V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:
Canning, Douglas

DATE:
July 27, 2022

DOB:

08/09/1959

CHIEF COMPLAINT: History of COPD and recurrent bronchitis.

HISTORY OF PRESENT ILLNESS: This is a 63-year-old overweight male with a history of recurrent bronchitis. Also has a history for partial nephrectomy for renal cell cancer. The patient has hyperlipidemia, hypertension and has been treated for an acute episode of bronchitis for which he was hospitalized. The patient did improve after antibiotics and IV steroids and has had negative COVID test. Denied weight loss, night sweats, fevers or chills.

PAST MEDICAL HISTORY: History for hypertension, hyperlipidemia, history of chronic bronchitis, history for renal cell cancer status post partial right nephrectomy and he has had knee tendon repair and had chronic back pain, known hypertensive for over 10 years.

ALLERGIES: Penicillin and fish.

MEDICATIONS: Meloxicam 7.5 mg a day, amlodipine 10 mg daily, metoprolol 50 mg b.i.d, Advair HFA recently discontinued. Also on Trelegy Ellipta 100 mcg one puff daily, HCTZ 25 mg daily, oxycodone p.r.n., tamsulosin 0.4 mg h.s, and lisinopril 20 mg a day.

HABITS: The patient smoked two packs per day for 25 years but not presently.  Alcohol use none.

FAMILY HISTORY: Father died at young age of Hodgkin’s disease. Mother is in good health.

REVIEW OF SYSTEMS: The patient has no fatigue, fever and no weight loss. He has glaucoma and no cataracts. There are no urinary symptoms or frequency or hematuria and he has asthma, wheezing and cough. No abdominal pain. No nausea. No rectal bleeding or diarrhea. There is no anxiety and no depression. He has no easy bruising or joint pains. No seizures, headaches or memory loss. No skin rash and no itching. The patient has some chest and back pain. He has wheezing and cough and has sinus drainage and headaches, and glaucoma.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged male who is alert and in no acute distress. No pallor or icterus. No lymphadenopathy or peripheral edema. Skin turgor is good. Vital Signs: Blood pressure 127/80. Pulse 86. Respirations 18. Temperature 97.5. Weight is 214 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive.  Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with scattered wheezes throughout both lungs fields. Prolonged expirations. Heart: Heart sounds are regular 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. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD and chronic bronchitis with reactive airways.

2. Hypertension.

3. Hyperlipidemia.

4. Diabetes mellitus.

PLAN: The patient was advised to continue with Trelegy Ellipta 100 mcg one puff daily. A complete PFT and a CT chest are ordered and use a Ventolin rescue inhaler two puffs q.i.d. p.r.n. Advised to come back for a followup in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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cc:
John Chewning, D.O.
