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PATIENT:

Burson, Henry

DATE:

September 17, 2024

DATE OF BIRTH:
02/10/1954

Dear Tina:

Thank you, for sending Henry Burson, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 70-year-old male who was recently sent for an EKG and was apparently read as having an abnormal EKG suggestive of chronic lung disease. The patient however denies any shortness of breath. Denies cough or wheezing. Denies chest pains or orthopnea. He has had no leg swelling. He has not lost any weight. He has no fevers, chills, or night sweats. The patient has had no recent chest x-ray, but he states he had an echocardiogram and the report is not immediately available.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension and previous history of chronic kidney disease. He also has had an appendectomy in the past, cataract surgery of both eyes, and has history of glaucoma. He has no history of asthma, pneumonia, or chronic lung disease.

ALLERGIES: IBUPROFEN.

HABITS: The patient denies history of smoking. He drinks alcohol rarely. He works in construction. Denies exposure to asbestos.

FAMILY HISTORY: Father died of heart disease. Mother died of COPD. Both parents had diabetes and hypertension.

MEDICATIONS: Lisinopril 20 mg daily and eye drop for glaucoma.

SYSTEM REVIEW: The patient denies weight loss, fever, or fatigue. He has glaucoma, blurry vision, and had cataracts. He has no sore throat, nausea, or nosebleeds. Denies chest or jaw pain or calf muscle pains. He has no shortness of breath, wheezing, or cough. Denies hay fever. He has no urinary frequency, hematuria, or flank pains. He has heartburn and rectal bleeding from hemorrhoids. No diarrhea. The patient denies any calf muscle pains or palpitations, but has leg swelling on the left. No depression or anxiety. No easy bruising. He has joint pains and muscle stiffness. He has no seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This averagely built elderly African American male who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 120/70. Pulse 62. Respiration 16. Temperature 97.5. Weight 212 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and lung fields are clear. 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 lesions. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Rectal exam is deferred. Skin: Dry and warm.

IMPRESSION:
1. Hypertension.

2. Possible obstructive sleep apnea.

3. Rule out pulmonary hypertension.

PLAN: The patient has been advised to go for a complete PFT with bronchodilator studies and get a CT of the chest with no contrast. He will also be sent for a 2D echocardiogram. Copy of his recent lab work was requested. The patient will be sent for a polysomnogram. A cardiology evaluation is also pending. We will see him in followup in approximately four weeks.

Thank you, for this consultation.
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