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PATIENT:

Feliciano, Cristina

DATE:

February 15, 2024

DATE OF BIRTH:
02/08/1956

Dear Jessy:

Thank you, for sending Cristina Feliciano, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 68-year-old female who has a prior history of hypertension, hyperlipidemia, previous history for NSVT (non-sustained ventricular tachycardia) with palpitations, and paroxysmal supraventricular tachycardia was evaluated by her cardiologist. She was found to have episodes of NSVT in the early morning hours. The patient is overweight and has history for snoring and has possible obstructive sleep apnea, but has not had polysomnogram done as yet. She denies any leg swelling or chest pains. No shortness of breath except with exertion.

PAST MEDICAL HISTORY: The patient’s past history includes history for hypertension, hyperlipidemia, history of arrhythmias, and tricuspid regurgitation. The patient has past history for tonsillectomy and tubal ligation as well as hysterectomy in 2003. She was treated for COVID-19 infection two years ago. The patient also has a history of hypothyroidism.

HABITS: The patient does not smoke and drinks wine moderately. She exercises a little.

ALLERGIES: ASPIRIN and CAFFEINE.

FAMILY HISTORY: Father died of old age with bladder cancer and CVA. Mother had a history for adrenal cancer.

MEDICATIONS: Omeprazole 20 mg daily, pravastatin 20 mg daily, metoprolol 50 mg b.i.d., amlodipine 5 mg a day, Zetia 10 mg daily, and albuterol inhaler p.r.n.

SYSTEM REVIEW: The patient denies weight loss. She has fatigue. She has cataracts. Denies hoarseness or vertigo. No nosebleeds. No urinary frequency or hematuria. She has apneic episodes. Denies shortness of breath or wheezing. She has reflux symptoms. No abdominal pains, but has constipation. She has no chest or jaw pain but has palpitations. No leg swelling. She has depression but has some anxiety. Denies easy bruising. No enlarged glands. She has muscle aches. Denies headaches, seizures, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This moderately obese elderly white female who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 56. Respiration 16. Temperature 97.5. Weight 176 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. 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 protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. Hypertension.

3. Hypothyroidism.

4. Gastroesophageal reflux.

5. Hyperlipidemia.

PLAN: The patient has been advised to get a polysomnographic study. Also advised to get a pulmonary function study due to history for shortness of breath. She will get a CT chest without contrast. She was advised to lose weight and do regular exercise. A copy of her recent labs including CBC, CMP, and TSH will be requested. A followup visit to be arranged in six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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