V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Pfund, Timothy

DATE:

September 20, 2024

DATE OF BIRTH:
03/20/1957

Dear Gail:

Thank you, for sending Timothy Pfund, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 67-year-old male with a history of asthma, COPD, Parkinson’s disease, and diabetes with peripheral neuropathy. He was recently hospitalized for an episode of pneumonia. The patient was on antibiotic therapy. He has been on home oxygen at 2 L nasal cannula and maintains a saturation over 92%. The patient has cough, wheezing, shortness of breath with exertion and he brings up little whitish mucus. There are no chest pains. No hemoptysis. No significant leg swelling.

PAST HISTORY: The past history includes history of cervical spine fusion and history of Parkinson’s disease with weakness of the lower extremities. He has had history for asthma and chronic bronchitis. He had a ventral hernia repair done in the past. He also has a history for coronary artery stenting, history for depression, and history for degenerative disc disease status post C-spine surgery. He has obstructive sleep apnea, history for recurrent falls, and neuropathy.

HABITS: The patient does not smoke. No alcohol use.

FAMILY HISTORY: Mother had dementia and cancer. Father also had dementia.

ALLERGIES: LEVAQUIN.
MEDICATIONS: Atorvastatin 40 mg daily, budesonide nebs 0.5 mg b.i.d., gabapentin 100 mg a day a.m. and 400 mg h.s., Ativan 0.5 mg p.r.n., losartan 50 mg daily, Protonix 40 mg daily, Proventil HFA two puffs p.r.n., Aldactone 25 mg a day, tamsulosin 0.4 mg daily.

SYSTEM REVIEW: The patient had some weight loss. He has weakness of the lower extremities. He has dizzy attacks. He also has glaucoma and cataracts. He has sore throat.
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Denies urinary frequency or flank pains. He has hay fever and asthma. He has heartburn and constipation. No abdominal pains. No chest or jaw pain. No calf muscle pains. He has depression and anxiety. He has some joint pains with muscle stiffness and numbness of the extremities and weakness of the lower extremities. No skin rash.

PHYSICAL EXAMINATION: General: This is an averagely built elderly male who is alert and in a wheelchair. He has pallor. No cyanosis. No clubbing. Mild peripheral edema. Vital Signs: Blood pressure 130/80. Pulse 96. Respirations 22. Temperature 97.5. Weight 200 pounds. Saturation 93%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery. Occasional wheezes bilaterally. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant. No mass. No organomegaly. Bowel sounds are active. Extremities: Muscle wasting of the lower extremities. No edema. No calf tenderness. Neurological: Reflexes are markedly diminished over the extremities and sensory deficits in the lower extremities. Skin: No lesions noted.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. History of Parkinson’s disease.

3. Anxiety and depression.

4. Hypertension.

5. Oral thrush.

PLAN: The patient has been advised to use O2 2 L at night. Advised to get a CT of the chest, complete pulmonary function study, CBC, and IgE level. He was given Mycelex troche one t.i.d. for 10 days for the hoarseness and oral thrush. Continue with DuoNeb solution with a nebulizer three times a day. Physical therapy for his muscle weakness to be continued. A followup visit will be arranged in four weeks; at which time, I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
09/20/2024
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09/20/2024

cc:
Patricia Vandiepen, D.O.

