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


PATIENT:
Obal, Phillip

DATE OF BIRTH:
08/06/1957

DATE:
June 1, 2022

Dear Dale:

Thank you for sending Phillip Obal for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 64-year-old male who has a history of cough, mild hemoptysis, wheezing, and shortness of breath. He was recently sent for a chest CT which demonstrated diffuse interstitial changes with interlobular septal thickening in both lung fields. There was also mild vascular prominence with a ground glass opacity. A CT chest was compared to previous CT done on May 10, 2022, which showed no pulmonary emboli but had basilar atelectasis without mass or infiltrate and a 6 mm right lower lobe lung nodule. The patient presently brings up a little whitish mucus, but denies fevers, night sweats, chills, or recent weight loss.

PAST MEDICAL / SURGICAL HISTORY: The patient’s past history includes history of cardiac catheterization and stenting for coronary artery disease and history of cholecystectomy. He also had a vasectomy several years ago. Bilateral hernia repair surgery was done. He has a history of hypertension for more than five years.

ALLERGIES: None listed.

HABITS: The patient does not smoke. Denies significant alcohol use.

FAMILY HISTORY: Father died of congestive heart failure and had a pacemaker. Mother died of leukemia.

MEDICATIONS: Ranexa 500 mg t.i.d., levothyroxine 50 mcg a day, atorvastatin 10 mg every other day, and valsartan 80 mg daily.

SYSTEM REVIEW: The patient denies fatigue or fever. Denies glaucoma or cataracts. He has no hoarseness or nosebleeds. He has no hay fever or asthma. 
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No urinary symptoms, flank pains, or hematuria. He had some shortness of breath, wheezing, cough, and mild hemoptysis. He has heartburn. No abdominal pains. No nausea or vomiting. He has no anxiety or depression. Denies chest or jaw pain. No calf muscle pain. He has palpitations. He has easy bruising. He has joint pains and muscle stiffness. He has no seizure, headaches, or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a moderately overweight middle-aged white male who is alert, in no acute distress. No pallor, cyanosis, icterus, or lymphadenopathy. Vital Signs: Blood pressure 138/80. Pulse 96. Respiration 20. Temperature 97.5. Weight 217 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No venous distention. Trachea midline. No thyroid enlargement. Chest: Equal movements with scattered wheezes in the upper lung fields. No crackles on either side. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. 
Extremities: No edema or lesions. No calf tenderness. Neurologic: Reflexes are 1+. No gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Dyspnea, etiology undetermined.

2. Mild interstitial lung disease and right lung nodule.

3. Coronary artery disease status post stenting.

4. Hypertension.

PLAN: The patient will get a CBC and IgE level. Also advised to get a followup chest CT in three months. We will get a complete pulmonary function study next week. Ventolin inhaler two puffs q.i.d. p.r.n. was added. A followup visit will be arranged here in six weeks.
Thank you for this consultation.

V. John D'Souza, M.D.
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