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PATIENT:

Harper, Richard

DATE:

July 14, 2023

DATE OF BIRTH:
09/10/1966

Dear Elizabeth:

Thank you, for sending Richard Harper, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 56-year-old extremely obese male with a history of snoring. He has been overweight for over five years. The patient has a past history of mixed hyperlipidemia and gastroesophageal reflux. He has been treated for atrial fibrillation with history for coronary artery disease. He denied any chest pains. He has some fatigue during the day, but denies any daytime sleepiness. He has had no recent chest x-ray.

PAST MEDICAL HISTORY: The patient’s past history has included history of coronary artery disease status post CABG x4, history of hypertension, mixed hyperlipidemia, and history of gastroesophageal reflux. He also had lower back surgery with a lumbar laminectomy. He was treated for atrial fibrillation and is on anticoagulation.

ALLERGIES: LATEX.

HABITS: The patient smoked half a pack per day for 15 years and then quit. Alcohol use moderate.

FAMILY HISTORY: Mother is alive in good health. Father died in an accident.

MEDICATIONS: Lasix 40 mg daily, metoprolol 12.5 mg b.i.d., Xarelto 20 mg a day, and atorvastatin 20 mg daily.

SYSTEM REVIEW: The patient has had weight gain and some fatigue. Denies glaucoma or cataracts. He does have vertigo. No hoarseness. He has hay fever. He has no sinus drainage. Denies shortness of breath or wheezing. He has no abdominal pains but has heartburn. No diarrhea. Denies chest or jaw pain or palpitations but has some leg swelling. He has no depression or anxiety. No easy bruising. No joint pains or muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is an obese middle-aged male who is alert, in no acute distress. No pallor, cyanosis, or clubbing but has mild peripheral edema. Vital Signs: Blood pressure 140/80. Pulse 72. Respiration 16. Temperature 97.5. Weight 228 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is clear. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Distant breath sounds. No wheezes or crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. No organomegaly or tenderness. Extremities: Minimal edema with good peripheral pulses. No calf tenderness or swelling. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Probable obstructive sleep apnea.

2. Exogenous obesity.

3. History of coronary artery disease status post CABG.

4. Hypertension.

PLAN: The patient has been advised to go for a polysomnographic study. He also was advised to get a chest x-ray PA and lateral. A copy of his recent lab work will be requested and weight loss was discussed. The patient will come in for a followup here in approximately six weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
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