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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:

Pinamonti, Raymond

DATE:

October 24, 2022

DATE OF BIRTH:
07/25/1959

CHIEF COMPLAINT: Dizziness and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 63-year-old male who recently had an episode of severe dizziness while playing pickle ball. He was seen in the emergency room and worked up for possible acute cardiac event. The patient does have a history of hypertension. He has had occasional chest pains, but his complete cardiac workup was negative for any acute coronary syndrome. The patient however did have some wheezing. He did have a chest CTA, which showed no pulmonary embolus but showed a tiny nodule in the left lower lobe 5 mm, which was previously present and also evidence for centrilobular emphysema and prominent mediastinal nodes which maybe reactive. He has not been on any specific therapy for chronic lung disease. Denies shortness of breath upon exertion.

PAST MEDICAL HISTORY: The patient’s other past history is not significant for any surgery. He has hypertension and mild COPD.

HABITS: The patient smoked pack per day for over 50 years and does not drink alcohol.

FAMILY HISTORY: Mother died of dementia. Father died of aortic aneurysm at age 78.

ALLERGIES: None listed.

MEDICATIONS: Amlodipine 5 mg daily and tadalafil 10 mg daily.

SYSTEM REVIEW: The patient denies recent weight loss. Denies glaucoma or cataracts. He has no vertigo or hoarseness. He has wheezing and some shortness of breath. Denies abdominal pains, nausea, vomiting, or diarrhea. Denies any chest or jaw pain, but had arm pain, palpitations, and leg swelling. He has no urinary frequency or flank pains. He has no depression or anxiety. He has joint pains and muscle aches. Denies headache, seizures, or memory loss. No skin rash. He does have some itchiness of the skin and some skin rash.
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PHYSICAL EXAMINATION: General: This is a middle-aged overweight white male who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/75. Pulse 82. Respiration 20. Temperature 97.8. Weight 184 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery with occasional wheezes scattered 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: Minimal edema with no calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Mild COPD.

2. Hypertension.

3. Possible obstructive sleep apnea.

4. Left lower lung nodule probable granuloma.

PLAN: The patient has been advised to get a pulmonary function study with bronchodilator studies and also use a Ventolin HFA inhaler two puffs t.i.d. p.r.n. A polysomnographic study will be obtained. His lung nodule was observed in the left lower lobe almost three years ago. A followup chest CT can be obtained in one year. A followup visit will be arranged here in approximately one month.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/VV
D:
10/24/2022
T:
10/24/2022

cc:
Sabine Nguyen, D.O.

