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PATIENT:

Shaw, Richard

DATE:

June 14, 2024

DATE OF BIRTH:
03/24/1938

HISTORY OF PRESENT ILLNESS: This is an 86-year-old male who has had a history of multiple medical problems including diabetes, hypertension, hyperlipidemia, COPD, gout, and history of degenerative arthritis. He has been experiencing shortness of breath and cough and trouble ambulating for the past several months. The patient was sent for a chest CT on 06/04/2024, which showed an elevated left hemidiaphragm with mild parenchymal changes on the left base with loculated left pleural effusion and patchy ground-glass opacity in the right lower lung. The patient has some cough but does not bring up much sputum. He denied fever or chills. He has leg edema. He did get treated a month ago for a bout of pneumonia and took antibiotics for one week.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension, history of chronic kidney disease stage III, history of gastroesophageal reflux, peripheral vascular disease as well as COPD with chronic bronchitis and history of gastroesophageal reflux.

PAST SURGICAL HISTORY: Dupuytren’s contracture surgery of both hands and surgery on the left knee with partial knee replacement as well as right total knee replacement.

HABITS: The patient smoked cigarettes a pack per day for over 30 years and quit. No significant alcohol use.

ALLERGIES: METFORMIN and LOSARTAN.

FAMILY HISTORY: Mother died of old age. Father had a history of Parkinson’s disease.

MEDICATIONS: Allopurinol 100 mg daily, glipizide 5 mg b.i.d., aspirin one daily, telmisartan 80 mg daily, and simvastatin 40 mg a day.
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SYSTEM REVIEW: The patient has had weight loss and some fatigue. Denies double vision or cataracts. Denies sore throat but has some nosebleeds. He has urinary frequency, burning, and flank pains. Denies hay fever or asthma but has shortness of breath, wheezing, and cough. He has no abdominal pains, nausea, reflux, or constipation. Denies any chest or jaw pain or calf muscle pains. He has no anxiety or depression. No leg edema. He has easy bruising. He does have joint pains and muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This moderately obese elderly white male who is alert and pale but in no acute distress. No cyanosis. He has mild peripheral edema. No lymphadenopathy. Peripheral pulses are diminished. Vital Signs: Blood pressure 110/60. Pulse 94. Respiration 20. Temperature 97.6. Weight 186 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is dry. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions. There are few scattered wheezes in the upper chest with occasional basilar crackles. Heart: Heart sounds are irregular. S1 and S2 with systolic murmur 2/6 at the apex. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Revealed 1+ edema and decreased peripheral pulses. No calf tenderness or swelling. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD and emphysema.

2. Left basilar atelectasis with small effusion.

3. History of hypertension.

4. Diabetes mellitus.

PLAN: The patient has been advised to get a complete PFT with bronchodilator study, repeat CBC, IgE level were done and a 2D echocardiogram to be done. He was given Tessalon Perles 100 mg t.i.d. p.r.n. and Ventolin inhaler two puffs q.i.d. p.r.n. A followup visit to be arranged here in approximately six weeks or earlier if necessary.
Thank you, for this consultation.
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