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PATIENT:

Mullen, Dawnette
DATE:

April 5, 2024

DATE OF BIRTH:
09/14/1966
CHIEF COMPLAINTS: Possible obstructive sleep apnea.
HISTORY OF PRESENT ILLNESS: This is a 57-year-old lady who is overweight has a history for sleep disorder since she has gained significant amount of weight. The patient has some fatigue and daytime sleepiness and she has been under stress over the past two years. The patient was advised to get a sleep evaluation done. She denies shortness of breath and she did have a history of hypertension and has been treated for depression in the past. Presently she is trying to lose weight and has been on Mounjaro injections weekly.
PAST HISTORY: The patient’s past history includes history of gastroesophageal reflux disease and history of hypertension. She has history of tinnitus. No significant history of surgery.
HABITS: The patient denies any history of smoking and uses alcohol occasionally.
FAMILY HISTORY: Both parents died with an elderly age. Mother had a history of lymphoma. Father died of CVA.
ALLERGIES: No drug allergies.
MEDICATIONS: Medication list included bupropion 300 mg daily, clonidine 0.1 mg a day, and Mounjaro 2.5 mg injection as directed.
SYSTEM REVIEW: The patient has fatigue. No fever or weight loss. She has no shortness of breath or cough or wheezing. No abdominal pains or heartburns. No rectal bleeding or diarrhea. No chest or jaw pain, but has arm pains and no palpitations or leg swelling.  She has some depression and anxiety. She has no urinary frequency or flank pains. She has easy bruising. She has muscle stiffness and joint pains and itchiness of the leg and she has no cataracts or glaucoma. The patient does have a history of snoring and sleep disturbances.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged white female who is alert, in no acute distress. No pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 120/70. Pulse 85. Respirations 16. Temperature 97.5. Weight 195 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat was clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions. Diminished breath sounds at the periphery. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Possible obstructive sleep apnea and sleep disordered breathing.
2. Hypertension.

3. Exogenous obesity.

PLAN: The patient has been advised to continue with the weight loss program. She will be sent for a polysomnographic study and she will continue with antidepressants, and a copy of her recent labs including CBC, complete metabolic profile will be requested and a followup will be arranged approximately four weeks.
Thank you for this consultation.
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