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    FAX (386) 672-6194


PATIENT:

Charles, Albert
DATE:

April 13, 2022
DATE OF BIRTH:
12/31/1942
CHIEF COMPLAINT: History of COPD and shortness of breath.
HISTORY OF PRESENT ILLNESS: This is a 78-year-old male who has a past history of asthma and COPD has been on Symbicort inhaler as well as Incruse and has been experiencing dyspnea with activity. The patient also has obstructive sleep apnea and has been on auto-PAP setup at 10 to 20 cm water since 2019. His sleep study in March 2019 showed severe obstructive sleep apnea with AHI of 94.5. He has been overweight and does have some leg edema.
PAST MEDICAL HISTORY: The patient’s past history has included history of COPD, asthma, history of shoulder surgery, surgery on his finger of the left hand, history of obstructive sleep apnea, bilateral cataract surgery, TURP, left hip replacement surgery, right arm surgery and tonsillectomy.

HABITS: The patient does not smoke, but did smoke one pack every two days for over 25 years and drank alcohol in the past, but not recently.
ALLERGIES: NEOSPORIN.
MEDICATIONS: Lasix 20 mg daily, gabapentin 600 mg b.i.d., lisinopril 40 mg a day; Symbicort 160/4.5 mcg two puffs b.i.d., Incruse Ellipta 62.5 mcg one puff a day, aspirin one daily, tamsulosin 0.4 mg daily, lisinopril 40 mg a day and albuterol inhaler two puffs p.r.n.

FAMILY HISTORY: Mother died of cancer and father died of a stroke.

SYSTEM REVIEW: The patient has generalized weakness, bilateral foot drops, numbness of the extremities, muscle aches, and joint pains. He has no abdominal pains, but has heartburn. He has occasional chest and arm pains. He has shortness of breath and wheezing. He has no urinary symptoms or flank pains. He has dizzy attacks. Denies glaucoma or cataracts. No fatigue. He does have easy bruising. Denies depression or anxiety 
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PHYSICAL EXAMINATION: This moderately overweight elderly white male who is alert and pale, but no acute distress. Vital signs: Blood pressure 130/70. Pulse 72. Respirations 16. Temperature 97.6. Weight 250 pounds. Saturation 93%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat was injected. He has no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished breath sounds with the periphery. Coarse wheezes were scattered bilaterally. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Obese and protuberant without masses. No organomegaly. The 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. Obstructive sleep apnea.
2. Asthma with chronic bronchitis.
3. Hypertension.
4. Peripheral neuropathy.
5. Depression and anxiety.
6. Obstructive sleep apnea.
PLAN: The patient has been advised to get a CT chest and a complete pulmonary function study. He will continue Incruse Ellipta one puff daily, Symbicort 160/4.5 mcg two puffs b.i.d. and copy of his old CAT scan will be requested and a followup visit to be arranged here in approximately four weeks.

Thank you, for this consultation.
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