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PATIENT:
Zedar, Frank

DATE OF BIRTH:
09/02/1945

DATE:
February 22, 2022

CHIEF COMPLAINT: Shortness of breath, history of coronary artery disease, and pulmonary hypertension.

HISTORY OF PRESENT ILLNESS: This is a 76-year-old male who has history of coronary artery disease status post CABG 13 years ago. He has been experiencing some shortness of breath with chest tightness. The patient went for a nuclear stress test, which apparently was positive for ischemic changes and further evaluation was suggested. He also had a 2D echocardiogram and cardiac evaluation. Apparently, he was found to have pulmonary hypertension but the 2D echo report is not available. The patient has not had any right heart catheterization.

PAST MEDICAL HISTORY: The patient’s past history includes history for cholecystectomy in November 2021. He also had a knee replacement on the right side in 2017, hip replacement in 2008, and three-hernia surgery in 2000 through 2001.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died of dementia. Mother died of cerebral hemorrhage.

HABITS: The patient smoked about five cigarettes a day for 10 years and then quit. Alcohol use moderate.

MEDICATIONS: Atenolol 50 mg b.i.d., aspirin one daily, Xarelto 20 mg daily, BuSpar 5 mg b.i.d., sertraline 50 mg h.s., and atorvastatin 80 mg h.s.

SYSTEM REVIEW: The patient has fatigue. No weight loss. No double vision or cataracts. No hoarseness or nosebleeds. He has urinary frequency and nighttime awakening. He has shortness of breath and coughing spells. He has abdominal pains, heartburn, and diarrhea. Denies chest or jaw pain, calf muscle pains, or palpitations. He has anxiety. No easy bruising. No joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is an elderly white male who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 138/70. Pulse 56. Respiration 16. Temperature 97.2. Weight 200 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Ears, no inflammation. Neck: Supple. No venous distention. Trachea midline. No thyroid enlargement. Chest: Equal movements with diminished breath sounds at the periphery. No crackles on either side. 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 lesions. He has mild edema. No calf tenderness. 
Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Pulmonary hypertension.

2. Coronary artery disease.

3. Osteoarthritis.

4. Hyperglycemia.

5. Probable obstructive lung disease.

6. Hypertension.

PLAN: The patient will get a CT chest with contrast, complete pulmonary function study, CBC, complete metabolic profile, and ANA. Ventolin inhaler two puffs q.i.d. p.r.n. was added. He was advised to come back for a followup in six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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