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    FAX (386) 672-6194


PATIENT:

Ashley, Ginger

DATE:

October 1, 2024

DATE OF BIRTH:
07/10/1972

Dear Amy:

Thank you, for sending Ginger Ashley, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 52-year-old overweight female who has a past history of restless leg syndrome and obstructive sleep apnea. She has also been known to have a left lung nodule, which was previously biopsied and found to be benign. The patient has used a CPAP mask at home at 10 cm H2O pressure with a full-face mask and she does have a copy of her polysomnogram. She has gained weight over the past two years. She complains of shortness of breath with exertion. She also has back pain from previous lumbar surgery.

PAST MEDICAL HISTORY: The patient’s past history includes history of coronary artery disease with stents x5 and history for hypertension. She also has had carpal tunnel release done in 2013 and 2021, hysterectomy done in 2006, cholecystectomy in 2013, and coronary artery stenting in 2022.

HABITS: The patient was a smoker two packs per day for 35 years and not quit. Drinks alcohol occasionally.

FAMILY HISTORY: Father died of a motorcycle accident. Mother is alive in fair health and has a history of diabetes.

ALLERGIES: SULFA, NSAIDs, and TRAZADONE.
MEDICATIONS: Plavix 75 mg daily, atorvastatin 80 mg daily, Lyrica 75 mg b.i.d., losartan 100 mg daily, ropinirole 4 mg t.i.d., sertraline 200 mg daily, and esomeprazole 20 mg a day.

SYSTEM REVIEW: The patient has gained weight. She has fatigue. She has sleep apnea. She has shortness of breath and some wheezing. Denies fever, chills, or night sweats. Denies cataracts or glaucoma. No vertigo or hoarseness. She has urinary frequency and hematuria. Denies asthma. She has abdominal pains and heartburn. No diarrhea or black stools. She has occasional chest pain and arm pain. No calf muscle pains.  No leg swelling. She has no anxiety with depression. She has easy bruising. She has joint pains and muscle stiffness. No skin rash.

PATIENT:

Ashley, Ginger

DATE:

October 1, 2024

Page:
2

PHYSICAL EXAMINATION: General: This moderately obese middle-aged female who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 86. Respirations 16. Temperature 97.5. Weight 192 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and scattered wheezes throughout both lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and obese without masses. No organomegaly. The bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD.

2. History of left lung nodule.

3. Coronary artery disease status post stenting.

4. Hypertension.

5. Obstructive sleep apnea.

6. Exogenous obesity.

7. Chronic back pain.

PLAN: The patient has been advised to get a CT of the chest with no contrast. Get a complete PFT with bronchodilator study and polysomnogram. She will be given a Ventolin HFA inhaler two puffs q.i.d. p.r.n. She was advised to refrain from smoking and use a nicotine patch. Advised to lose weight and go for a regular exercise. Followup visit to be arranged here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
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Amy McCandless, NP

