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:

Tupikina, Olga

DATE:


November 25, 2022

DATE OF BIRTH:
06/04/1950

CHIEF COMPLAINT: History of obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 72-year-old female who has had a previous history for obstructive sleep apnea. She has apparently been on CPAP mask, which she used for more than five years, but the CPAP machine has malfunctioned and thus she is unable to use it since the past few months. The patient does have some daytime sleepiness, fatigue, and needs a followup polysomnogram and a new CPAP machine. She denies any excessive weight gain. She does have some occasional headaches. No shortness of breath.

PAST MEDICAL HISTORY: There is past history for hypertension and history of hyperlipidemia. She has anxiety, depression, and reflux symptoms. She complains of hip pains.

ALLERGIES: No drug allergies are listed.

HABITS: The patient denies any history of smoking or alcohol use.

FAMILY HISTORY: Noncontributory.

MEDICATIONS: Propranolol 10 mg b.i.d., tramadol 50 mg as needed, amlodipine 10 mg daily, lovastatin 20 mg daily, trazodone 50 mg h.s., valsartan 160 mg daily, meclizine 25 mg t.i.d. p.r.n., omeprazole 40 mg a day, and periodically on prednisone.

SYSTEM REVIEW: The patient denies weight loss. She has no headaches or blackouts. She has some postnasal drip and hoarseness. She has no shortness of breath or wheezing. She has no urinary frequency or flank pains. She has reflux symptoms and some upper abdominal discomfort. She has no loose stools or GI bleed. She has no leg swelling or calf muscle pains. She has some joint pains and hip and knee pains. She had no headaches, blackouts, or memory loss. Denies any cataracts or glaucoma. The patient has some depression with anxiety.

PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert and in no acute distress. No pallor. There is no clubbing. There is mild peripheral edema. No lymphadenopathy. Vital Signs: Blood pressure 118/70. Pulse 62. Respiration 16. Temperature 97.4. Weight 148 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. The right cheek is somewhat puffy and there is no nodular mass palpable on the cheek. Neck: Supple. No bruits.
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No lymphadenopathy or thyromegaly. Chest: Reveals equal movements with essentially clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. Bowel sounds are active. Liver just felt below the costal margin. Extremities: Reveal no edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of hypertension.

3. Depression and anxiety.

4. Hyperlipidemia.

5. Degenerative arthritis.

6. Gastroesophageal reflux.

PLAN: The patient was advised to get a polysomnographic study and a CPAP setup will be arranged for the night. Continue with sertraline 100 mg at h.s., amlodipine 10 mg daily, trazodone 50 mg at h.s., omeprazole 40 mg a day, and tramadol 50 mg p.r.n. for paint. Follow up visit to be arranged here in one month.

Thank you, for this consultation.

V. John D'Souza, M.D.
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Milena Giuenti, M.D.

