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:

Hollo, Timothy

DATE:


October 28, 2022

DATE OF BIRTH:
02/02/1980

Dear Luther:

Thank you, for sending Timothy Hollo, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 42-year-old overweight male with a past history of obstructive sleep apnea. He has previously been on a CPAP setup at night at 18 cm water pressure. The patient states he has used CPAP for over 15 years and we do not have a copy of his polysomnograph, but states that he is unable to use his previous CPAP machine and needs a new setup. He does have snoring. He has apneic episode and daytime sleepiness. He has lost weight recently. He has had no chest pain. Denies leg swelling or calf muscle pain.

PAST MEDICAL HISTORY: The patient’s past history includes history of depression, hypertension, and history of diabetes mellitus. Denies surgery.

ALLERGIES: No significant drug allergies.

FAMILY HISTORY: Father has a history of diabetes. Mother has hypertension.

HABITS: The patient smoked four to five cigarettes per day for one and half years and then quit. Alcohol use moderate weekly.

MEDICATIONS: Atorvastatin 10 mg daily, Trulicity injection 1 mg a week, sertraline 25 mg a day, aripiprazole 1 mg daily and metformin 500 mg b.i.d., and Micardis 25 mg a day.

SYSTEM REVIEW: The patient has fatigue. No weight loss. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary symptoms, flank pains, or dysuria. He has hay fever. No wheezing or persistent cough. He has no abdominal pains. No heartburn. No black stools. He has anxiety with depression. He has no bruising. Denies enlarged glands. No joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is a moderately overweight middle-aged white male who is alert in no acute distress. No pallor or cyanosis. No icterus, clubbing, or peripheral edema. Vital Signs: Blood pressure 140/80. Pulse 90. Respiration 22. Temperature 97.5. Weight 250 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements and diminished breath sounds at the bases with clear 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: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. Diabetes mellitus.

3. Hypertension.

4. Obesity.

PLAN: The patient has been advised to get a polysomnographic study and a CPAP setup at night. A chest x-ray was ordered. A copy of his previous sleep study will be obtained. He will try to lose weight. Come in for a followup visit here in six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
10/28/2022
T:
10/28/2022

cc:
Luther St. James, M.D.

