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PATIENT:

Greene, Robert
DATE:

November 2, 2022
DATE OF BIRTH:
09/26/1952
Dear Mini:
Thank you for sending Robert Greene for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 70-year-old male who has a history of shortness of breath, tightness in his chest and has a prior history of hypertension. The patient denies cough, weight loss, but has some shortness of breath with exertion and has been treated for pneumonia in the past. His most recent chest x-ray was almost a year ago. The patient has not lost any weight. Denies any fevers, night sweats, or chills. Denied any nausea, vomiting, or reflux symptoms.

PAST MEDICAL HISTORY: The patient’s past history includes history of pneumonia x2 in 2017 and 2019, history of diaphragmatic eventration with atelectasis, he has hypertension since three years, and also has possible obstructive sleep apnea.

HABITS: The patient denies smoking and no history of alcohol use.
ALLERGIES: CATS.
MEDICATIONS: Med list included amlodipine 2.5 mg daily.
FAMILY HISTORY: Mother died of Alzheimer’s and father died of a stroke.
SYSTEM REVIEW: The patient had fatigue. No weight loss and no cataracts. Denies vertigo, hoarseness or nosebleeds. He has no urinary frequency or flank pains. He has shortness of breath and occasional cough. No abdominal pains. No heartburn. He has diarrhea. Denies any chest, arm pain, or palpitations. No leg swelling. No depression or anxiety. No easy bruising. No joint pains or muscle aches. No seizures, headaches or memory loss. No skin rash.
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PHYSICAL EXAMINATION: This elderly white male who is moderately overweight, but no acute distress. Vital Signs: Blood pressure 130/80. Pulse 68. Respirations 20. Temperature 97.5. Weight 240 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa erythematous. Throat was clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds in the periphery with occasional wheezes. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Neurological: Cranial nerves are grossly intact. Skin: No lesions noted.
IMPRESSION:
1. Chronic dyspnea with reactive airways disease.

2. Possible obstructive sleep apnea.

3. History of hypertension.

4. Exogenous obesity.

PLAN: The patient has been advised to get a CBC, CMP, and IgE level, also advised to get a complete pulmonary function study and a CT chest with IV contrast. He was also advised to get a cardiac evaluation with a stress test since he has chest pressure and advised to get a polysomnographic study at a later date. A followup visit to be arranged in approximately six weeks.
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