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PATIENT:

Parker, Mikael

DATE:

November 11, 2024

DATE OF BIRTH:
04/17/1972

CHIEF COMPLAINT: Bilateral lung nodules.

HISTORY OF PRESENT ILLNESS: This is a 52-year-old male who has a prior history of smoking for over 25 years, was recently sent for a screening chest CT and found to have tiny lung nodules in both lungs. There was a 4 mm right upper lobe nodule, which is noncalcified and a 3 mm lingular nodule. There was evidence of mild pulmonary emphysema. There are no other masses or adenopathy in the mediastinum. The patient has occasional cough. Denies shortness of breath. He has no wheezing or chest pains. He has not lost any weight.

PAST HISTORY: Past history has included history of hypertension and hyperlipidemia. He has borderline diabetes. Denies sleep apnea. Past history includes ankle surgery. He also has history of hypertension for more than five years, hyperlipidemia, and history of hyperglycemia.

ALLERGIES: No known drug allergies.

HABITS: The patient smoked one pack per day for 30 years and quit eight years ago. Alcohol use is occasional. He works as a nurse.

FAMILY HISTORY: Father’s illness unknown. Mother had history of COPD and passed away from complications.

MEDICATIONS: Med list included losartan 50 mg daily and atorvastatin 10 mg daily.

REVIEW OF SYSTEMS: The patient denies weight loss, fatigue, or fever. No glaucoma or cataracts. No vertigo or hoarseness. He has no shortness of breath, but has occasional cough. He has some muscle aches and joint pains. Denies seizures, headaches, or memory loss. No depression or anxiety. No chest or arm pains. Denies urinary frequency or flank pains.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged male is alert, in no acute distress. No pallor, icterus, cyanosis, or peripheral edema. No lymphadenopathy. Vital Signs: Blood pressure 140/80. Pulse 84. Respirations 16. Temperature 97.6. Weight 199 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with essentially clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign without masses. No organomegaly. Extremities: No lesions. No edema. Neurological: Normal reflexes. There are no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Bilateral lung nodules, etiology undetermined.

2. Probable mild emphysema.

3. Hypertension.

4. Hyperlipidemia.

PLAN: The patient has been advised to get a complete pulmonary function study and bronchodilator studies and also advised to get a followup chest CT without contrast in six weeks. A copy of his recent lab will be requested. The patient was advised to use an albuterol inhaler as needed and also continue with losartan 50 mg daily. A followup visit to be arranged here in six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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