V. JOHN D’SOUZA, M.D., F.C.C.P.
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576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174
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    FAX (386) 672-6194


PATIENT:

Libschik, Frank

DATE:

October 9, 2024

DATE OF BIRTH:
06/29/1945

Dear Christy:

Thank you, for sending Frank Libschik, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 79-year-old male who has been experiencing persistent cough for the past two to three months. Also he is bringing up whitish mucus and has had postnasal drip associated with it. The patient had a chest x-ray when he went to the urgent care and it was unremarkable. He also had a chest CT done on 09/17/24, which showed clear lung fields with no suspicious lung nodules. There were postsurgical changes in the anterior mediastinum from previous cardiac surgery. The patient has no chest pains. Denies fever, chills, night sweats, or hemoptysis.

PAST MEDICAL HISTORY: The patient’s past history has included history of coronary artery disease and CABG x3. He also has had an AICD placed. He has had right knee repair for meniscus tear. He had cataract surgery as well as tonsillectomy and an appendectomy. He had cancer of the colon and underwent chemotherapy and radiation therapy. He has been treated for hypertension for more than 10 years.

ALLERGIES: No drug allergies listed.

MEDICATIONS: Lasix 20 mg every other day, atorvastatin 80 mg h.s., metoprolol 25 mg b.i.d., tamsulosin 0.4 mg b.i.d., finasteride 5 mg daily, losartan 25 mg half a tablet daily, and Aldactone 25 mg every other day.

HABITS: The patient smoked one pack per day for 15 years and then quit. Alcohol use none.

SYSTEM REVIEW: The patient had no recent weight loss but has some fatigue. He had persistent cough. He denies any glaucoma but had cataracts. He denies sore throat or hoarseness. He has had reflux and heartburn. No diarrhea or constipation. Denies chest or jaw pain or calf muscle pain. No leg swelling or palpitations. He has no anxiety. No depression. No joint pains or muscle aches. He has easy bruising. He has numbness of the extremities. No headaches or seizures. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This elderly averagely built white male who is alert, in no acute distress. There is no clubbing, cyanosis, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 68. Respiration 20. Temperature 97.5. Weight 181 pounds. Saturation 92%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery. 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 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. Chronic cough and reactive airways disease.

2. History of coronary disease status post CABG.

3. Hypertension.

4. Hyperlipidemia.

PLAN: The patient has been advised to get a complete pulmonary function study. He was advised to get a CBC, IgE level, and total eosinophil count. He will also use Ventolin HFA inhaler two puffs q.i.d. p.r.n., may use Flonase nasal spray two sprays in each nostril for his postnasal drip and also use ipratropium nasal spray two sprays twice daily in each nostril. 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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Christy Chong, APRN

