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:
Messina, Raylene
DATE OF BIRTH:
11/11/1948
DATE:
April 5, 2022

Dear Jose:

Thank you for sending Raylene Messina for pulmonary evaluation.

CHIEF COMPLAINT: History of COPD and non-small cell lung cancer.
HISTORY OF PRESENT ILLNESS: This is a 73-year-old female who has a prior history of smoking, was diagnosed to have non-small cell right lung CA for which she underwent a right lower lobectomy in March 2020. The patient had stage 1A disease and has required no further treatment and did not receive any radiation or chemotherapy. She was a smoker for over 40 years and does have an occasional cough, but denies shortness of breath. Denies wheezing. No significant sputum production. She has gained some weight. Denies leg swelling.
PAST MEDICAL / SURGICAL HISTORY: The patient’s past history includes a history of fibroids of the left breast status post resection x 4, also a hysterectomy as well as cataract surgery, cystocele-rectocele repair in the past. She had a melanoma removed from the right shoulder in 2018 and right lower lobectomy done in March 2020. She had a cholecystectomy in September 2021.

HABITS: The patient smoked one pack per day for 45 years, quit in 2019. She drinks alcohol moderately.
ALLERGIES: No drug allergies.
MEDICATIONS: Med list included amlodipine 5 mg a day, ezetimibe 10 mg daily, gabapentin 600 mg h.s., ropinirole 2 mg h.s., Carafate 1 g b.i.d., pravastatin 10 mg a day, metoprolol 50 mg daily, and omeprazole 40 mg a day.
FAMILY HISTORY: Father died of cirrhosis and lung cancer and mother died of strokes and heart attacks.
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SYSTEM REVIEW: The patient has no fatigue or fever. She has cataracts. No glaucoma. No vertigo or hoarseness. She has urinary frequency and hematuria. She has no hay fever, but has occasional cough and wheezing. She has reflux symptoms. No nausea or vomiting and is constipated. She has no chest or jaw pain. She does have leg swelling. No anxiety. She denies muscle aches and joint pains. She has headaches. No numbness of the extremities. No blackouts. No skin rash.

PHYSICAL EXAMINATION: This averagely built elderly female is alert in no acute distress. No pallor, clubbing or cyanosis. Vital signs: Blood pressure 120/70. Pulse 76. Respirations 16. Temperature 97.2. Weight 137 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae clear. Throat is mildly injected. Ears: No inflammation. Neck: No bruits. No lymphadenopathy. Chest: Distant breath sounds with occasional wheezes in the upper chest. No crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Neurological: Cranial nerves are grossly intact. Skin: No lesions.
IMPRESSION:

1. COPD and emphysema.

2. Non-small cell lung cancer (adenocarcinoma right lung).

3. Status post right lower lobectomy.

4. Hypertension.

PLAN: The patient has been advised to get a CT chest and a complete pulmonary function study and also go on a Ventolin HFA inhaler two puffs q.i.d. p.r.n. She will continue with the other mentioned medications above and advised to come in for a followup in approximately four weeks

Thank you for this consultation.

V. John D'Souza, M.D.
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