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:

Frenger, Harold

DATE:


March 1, 2022

DATE OF BIRTH:
06/14/1948

CHIEF COMPLAINT: Shortness of breath and history of COVID-19 pneumonia.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old male who was admitted to Advent Hospital in DeLand for shortness of breath and was treated for pneumonia due to COVID-19 infection and respiratory failure. The patient was placed on high flow oxygen as well as BiPAP and apparently received IV antibiotic and IV steroids including dexamethasone. He improved over a period of three weeks and subsequently discharged off oxygen. He is presently home but has some shortness of breath with exertion. Denies chest pain, cough, or wheezing.

PAST MEDICAL HISTORY: The patient’s past history includes history for total knee replacement on the left and also had right knee surgery. He had amputation of the left middle finger of the hand in 1993. He had previously repaired middle finger of the left hand in 1987. He has history of hypertension for over 10 years and has COPD.

HABITS: The patient smoked three packs per day for about two years. Alcohol use none. He was a truck driver.

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

MEDICATIONS: Included lisinopril 20/12.5 mg b.i.d., metoprolol 25 mg b.i.d., atorvastatin 40 mg daily, and one aspirin daily.

ALLERGIES: None listed.

SYSTEM REVIEW: The patient had weight loss and fatigue. He has double vision. No cataracts. Denies vertigo, hoarseness, or nosebleeds. He has shortness of breath. No wheezing. He has urinary frequency and nighttime awakening. He has no abdominal pains, heartburn, or constipation. Denies chest or jaw pain or palpitations. No leg swelling. No depression or anxiety. No bruising. No joint pains or muscle aches. No seizures, headaches, or memory loss.

PATIENT:

Frenger, Harold

DATE:


March 1, 2022

Page:
2

PHYSICAL EXAMINATION: General: This moderately overweight elderly white male who is alert in no acute distress. No pallor, cyanosis, or clubbing. No edema. Vital Signs: Blood pressure 130/75. Pulse 80. Respiration 16. Temperature 97.2. Weight 215 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery with scattered wheezes in the upper chest. 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: No edema. No calf tenderness. Neurological: Reflexes are brisk with no gross motor deficits. Cranial nerves are grossly intact. Rectal exam is deferred. Skin: No lesions noted.

IMPRESSION:
1. COVID-19 pneumonia resolved.

2. Dyspnea due to possible underling interstitial lung disease.

3. Hypertension.

4. Exogenous obesity.

5. Degenerative arthritis.

PLAN: The patient has been advised to get a CT chest, CBC, CMP, TSH, and complete pulmonary function study with bronchodilator study. A copy of his previous x-rays, CAT scan, labs, and EKG will be requested from Advent Hospital. The patient was advised to use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. We will also come back for a followup visit here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
03/01/2022
T:
03/01/2022

cc:
Chet Anthony, D.O. from Astor

