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:

Valdes, Juan

DATE:

January 5, 2023

DATE OF BIRTH:
12/27/1933

CHIEF COMPLAINT: Shortness of breath with exertion for six months.

HISTORY OF PRESENT ILLNESS: This is an 89-year-old male with a history of shortness of breath with exertion and cough. He has previously been treated for hypertension, diabetes, and chronic dyspnea. The patient had a chest CT done on 08/04/2022, which showed chronic appearing parenchymal lung disease including fibrotic changes in both lung fields with reticular interstitial thickening and occasional honeycombing involving the upper and lower lung zones bilaterally. There is evidence of bronchiectasis and mild consolidation involving the left upper lobe. No significant bullous changes. No nodules or masses were noted. Mediastinal nodes were unremarkable. The patient has had no recent pulmonary function study. He has cough and sputum production. Denies fevers, chills, nigh sweats, or recent weight loss.

PAST MEDICAL HISTORY: The patient’s past history includes hypertension, hyperlipidemia, history of diabetes, history of NSTEMI in 2018, and history of GI bleed. He has gastroesophageal reflux. He has had history for non-Hodgkin’s lymphoma status post chemotherapy in 2007.

PAST SURGICAL HISTORY: Also, includes cardiac angiography, stenting in 2018, and history of the lymph node biopsy.

ALLERGIES: IVP DYE.
HABITS: The patient never smoked. No alcohol use.

FAMILY HISTORY: Mother died of Parkinson’s disease. Father died of old age.

MEDICATIONS: Med list included tamsulosin 0.4 mg daily, Plavix 75 mg daily, gabapentin 600 mg b.i.d., glipizide 10 mg daily, pramipexole 0.125 mg b.i.d., Plavix 75 mg a day, and one aspirin daily.

SYSTEM REVIEW: The patient has some fatigue and weight loss. He has double vision and cataracts. He has no vertigo, hoarseness, or nosebleeds. Denies urinary frequency, burning, or discharge. He has had asthmatic attacks. He denies significant cough, but has shortness of breath.
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He has no abdominal pains or nausea. No diarrhea or constipation. He has no chest or jaw pain, calf muscle pains, or palpitation. No depression or anxiety. He has some easy bruising. He has no joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This moderately overweight elderly white male is alert, in no acute distress. No pallor, cyanosis or icterus, but has mild peripheral edema. Vital Signs: Blood pressure 140/70. Pulse 105. Respirations 16. Temperature 97.6. Weight 191 pounds. Saturation 98%. Height 5’6”. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished excursions and crackles at lung bases with wheezes scattered bilaterally. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with diminished peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. ______ lung disease.

2. Bronchiectasis.

3. Chronic dyspnea.

4. Diabetes mellitus.

5. Hypertension.

6. Possible obstructive sleep apnea.

PLAN: The patient has been advised to get a complete pulmonary function study and also get a CBC, sed rate, ANA, and RA factor. He will also get a followup chest CT next month. A followup visit to be arranged here in approximately four weeks. He will be given a Ventolin inhaler two puffs q.i.d. p.r.n. A followup visit will be arranged in four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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