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PATIENT:

Carter, Larry

DATE:

November 15, 2023

DATE OF BIRTH:
04/01/1959

Dear Stephanie:

Thank you, for sending Larry Carter, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 64-year-old overweight male with a history of snoring and apneic episodes. He has had a history of coronary artery disease and underwent coronary artery stenting. The patient has no daytime sleepiness. He denies any fatigue. No headaches. He is being treated for hypertension and depression.

PAST HISTORY: The patient’s past history has included history of hypertension, history for gastroesophageal reflux and hyperlipidemia. He has anxiety with depression and coronary artery disease with stenting.

PAST SURGICAL HISTORY: Includes vasectomy.

HABITS: The patient denies smoking and alcohol use moderate. He worked in construction.

MEDICATIONS: Med list included citalopram 20 mg a day, allopurinol 300 mg daily, lisinopril 10 mg daily, ezetimibe 10 mg daily, metoprolol 25 mg daily, ranolazine 500 mg b.i.d., nitroglycerin as needed, omeprazole 20 mg daily, atorvastatin 80 mg a day, and Tessalon Perles as needed.

FAMILY HISTORY: The patient’s father died of colon cancer. Mother had heart disease and had kidney cancer.

SYSTEM REVIEW: The patient had no weight loss or fatigue. Denies cataracts or glaucoma. Denies vertigo, hoarseness, or nosebleeds. He has shortness of breath. He has wheezing. He had apneic episodes and coughing spells. He has nausea, vomiting, heartburn, and diarrhea. Denies chest or jaw pain or calf muscle pain. No palpitations. He has no hay fever. He does have depression. He has easy bruising and joint pains. He had syncopal episode with coughing spells.
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PHYSICAL EXAMINATION: General: This obese middle-aged white male is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 120/70. Pulse 72. Respirations 20. Temperature 97.5. Weight 233 pounds. Saturation 94%. 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 diminished excursions and occasional wheezes in the upper chest. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Reveal minimal edema with decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. Hypertension.

3. Depression.

4. Exogenous obesity.

5. Hyperlipidemia.

PLAN: The patient has been advised to get a polysomnographic study to evaluate him for obstructive sleep apnea. He also will get a complete pulmonary function study. Advised about weight loss and regular exercise. A copy of his recent labs will be requested. A followup will be arranged in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
11/15/2023
T:
11/15/2023

cc:
Stephanie Sanchez, APRN

