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PATIENT:

Forshay, Irving

DATE:

August 13, 2024

DATE OF BIRTH:
11/20/1972

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 51-year-old male who has a prior history of obstructive sleep apnea. He was initially diagnosed to have obstructive apnea more than three years ago. The patient has been on CPAP setup at home and apparently it does not help him sleep well and he has trouble using it. He has not been very compliant with the use of the mask. He has not gained any weight recently. He denies any history of snoring. The patient also has been treated for pulmonary embolism, DVT, and hypertension.

PAST MEDICAL HISTORY: The patient’s other past history includes history of gastric sleeve surgery in 2015 followed by significant weight loss of over 40 pounds. The patient had surgery on his neck for a growth in the upper neck, which apparently was nonmalignant. He also had lumbar disc surgery. He has had ventral hernia repair. The patient had lipomas resected from his upper back. He also has a history for stroke on the left and history for pulmonary embolism.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: The patient’s mother died of lung cancer and COPD. Father had a history of malignancy. There is no significant history of diabetes.

HABITS: The patient has no history of smoking. He drinks alcohol occasionally. He worked as a counselor.

MEDICATIONS: Duloxetine 60 mg two capsules daily, amlodipine 10 mg daily, Isordil ER 30 mg daily, Pradaxa 150 mg daily, clonidine 0.1 mg h.s., HCTZ 12.5 mg daily, topiramate 100 mg as needed, metoprolol 50 mg daily, and albuterol inhaler two puffs p.r.n.
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SYSTEM REVIEW: The patient denies fatigue, fever, or weight loss. No double vision, cataracts, or glaucoma. No vertigo, hoarseness, or nosebleeds. He has no urinary frequency or flank pains. He has shortness of breath and joint pains. He has no abdominal pains. No heartburn. No diarrhea or constipation. He has anxiety and depression. Denies hay fever. He has easy bruising. He has joint pains and muscle aches. He has no skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a middle-aged averagely built white male in no acute distress. There is no pallor or cyanosis. No icterus, clubbing, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 66. Respiration 20. Temperature 97.6. Weight 187 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with clear lung fields. 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. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Obstructive sleep apnea.

2. History of hypertension.

3. Pulmonary embolism resolved.

4. Deconditioning.

PLAN: The patient has been advised to go for a polysomnographic study and a new CPAP setup. Also advised get a CBC and complete metabolic profile. Advised to continue to lose weight. He will come back for a followup visit here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
08/13/2024
T:
08/13/2024

cc:
Augusto Deleon, M.D.

