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DIPLOMATE OF THE AMERICAN BOARD OF
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    FAX (386) 672-6194


PATIENT:

Benjamin, Cory
DATE:

March 1, 2024
DATE OF BIRTH:
02/19/1978
CHIEF COMPLAINT: Shortness of breath with exertion.

HISTORY OF PRESENT ILLNESS: This is a 46-year-old male who has a history of shortness of breath with exertion, has previously been treated for CHF and hypertension. The patient apparently has had hypertension for several years and has been a smoker for over 25 years. He had some weight gain and also has had orthopnea and has had left leg swelling, but denied any calf muscle pains. The patient had no chest pains.

PAST MEDICAL HISTORY: The patient’s past history has included history for a stab wound to the neck with repair, history of fractured right hip with repair, previous history for gunshot wound to the knee and he has had history of pneumonia in the past and stroke with left-sided weakness in the past.
FAMILY HISTORY: Mother is alive in good health. Father died of unknown causes.
HABITS: The patient is a smoker half to one pack per day for 30 years. Drinks alcohol occasionally. He works as a lawn man. He has been a drug dealer in the past and has used marijuana.

MEDICATIONS: Coreg 6.25 mg b.i.d., Plavix 75 mg daily, Lasix 40 mg daily, potassium 10 mg daily, omeprazole 40 mg daily and losartan 25 mg daily.

ALLERGIES: No drug allergies listed.

REVIEW OF SYSTEMS: The patient has shortness of breath and occasional cough. No chest pains. He has leg swelling and orthopnea. Denies chest pains or abdominal pains. He has no muscle aches but has some joint aches. No headaches or memory losses conditions. He has urinary frequency and no nighttime awakening. He has no asthma or hay fever. Denies cataracts or glaucoma, but has had some weight loss.
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PHYSICAL EXAMINATION: General: This thinly built middle-aged African-American male, in no acute distress. No pallor or cyanosis. He has mild leg edema on the left. No clubbing. Vital Signs: Blood pressure 128/80. Pulse is 92. Respirations 20. Temperature 97.5. Weight is 126 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits or thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and diffuse wheezes bilaterally, prolonged expirations. Heart: Heart sounds are irregular S1 and S2. No S3 or murmur. Abdomen: Soft and benign. No masses. No organomegaly. The bowel sounds are active. Extremities: Edema of the left leg and no calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Dry and cool.

IMPRESSION:
1. Pulmonary edema with left pleural effusion.

2. History of cardiomyopathy and CHF.
3. Hypertension.

4. COPD.

PLAN: The patient was advised to quit smoking, use a nicotine patch, also advised to get a CT of the chest to evaluate the lungs and a complete pulmonary function study with bronchodilator study. He will also use a Ventolin HFA inhaler two puffs t.i.d. p.r.n. and advised to come back for a followup here in approximately four weeks, at which time I will make an addendum.

Copy of his cardiology evaluation and a 2D echo will be requested as well.

Thank you for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
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Terry Gilyard, APRN
