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PATIENT:

Ferrarone, William
DATE:


June 29, 2023

DATE OF BIRTH:
04/02/1956
CHIEF COMPLAINT: Shortness of breath and history of sleep apnea.
HISTORY OF PRESENT ILLNESS: This is a 67-year-old male who has a past history of hypertension, hyperlipidemia, and obstructive sleep apnea, has previously been using a CPAP setup for more than five years. The patient also experiences shortness of breath with exertion and has been overweight and he denies any chest pains or palpitations. He has had no wheezing, coughing spells or nausea or reflux. The patient did have a polysomnogram over 10 years ago and the copy of it is not immediately available.
PAST MEDICAL HISTORY: Past history has included history for hypertension and hyperlipidemia and history of coronary artery disease with stenting x4. He also had a history of hepatitis C in remission and was treated. He also had a history for cataract repair. The patient had a history of gout and chronic kidney disease.
HABITS: The patient denies history of smoking, drinks alcohol mostly wine at night.
ALLERGIES: No drug allergies are listed.
FAMILY HISTORY: His father died of cancer of the lung and mother died of multi-organ failure.

SYSTEM REVIEW: The patient has fatigue and he has had weight gain. He had cataracts. Denies dizziness. He has shortness of breath with exertion. Denies wheezing or chest pains. He has no abdominal pain, nausea, vomiting, or diarrhea. No urinary frequency, flank pain, or dysuria. No hay fever. Denies chest pain or calf muscle pains or palpitations. He has no depression or anxiety. Denies easy bruising. He has no joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash or itching.
MEDICATIONS: Med list included atenolol 25 mg daily, rosuvastatin 40 mg daily, lisinopril 40 mg daily, and ezetimibe 10 mg daily.
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PHYSICAL EXAMINATION: General: This elderly moderately overweight white male who is alert, no acute distress. Vital Signs: Blood pressure 140/90, pulse 62, respirations 20, temperature 97.5, weight is 219, and saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and lung fields are clear. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. No organomegaly. The bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Reflexes are 1+. There are no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:

1. Obstructive sleep apnea.
2. History of hypertension.
3. Dyspnea.
4. History of coronary artery disease.
5. History of gout.
PLAN: The patient has been advised to get a polysomnographic study and he will continue with his present medications and weight loss was discussed. He also was advised to get a chest x-ray PA and lateral and a complete pulmonary function study. He will use an albuterol inhaler two puffs t.i.d. p.r.n. and a followup visit to be arranged in approximately six months at which time I will make an addendum.

Thank you, for this consultation.
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