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:

Cote, Stephen

DATE:

November 5, 2024

DATE OF BIRTH:
07/28/1958

Dear Sarah:

Thank you, for sending Stephen Cote, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 66-year-old obese male with a history of diabetes and hypertension. He has previously been documented to have obstructive sleep apnea. The patient has been on a CPAP setup with a full-face mask but states he has had problems keeping it on and wanted a new setup and a new polysomnogram. The patient has gained weight over the past few years. He also has peripheral neuropathy. He has shortness of breath with activity. The patient is also orthopneic.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension, history of diabetes mellitus, and past history of partial adrenalectomy for hyperaldosteronism. He also had hernia repair in the inguinal area, previous CVA x2, history of pneumonia in December 1995, and history for septic shock with acidosis in July 2023. The patient also was treated for DVT of the right leg.

MEDICATIONS: Aldactone 25 mg daily, NovoLog insulin 3-6 units b.i.d., olmesartan 10 mg daily, Coreg 25 mg daily, Farxiga 10 mg daily, Aldactone 25 mg daily, metformin 1000 mg b.i.d., Levemir insulin 23 units daily, allopurinol 100 mg daily, atorvastatin 40 mg h.s.
HABITS: The patient denies smoking. No significant alcohol use.

ALLERGIES: INSULIN BASAGLAR.
FAMILY HISTORY: Father died of myelodysplastic syndrome. Mother died of old age.

SYSTEM REVIEW: The patient has fatigue and weight loss. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. He has urinary frequency and nighttime awakening. He has hay fever. He has had abdominal pains, hip pains, and constipation. No anxiety. No depression. No easy bruising. He has joint pains and muscle aches. No seizures. He has numbness of the extremities, headaches, and memory loss.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged male who is slightly anxious but not dyspneic. Vital Signs: Blood pressure 138/80. Pulse 72. Respiration 20. Weight 242 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is clear. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and scattered wheezes in the upper chest. No crackles at the left base. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. The patient has varicosities of both lower extremities and no ulcerations. Skin: Dry and cool.

IMPRESSION:
1. Obstructive sleep apnea.

2. Diabetes mellitus.

3. Hypertension.

4. History of varicose veins.

PLAN: The patient has been advised to go for a polysomnographic study to see if he has significant sleep apnea. He also was advised to try and lose some weight. He will get a copy of his recent labs and continue with these regular medications mentioned above. Come in for a followup visit here in approximately six weeks. He will use albuterol inhaler two puffs t.i.d. p.r.n. A followup will be arranged after the polysomnogram is completed.

Thank you, for this consultation.

V. John D'Souza, M.D.
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cc:
Sarah Sakala, ARNP
