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PATIENT:
Sanchez, Daniel

DATE OF BIRTH:
07/07/1941

DATE:
March 22, 2022

Dear Yu:

Thank you for sending Daniel Sanchez for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 80-year-old male who has a past history of COPD and history of chronic bronchitis as well as hypertension. He had a non-small cell lung cancer resected more than five years ago. The patient has been coughing and bringing up foamy white mucus. He complains of pain along the right ribcage at the site of previous right lower lobectomy for lung cancer. He denied any fevers or night sweats, but had some yellow sputum.

PAST MEDICAL / SURGICAL HISTORY: The patient’s past history includes history of COPD and chronic bronchitis and a history of hyperlipidemia and hypertension. He has had chronic atrial fibrillation. He also had lumbar disc surgery x 4. He has a history of sciatica and prior history of pneumonia. He had a right lower lobectomy for adenocarcinoma of the right lung in 2016.

ALLERGIES: No known drug allergies.

MEDICATIONS: Eliquis 5 mg b.i.d., Trelegy Ellipta 100 mcg one puff daily, metoprolol 25 mg daily, and Ventolin inhaler two puffs p.r.n.

HABITS: The patient smoked two packs per day for 30 years and then quit. Alcohol use is occasional.

FAMILY HISTORY: Mother died of a stroke. Father died of stomach cancer.

SYSTEM REVIEW: The patient denies weight loss, but has some fatigue. He has no glaucoma or cataracts. He has no vertigo or hoarseness. He has some urinary frequency and nighttime awakening. He has wheezing, coughing spells, and chest congestion.
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He also has right chest pain, heartburn, and abdominal discomfort. Denies diarrhea or constipation. He has no calf muscle pains or palpitations, but has some leg swelling. He has no anxiety or depression. The patient has no headaches, seizures, or numbness of the extremities, but has back pain and some joint pains.

PHYSICAL EXAMINATION: General: This averagely built elderly white male is alert and pale, but in no acute distress. Vital Signs: Blood pressure 130/80. Pulse 88. Respiration 16. Temperature 97.2. Weight 205 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears: No inflammation. Neck: Supple. No bruits. No venous distention or thyromegaly. Chest: Equal movements with percussion note resonant throughout. Breath sounds diminished to the periphery. Scattered wheezes heard throughout both lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3 gallop. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Decreased peripheral pulses. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD and emphysema with chronic bronchitis.

2. History of non-small cell lung cancer (adenocarcinoma status post right lower lobectomy).

3. Atrial fibrillation chronic.

4. Lumbar disc disease with sciatica.

PLAN: The patient has been advised to get a complete pulmonary function study and CT chest without contrast. He will also use a ProAir inhaler two puffs q.i.d. p.r.n. Advised to go on Zithromax 500 mg daily x 5 days for exacerbation of COPD. Advised to come in for a followup here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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