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
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PATIENT:

Dennis, Jennifer

DATE:

May 30, 2023

DATE OF BIRTH:
07/04/1972

Dear Brian:

Thank you, for sending Jennifer Dennis, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 50-year-old female who has had a history of persistent headaches and insomnia. She has been worked up extensively by neurology. The patient apparently has had some dizziness as well as episodes of expressive aphagia and palpitations. A CT of the head and CT angio of the neck and MRI of brain, which were all within normal limits. The patient has been on aspirin daily. She was suspected to have obstructive sleep apnea. She was advised to have a polysomnographic study. The patient denies any weight loss. Denies chest pains. She has no shortness of breath.

PAST MEDICAL HISTORY: The patient’s past history has includes hysterectomy. She has had no history of pulmonary problems.

ALLERGIES: No known drug allergies.

HABITS: The patient smoked half a pack per day for 10 years and then quit. she drinks alcohol occasionally weekly.

FAMILY HISTORY: Both parents are in fair health. Mother had a history of cardiomyopathy. One sister had atrial fibrillation.

MEDICATIONS: Included Desyrel 150 mg p.r.n., aspirin one daily, and progesterone 200 mg daily.

SYSTEM REVIEW: The patient has fatigue. No weight loss. She has some shortness of breath. No cough. She has had nausea and headaches. Denies seizures or memory loss. She has had no blackout spells. She has no joint pains or muscle aches. Denies chest pains but has some palpitations. She has no anxiety. No depression. Denies urinary symptoms or flank pains. Denies any depression or anxiety.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged white female who is alert in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 102/70. Pulse 100. Respiration 16. Temperature 97.2. Weight 145 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Nasal mucosa is injected. 
Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with essentially 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 lesions or edema. No calf tenderness. 
Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic headaches.

2. Possible obstructive sleep apnea.

3. Insomnia.

PLAN: The patient has been advised to get a chest CT with contrast and complete pulmonary function study since she does have a history for smoking. She was also advised to get a polysomnographic study. A followup visit will be arranged here in approximately four weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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cc:
Brian Bogdanowicz, M.D.

