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PATIENT:

Denner, Michael

DATE:

October 25, 2024

DATE OF BIRTH:
07/01/1970

AGE:
54

Dear Stephanie:

Thank you, for sending Michael Denner, for evaluation.

CHIEF COMPLAINT: History of asthma and allergies.

HISTORY OF PRESENT ILLNESS: This is a 54-year-old male who has had a history of allergies and asthmatic symptoms. He has also been having postnasal drip, nasal congestion, and watery eyes. He has tightness in his chest and trouble taking deep breaths and has not been on any specific albuterol inhaler. He denies any yellow sputum, nausea, vomiting, or reflux. The patient has been overweight, but denies any sleep apnea.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension, hyperlipidemia, history for removal of a mole from his face. Denies any other major illnesses or surgeries.

ALLERGIES: None listed.

HABITS: The patient smoked cigars for 10 years and worked as a language teacher. Drinks alcohol regularly.

FAMILY HISTORY: Father had a brain tumor. Mother has asthma and hypertension.

MEDICATIONS: Metoprolol 25 mg daily, Crestor 10 mg daily, cetirizine 10 mg a day, and a nasal spry.

SYSTEM REVIEW: The patient denies weight loss or fatigue. He has no glaucoma or cataracts. Denies vertigo but has hoarseness, wheezing, and coughing spells. He has no abdominal pains, nausea, dark stools, or diarrhea. He has occasional arm pain and shoulder pain. Denies depression or anxiety. He has no urinary symptoms or flank pains. He has joint pains and muscle stiffness. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged male who is alert, in no distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 140/70. Pulse 90. Respiration 16. Temperature 97.5. Weight 217 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and lung fields are essentially 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: Revealed 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. Asthma with recurrent exacerbations.

2. Hypertension.

3. Hyperlipidemia.

4. Exogenous obesity and possible obstructive sleep apnea.

PLAN: The patient has been advised to get a chest x-ray, complete pulmonary function study, CBC and IgE level. The patient was advised to lose weight. Also advised to use an albuterol inhaler two puffs t.i.d. p.r.n. The patient may need a polysomnographic study. He was advised to come back for a followup in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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