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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:

Minnick, Charles

DATE:

October 10, 2022

DATE OF BIRTH:
11/21/1942

Dear Monica:

Thank you, for sending Charles Minnick, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 79-year-old white male who has recently been evaluated for severe dizziness and near syncopal episode. Apparently, he had a CT of the brain and was also sent for a screening chest CT, which showed no evidence of lung nodule. The patient does have a prior history of smoking for over 50 years. He has some shortness of breath with exertion, but denies any chest pains, fevers, or chills. He has been seen by the neurologist and further neuro workup is pending.

PAST MEDICAL HISTORY: The patient’s past history has included history of hyperlipidemia and hypothyroidism. He also has a history of hernia repair. He has had multiple renal stones with lithotripsy. He also had left knee replacement surgery. He had gouty attacks but not recently.

HABITS: The patient smoked one pack per day for 55 years and quit. He drinks alcohol moderately. He plays golf regularly.

ALLERGIES: PENICILLIN and SULFA.

FAMILY HISTORY: Father died of kidney failure at age 97. Mother died of dementia at age 91.

MEDICATIONS: Allopurinol 300 mg daily, Synthroid 75 mcg daily, Myrbetriq 25 mg a day, Crestor 10 mg daily, tamsulosin 0.4 mg daily, and Silodosin 4 mg daily.

SYSTEM REVIEW: The patient denies fatigue or weight loss. No double vision or cataracts. He has vertigo. No nosebleeds. No hoarseness. He has wheezing and shortness of breath. He has no urinary frequency, flank pains, or back pain. He has no abdominal pains, nausea, vomiting, or diarrhea. No chest pain. No calf muscle pains. No depression or anxiety. He has easy bruising. Denies bleeding gums. He has some joint pains and muscle aches. No seizures, headaches, or memory loss. No skin rash.

PATIENT:

Minnick, Charles

DATE:

October 10, 2022

Page:
2

PHYSICAL EXAMINATION: General: This is a moderately obese elderly male who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 130/80. Pulse 84. Respiration 16. Temperature 97.8. Weight 244 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is injected. Neck: Supple. No venous distention. Trachea is midline. No thyroid enlargement. Chest: Equal movements with diminished excursions and breath sounds were diminished at the periphery with scattered wheezes in the upper lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Rectal exam is deferred. Skin: No lesions.

IMPRESSION:
1. COPD with emphysema.

2. Possible obstructive sleep apnea.

3. Hyperlipidemia.

4. Gout.

5. Hypothyroidism.

PLAN: The patient will get a complete pulmonary function study. Advised to have a polysomnographic study. Also, advised to use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. A followup visit to be arranged in three weeks at which time I will make an addendum. He was advised to lose weight and go for regular exercises. We will make an addendum report in four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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