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ORMOND BEACH, FLORIDA 32174
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PATIENT:

Bender, Robert

DATE:


June 16, 2022

DATE OF BIRTH:
03/12/1937

Dear Ashraf:

Thank you, for sending Robert Bender, for evaluation.

HISTORY OF PRESENT ILLNESS: This is an 85-year-old white male who has past history of hypertension, obstructive sleep apnea, and hyperlipidemia. He has been experiencing shortness of breath with minimal activity. He has generalized weakness as well as leg swelling. The patient does not use any CPAP mask and states that he is unable to tolerate any CPAP. He has no cough or wheezing, but he is short of breath. Denies chest pains, hemoptysis, or fevers.

PAST MEDICAL HISTORY: The patient’s past history includes history of hyperlipidemia, obstructive sleep apnea, hypertension, coronary artery disease, and chronic kidney disease stage III. He also has peripheral neuropathy, history for diverticulitis, and mitral valve prolapse.

PAST SURGICAL HISTORY: Splenectomy in 1968, cholecystectomy in 1988, CABG x1 with mitral valve repair, physio valve ring and loop recorder insertion.

HABITS: The patient smoked one pack per day for 35 years and quit in 1961. No alcohol use.

FAMILY HISTORY: Father died of heart disease. Mother died of a stroke.

ALLERGIES: POLLEN and WHEAT.

SYSTEM REVIEW: The patient has fatigue. No weight loss. He has no double vision or cataracts. He has no vertigo, hoarseness, or nosebleeds. No urinary frequency or hematuria. He has asthmatic symptoms, hay fever, persistent cough, and some wheezing. He has heartburn. No abdominal pains or constipation. No chest pain, arm pain, or calf muscle pains. No anxiety. No depression. He has no easy bruising. He has muscle aches. No joint pains. He has no seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This elderly averagely built white male who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 125/70. Pulse 55. Respiration 16. Temperature 97.8. Weight 170 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 diminished excursions and wheezes were scattered throughout both lung fields with no definite crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and obese without masses. No organomegaly or tenderness. Bowel sounds are active. Extremities: 1+ edema with diminished peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Dry. No skin lesions observed.

IMPRESSION:
1. Obstructive sleep apnea.

2. Hypertension.

3. Peripheral neuropathy.

4. History of coronary artery disease status post CABG.

5. Sick sinus syndrome.

6. History of mitral valve repair.

7. COPD.

PLAN: The patient will be advised to get a CT chest without contrast and a complete pulmonary function study. Also, advised to use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. He will come back for a followup in four weeks at which time I will make an addendum.

Thank you, for this consultation.
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