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PATIENT:

Akers, Michael

DATE:

December 16, 2024

DATE OF BIRTH:
03/22/1967

Dear Chelsey:

Thank you, for sending Michael Akers, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 57-year-old male who has a history of snoring and possible sleep apnea. He has previously had polysomnographic studies done, which apparently were inconclusive. The patient never had a CPAP mask to use. He has had trouble sleeping at nights and sometimes takes a sleep aid. He has had no significant daytime sleepiness. The patient previously worked as an air traffic controller, but presently retired. He has no cough, wheezing, or shortness of breath. Denies nausea, vomiting, or reflux.

PAST HISTORY: The patient’s past history includes history of hypertension and history of hyperlipidemia. He had a benign tumor removed from the left shoulder which was diagnosed as giant cell tumor. He has had ventral hernia x2 with repair and had a vasectomy. He had gastric sleeve surgery and resulting weight loss of up to 100 pounds.

ALLERGIES: No known drug allergies.

HABITS: The patient does not smoke. Drinks alcohol moderately.

FAMILY HISTORY: Father alive at age 85. Mother in good health at age 82.

MEDICATIONS: Amlodipine 2.5 mg daily, rosuvastatin 20 mg daily, bupropion 150 mg daily, HCTZ 12.5 mg daily, valsartan 160 mg a day, escitalopram 10 mg daily, and ezetimibe 10 mg a day.

SYSTEM REVIEW: The patient has no fatigue, fever, or weight loss. No double vision, cataracts, or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency, flank pains, or dysuria. He has hay fever. He has occasional wheezing and coughing spells and has apnea.
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No abdominal pains, nausea, vomiting, or diarrhea. No chest or jaw pain. No palpitations or leg swelling. He has depression. He has no easy bruising or bleeding gums. No joint pains or muscle stiffness. No seizures, headaches, or memory loss. No skin rash.

PHYSICAL EXAMINATION: General: This is a thinly built middle-aged white male who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 138/80. Pulse 96. Respirations 20. Temperature 97.5. Weight 235 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions. Occasional wheezes in the upper chest with no crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. Hypertension.

3. Hyperlipidemia.

4. Depression and anxiety.

PLAN: The patient will be sent for a polysomnographic study when stable. He will also use albuterol inhaler two puffs p.r.n. Continue with the other mentioned medications above including bupropion 150 mg daily, escitalopram 10 mg daily, ezetimibe 10 mg daily, and hydrochlorothiazide 12.5 mg a day. Followup visit to be arranged here in approximately four weeks.
Thank you for this consultation.
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