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PATIENT:

Lazrovitch, Paul

DATE OF BIRTH:
03/22/1974

DATE:

August 26, 2024

Dear Amy:

Thank you for sending Paul Lazrovitch for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This patient is a 50-year-old male who has a history of chronic radiculopathy around the cervical and upper chest areas. He has been scheduled for posterior decompression at cervical II (C2) through thoracic II (T2) levels by neurosurgery. The patient also has a history of COPD and has a long-standing history of smoking two packs per day. He has an occasional cough. He is short of breath with exertion. He denies any chest pains, fever, chills, or hemoptysis. He has not lost any weight.

PAST MEDICAL HISTORY: The patient’s past history has included history of C-spine fusion at C4 level and a history of pneumonia. He also has borderline diabetes and past history of asthma with chronic bronchitis.

HABITS: The patient smoked two packs per day for 40 years and quit a month ago. He worked as a landscaper. Denies asbestos exposure. He does not drink alcohol.

ALLERGIES: PENICILLIN and MORPHINE.

FAMILY HISTORY: Father died at age 62 of heart disease. Mother is alive and is in good health.

SYSTEM REVIEW: The patient denies fatigue or fever. No glaucoma or cataracts.

PHYSICAL EXAMINATION: Vital Signs: Blood pressure 120/70. Pulse 78. Respiration 20. Temperature 97.6. Weight 156 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears: No inflammation. Nasal mucosa is edematous. Chest: Equal movements with decreased excursions and scattered expiratory wheezes in the upper chest. No crackles on either side. 

PATIENT:

Lazrovitch, Paul

DATE:

August 26, 2024

Page:
2

Heart: Heart sounds are regular. S1 and S2. Abdomen: Soft and benign without masses. 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 noted.

IMPRESSION:
1. COPD and emphysema.

2. Cervical radiculopathy with degenerative C-spine disease.

3. History of asthma and chronic bronchitis.

PLAN: The patient has been advised to get a CT chest without contrast and complete pulmonary function study. We will use gabapentin 400 mg q.i.d. as needed. Continue with Trelegy Ellipta one puff daily. CBC, IgE level, and CMP were ordered. A followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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Amy McAndless, M.D.

