5 mg a day, Plavix 75 mg daily, glimepiride 2 mg a day, aspirin one daily, finasteride 5 mg daily, Singulair 10 mg a day, metoprolol 50 mg b.i.d., Protonix 40 mg daily, and azelastine nasal spray to each nostril as well as fluticasone nasal spray two sprays in each nostril.

SYSTEM REVIEW: The patient has no fatigue, fever, or weight loss. He has shortness of breath and some wheezing, but no chest pains or hemoptysis. He denies any cataracts or glaucoma. He has some vertigo and hoarseness. No nosebleeds. He has no urinary frequency or hematuria. Denies hay fever. He has no abdominal pain, nausea, vomiting, or diarrhea. He has occasional chest pains. No arm pain or calf muscle pain. No depression or anxiety. No joint pains or muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This obese elderly male is alert, in no acute distress. No pallor or cyanosis. No icterus, but has mild edema. Vital Signs: Blood pressure 130/80. Pulse 92. Respiration 16. Temperature 97.5. Weight 223 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery and scattered wheezes bilaterally. Prolonged expiration. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: Mild edema with diminished peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Probable COPD and recurrent bronchitis.
2. Hypertension.

3. History of coronary artery disease.

4. Diabetes mellitus.

5. Obstructive sleep apnea.

6. Hypertension.

PLAN: The patient has been advised to get a complete pulmonary function study. He was given a Ventolin inhaler two puffs q.i.d. p.r.n. Also advised to continue with present medications. CT chest was reviewed, which showed mild emphysema and subpleural reticulation suggesting mild pulmonary fibrosis. We would get copies of his old CT to compare to look for any progression of interstitial disease. Also, advised to come in for a followup here in approximately six weeks. He was given a Ventolin HFA inhaler two puffs p.r.n.

Thank you for this consultation.

V. John D'Souza, M.D.
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cc:
Monica Cantu, M.D.

