V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE
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TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Patel, Kiran

DATE:

May 13, 2024

DATE OF BIRTH:
12/22/1953

CHIEF COMPLAINT: Shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 70-year-old male who has a prior history of ASHD and coronary artery disease status post angioplasty and CABG, hypertension, hyperlipidemia, carotid stenosis, diabetes, and peripheral vascular disease. He was experiencing shortness of breath with activity and difficulty in ambulation. The patient had a renal transplant in 2017 and he is on immunosuppressive therapy. He has been treated for UTI. The patient was sent for a chest x-ray in August 2023, which showed no acute cardiopulmonary disease. He has no cough, but has some wheezing and orthopnea and also has leg swelling. He does have some trouble ambulating due to neuropathy and unsteadiness.

PAST MEDICAL HISTORY: The patient’s past history has been significant for hypertension and hyperlipidemia, history of diabetes mellitus type II, history of renal failure status post renal transplant in 2017, and history of peripheral vascular disease with claudication. No history of chronic lung disease.

PAST SURGICAL HISTORY: Includes renal transplant, history of amputation of the fourth and fifth digits of the left foot, also angioplasty of the left SFA, history for cardiac catheterization with angioplasty and history for CABG x3.

HABITS: The patient does not smoke. No alcohol use.

ALLERGIES: None listed.

FAMILY HISTORY: Father had history of diabetes and hypertension. Mother had anemia.

MEDICATIONS: Med list included Isordil 30 mg daily, Plavix 75 mg daily, aspirin 81 mg daily, amlodipine 5 mg a day, Crestor 20 mg daily, Ozempic subQ as directed 4 mg, tacrolimus 1 mg in a.m. and 1.5 mg at p.m., Myfortic 360 mg two tablets daily, and levalbuterol inhaler two puffs p.r.n.
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SYSTEM REVIEW: The patient has lost weight recently. He has fatigue. He has double vision and glaucoma. He has no vertigo, hoarseness, or nosebleeds. No urinary frequency or burning. He has no hay fever. Denies abdominal pains, but has nausea and vomiting. He has constipation. No black stools. Denies chest or jaw pain. No arm pain or calf muscle pains. He has palpitations. No anxiety. No depression. Denies easy bruising. Denies joint pains or muscle stiffness. He has no seizures or headaches, but has memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is an elderly male who is alert, in no acute distress. Pallor noted. No cyanosis. No clubbing. There is minimal leg edema. Vital Signs: Blood pressure 125/70. Pulse 96. Respirations 20. Temperature 97.5. Weight 200 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Distant breath sounds. Occasional crackles at the right base. Scattered wheezes. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. Decreased peripheral pulses. Muscle wasting. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Dry and scaly.

IMPRESSION:
1. Chronic dyspnea.

2. Coronary artery disease status post CABG.

3. Status post kidney transplant.

4. Diabetes mellitus.

5. Hypertension.

6. Peripheral vascular disease.

PLAN: The patient has been advised to get a CT chest without contrast and PFT this month, CBC, and IgE level. He was placed on Xopenex HFA two puffs t.i.d. p.r.n. Copies of his previous CAT scans will be requested. A followup will be arranged here in approximately three weeks.

Thank you for this consultation.
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