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PATIENT:
Belanger, Nicole

DATE OF BIRTH:
06/07/1979

DATE:
January 31, 2025

Dear Deanna:

Thank you for sending Nicole Belanger for a pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 45-year-old overweight female who has been complaining of extreme fatigue, history of snoring, and possible sleep apnea. She has had some daytime sleepiness. The patient has gained up to 30 pounds of weight over the past one year. She does work at a restaurant. She has been trying to lose some weight, but has not succeeded. She was advised to have a polysomnogram. The patient has had no other pulmonary symptoms. She denies any chest pains, leg swelling, or calf muscle pains.

PAST MEDICAL HISTORY: The patient’s past history has included a history of hypertension, history of SVP, past history of WPW syndrome, and gastroesophageal reflux.

PAST SURGICAL HISTORY: Breast biopsy which was benign. She had a cholecystectomy in the past and tubal ligation in 2003. She had LASIK surgery.

HABITS: The patient smoked one pack per day for six to seven years and then quit. Alcohol use – moderate.

ALLERGIES: None listed.

FAMILY HISTORY: Father died of lung cancer. Mother is alive and has a history of diabetes and hypertension. One brother had a history of sleep apnea and on CPAP.

MEDICATIONS: Lisinopril 20 mg daily, omeprazole 40 mg daily, metoprolol 100 mg daily, and B12 1000 mcg injection.
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SYSTEM REVIEW: The patient has fatigue and has had weight gain. She has no vertigo, hoarseness, or nosebleeds. She has urinary frequency. No flank pains. No asthma. She denies wheezing or coughing spells. No shortness of breath. No abdominal pains but has heartburn. No black stools. She does have diarrhea. She has anxiety attacks. She has enlarged glands. She has muscle aches and joint stiffness. She has headaches and numbness of the extremities. No memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This obese middle-aged white female is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 68. Respiration 16. Temperature 97.5. Weight 208 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears: No inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with clear lung fields. 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. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. Exogenous obesity.

3. Hypertension.

4. Supraventricular tachycardia.

PLAN: The patient has been advised to get a polysomnographic study to rule out sleep apnea. She also was advised to lose weight and go on a regular exercise program. Continue with the present medications as above. Advised to avoid driving while feeling sleepy, avoid alcoholic beverages, and narcotics or sedatives. A followup visit to be arranged here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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