


June 14, 2022

Re:
Green, Bruce

DOB:
08/30/1965

Bruce Green was seen for evaluation of possible hyperthyroidism.
He gives a history of fatigue, shakes and anxiety and depression and has had intermittent heart rate with decreased weight and appetite. He appears to sleep okay.

Past History: Notable for anxiety, depression and kidney stones.

Family History: His father had what appeared to be hypothyroidism.

Social History: He is an engineer in electronics. He smokes about half a pack cigarettes per day. Does not drink alcohol.

Current Medications: Paxil 10 mg daily and Xanax 0.25 mg as needed.

General review was unremarkable for 12 systems evaluated.

On examination, blood pressure 126/72, weight 164 pounds and BMI 24.1. Thyroid gland was not palpable. There were no abnormal lymph nodes or masses palpable in the neck. The heart sounds were normal. The lungs were clear. The peripheral examination was grossly intact.

I reviewed recent results of an ultrasound of his thyroid gland, which showed what appeared to be normal size gland with possible multinodular changes. Chemical lab tests had shown an elevated serum calcium to 10.7 with a normal PTH at 22.6 and a normal 24-hour urinary calcium excretion.

IMPRESSION: Previous mild thyroid dysfunction with a recent normal TSH of 0.57. He also has hypercalcemia of unknown etiology and anxiety.

I plan to check a serum and urine electrophoresis for further evaluation of his hypercalcemia.

Anthony J. Kilbane, M.D., F.A.C.E.

Endocrinologist
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