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    FAX (386) 672-6194


PATIENT:

Morgan, Hosea
DATE:

June 6, 2024
DATE OF BIRTH:

Dear Chet:

Thank you, for sending Hosea Morgan, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 68-year-old male who has smoked for over 40 years, was recently sent for a chest CT, which reportedly demonstrated a pleural-based soft tissue density in the left lung apex and further evaluation and PET/CT were suggested. The patient’s CT chest was on January 31, 2024, and it showed emphysematous changes in both lung fields and irregularly shaped pleural based mass in the left apex about 1.8 cm. The patient has not had a PET/CT as yet. He has shortness of breath with exertion. Denies chest pains, but had mild hemoptysis this past week and he has lost some weight over the past few months. Denies night sweats, fevers, chills and no abdominal pains, nausea, vomiting or aspiration.

PAST MEDICAL HISTORY: Past history includes history for prostatic enlargement with TURP, also had COPD and has had exacerbations. He denies hypertension or diabetes.

FAMILY HISTORY: Father died of heart disease and mother also died of heart disease.
MEDICATIONS: Albuterol inhaler two puffs p.r.n. and recently completed one course of steroids.

ALLERGIES: None listed.

REVIEW OF SYSTEMS: The patient has fatigue. No weight loss. Denies cataracts or glaucoma. No vertigo, hoarseness or nosebleeds. No urinary frequency, flank pains or back pain. He has shortness of breath, cough and mild hemoptysis. No abdominal pains. No heartburn. No black stools. He has occasional chest pains and arm pain with no calf muscle pain. No depression or anxiety. He has easy bruising. No joint pains or muscle stiffness. No seizures, headaches or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is elderly white male who is alert, pale, but no acute distress. Vital Signs: Blood pressure 118/60. Pulse is 68. Respirations 16. Temperature 97.5. Weight is 186 pounds. Saturation is 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is edematous. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery with occasional wheezes. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No masses. No organomegaly. The bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD.

2. Chronic bronchitis.

3. Left lung nodule, etiology undetermined.

4. Nicotine dependency.

5. Hypertension.

6. Osteoarthritis.

PLAN: The patient was advised to get a CT-guided biopsy of the left lung nodule. I also get a PET/CT this month. Complete pulmonary function study was ordered. He was placed on Stiolto Respimat two puffs once a day. Follow up visit here in approximately five weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
06/06/2024
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cc:
Chet Anthony, D.O.
