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PATIENT:

Zona, Thomas

DATE:

March 28, 2023

DATE OF BIRTH:
12/04/1958

Dear Jennifer:

Thank you for sending Thomas Zona for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 64-year-old male patient who has had a past history of obstructive sleep apnea. He also has a history of hypertension and has been overweight. The patient has gained some weight recently. Denies any daytime sleepiness or headaches. He did have a polysomnographic study three years ago. He was on a nasal continuous positive airway pressure as initial treatment for obstructive sleep apnea. The patient states he has been compliant with the CPAP mask nightly. He does also have a history for wheezing, asthmatic symptoms, and nasal allergies.

PAST HISTORY: The patient’s past history includes history of hypertension and hyperlipidemia. He had an appendectomy in the past.

MEDICATIONS: Med list included propranolol 120 mg daily, atorvastatin 20 mg h.s., amlodipine 5 mg daily, and Klonopin 0.5 mg p.r.n.

ALLERGIES: No drug allergies. He has allergies to pollen and dust.
HABITS: The patient does not smoke. Alcohol use mostly beer.

FAMILY HISTORY: Mother died at age 80 after a fall. Father had a history of coronary bypass and hypertension.

REVIEW OF SYSTEMS: The patient had weight gain. He has wheezing and some chest tightness. Denies abdominal pains, nausea, or vomiting. He has no urinary frequency or flank pains. He has some joint pains and muscle aches. Denies bruising or enlarged glands. He has no seizures, headaches, or memory loss. He does have some anxiety attacks. He has no urinary symptoms, flank pains, or nighttime awakening.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged white male in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 85. Respirations 16. Temperature 97.5. Weight 217 pounds. Saturation 97% on room air. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Ears, no inflammation. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery with no wheezes or crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and obese without masses. 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. History of hypertension.

3. Reactive airway disease.

4. Anxiety.

PLAN: The patient has been advised to lose weight. He will continue using the nasal CPAP nightly with a nasal pillow at 12 cm H2O pressure. A complete pulmonary function study was ordered with bronchodilator study and a CBC and IgE level to be done. He will use a Ventolin HFA inhaler two puffs p.r.n. Advised to come back for a followup visit in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
03/28/2023
T:
03/28/2023

cc:
Jennifer Kramer, ARNP from Jena Clinic

