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:

Schanbacher, Sherry

DATE:

September 26, 2022

DATE OF BIRTH:
05/11/1969

CHIEF COMPLAINT: Shortness of breath and snoring.

HISTORY OF PRESENT ILLNESS: This is a 53-year-old female who has had two episodes of near syncope. She has been snoring. She has had chest tightness and palpitations. The patient had some postnasal drip and occasional cough, but denies any chest pain. Denies night sweats, fevers, or chills. She had no recent chest x-ray or CAT scan done. She does use albuterol inhaler as needed. The patient has had no recent weight gain. Denies any leg or calf muscle pains.

PAST MEDICAL HISTORY: The patient’s past history has included history for hysterectomy and history for cholecystectomy. She also had ventral hernia and umbilical hernia repair. She had right shoulder surgery and fractured left arm with ORIF and also TMJ on both sides of the jaw. She has had breast augmentation surgery, tummy tuck surgery, and had extraction of thrombi. The patient was treated for diverticulitis. Denies previous history of pneumonia. She has lost weight up to 150 pounds by using a keto diet.

ALLERGIES: MORPHINE and GABAPENTIN.

HABITS: The patient smoked half to one pack per day for over 30 years and drinks alcohol occasionally.

FAMILY HISTORY: Both parents are alive and in good health. Mother has rheumatoid arthritis.

MEDICATIONS: Adderall 10 to 15 mg daily, trazodone 75 mg h.s., lisinopril 20 mg a day, and bupropion 125 mg a day.

SYSTEM REVIEW: The patient has wheezing and shortness of breath. No abdominal pains. She has heartburn. She has had cataracts. She also has bruising and enlarged glands. She has joint pains and muscle stiffness. She has jaw pain. Denies nausea or reflux. She has anxiety attacks. She has hay fever and eczema.
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PHYSICAL EXAMINATION: General: This is a middle-aged averagely built white female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 104/60. Pulse 80. Respiration 16. Temperature 97.8. Weight 135 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected, Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery and scattered wheezes throughout both lung fields. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Revealed no edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Reactive airways disease.

2. Obstructive sleep apnea.

3. ADD.

4. Hypertension.

5. Anxiety.

PLAN: The patient was advised to get a complete pulmonary function study and CT chest with contrast. Advised to use the Ventolin inhaler two puffs q.i.d. p.r.n. Continue with the other mentioned medications. Follow up visit to be arranged here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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