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576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174
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    FAX (386) 672-6194


PATIENT:

Lewis, Raymond

DATE:


May 3, 2022

DATE OF BIRTH:
03/20/1939

Dear David:

Thank you, for sending Raymond Lewis, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 83-year-old male who has a history of COPD. He has been experiencing shortness of breath and wheezing. He uses a nebulizer with albuterol solution on a p.r.n. basis. The patient had a CT chest done on 4/22/22 and it showed stable changes of COPD and lobectomy with no evidence of metastatic disease. The patient has a prior history of lung CA status post right mid lobectomy that was done 20 years ago. He denies recent weight loss, fevers, chills, night sweats, or hemoptysis.

PAST MEDICAL HISTORY: The patient’s other past history includes history for GI bleeding with peptic ulcer disease, history of diabetes mellitus type II, history of myocardial infarct, and cardiac catheterization with stenting x2. He has hyperlipidemia. He had a right mid lung cancer and had right mid lobectomy. Also, he has hypothyroidism.

ALLERGIES: GRASS and CATS.

HABITS: The patient smoked four to five packs per day for 50 years and quit. No alcohol use though in the past he drank for many years.

FAMILY HISTORY: Father died of a heart attack. Mother also died of heart disease.

MEDICATIONS: Included glipizide 5 mg b.i.d., omeprazole 40 mg daily, Crestor 20 mg daily, Eliquis 5 mg b.i.d., lorazepam 1 mg b.i.d., and metformin 500 mg b.i.d.

SYSTEM REVIEW: The patient has fatigue. No recent weight loss. Denies cataracts or glaucoma. He has vertigo. No nosebleeds. He has no urinary frequency, burning, or flank pains. He has shortness of breath and wheezing. No chest pains. He has no abdominal pains or heartburn, but has diarrhea. Denies jaw pain or arm pain, but has some calf muscle pains. He has anxiety and has easy bruising. He has muscle aches. No seizures, headaches, or memory loss. No skin rash or itching.
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PHYSICAL EXAMINATION: General: This moderately overweight elderly white male who is alert, in no acute distress. No pallor, cyanosis, or lymphadenopathy. Skin turgor was good. Vital Signs: Blood pressure 130/70. Pulse 74. Respiration 20. Temperature 97.5. Weight 190 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery with few crackles at the right base. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft, protuberant, and benign with no masses. No organomegaly. Bowel sounds are active. Extremities: 1+ edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD and emphysema.

2. Diabetes mellitus.

3. History of non-small cell lung CA status post right mid lobectomy.

4. Hypertension.

5. Coronary artery disease status post stenting x2.

PLAN: The patient has been advised to use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. Also get a complete pulmonary function study with bronchodilator study and nocturnal oxygen saturation study was ordered to see if he qualifies for home oxygen. Also advised to come in for a followup approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
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