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:

Patel, Chandrakant
DATE:

September 7, 2022
DATE OF BIRTH:
06/01/1956
CHIEF COMPLAINT: Shortness of breath and history of encephalopathy.
HISTORY OF PRESENT ILLNESS: This is a 66-year-old male who had an episode of COVID-19 pneumonia in August 2021, has a prior history of dementia and progressive supranuclear ophthalmoplegia. The patient has a prior of hypertension and strokes and has been living at the nursing home and receiving rehab.  He has trouble walking and has generalized weakness, gait instability and muscle wasting and has significant cognitive deficits and unable to communicate. The history is mostly obtained from the chart that was available from the nursing home. The patient at this time denies chest pains and he is not short of breath and is on room air with a saturation of 99%. Most recent chest x-ray is unavailable for review. A sinus CT from 2019 showed bilateral maxillary sinusitis.

PAST MEDICAL HISTORY: The patient’s past history includes history of encephalopathy, generalized muscle weakness, trouble ambulating, and cough with shortness of breath with activity. There is no history of fevers or chills. There is a history of hypertension and history of diabetes mellitus type II.

PAST SURGICAL HISTORY: Unknown.

ALLERGIES: No known drug allergies were listed.

MEDICATIONS: Med list included escitalopram 10 mg a day, Flonase nasal spray two sprays in each nostril daily, metformin 500 mg b.i.d., metoprolol 100 mg daily, Protonix 40 mg a day, Sinemet 25/100 mg b.i.d., trazodone 50 mg h.s., Lipitor 20 mg daily, aspirin one daily, and Aricept 10 mg h.s.

HABITS: The patient is a nonsmoker. No significant alcohol use.

FAMILY HISTORY: Noncontributory.

SYSTEM REVIEW: Unable to obtain.
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PHYSICAL EXAMINATION: This averagely built elderly male is awake and in no acute distress. He is somewhat confused, unable to provide any meaningful details and does not interact to any commands or questions except that random by nodding his head. Vital Signs: Blood pressure 120/70. Pulse 102. Respirations 20. Temperature 97.8. Weight 167 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is mildly injected. He has no inflammation. Neck: Supple. No bruits. No venous distention. No thyromegaly. Chest: Distant breath sounds with occasional crackles the right lung base. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant. No masses. No organomegaly. Bowel sounds are active. Extremities: Muscle wasting. Mild peripheral edema. Reflexes are diminished. There are no gross motor deficits. Neurological: Cranial nerves are grossly intact. Skin: Dry and warm.

IMPRESSION:

1. History of dementia and generalized muscle weakness.
2. History of hypertension.
3. Diabetes mellitus.
4. History of COVID-19.
5. Possible atelectasis.
PLAN: The patient has been sent for a chest CT and a complete blood count and CMP.  We will start him on albuterol inhaler two puffs q.i.d. p.r.n. The patient’s O2 sats are adequate on room air and he does not seem to have any respiratory distress at this time, but an albuterol inhaler p.r.n. will be added. A followup visit to be arranged here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
09/07/2022
T:
09/07/2022
cc:
Antonio Portilla-Cintron, M.D.
Husam Eddin, M.D., Grand Oaks Health and Rehabilitation
