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:

Patterson, Beverly

DATE:

March 5, 2025

DATE OF BIRTH:
06/16/1970

Dear Dianet:

Thank you, for sending Beverly Patterson, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 54-year-old female who has been experiencing fatigue, headache, depression, and snoring with apneic episodes. She has had some daytime sleepiness with fatigue and difficulty in concentrating. The patient has been treated for anxiety attacks and also has been overweight and has history of diabetes and hypertension. She has a past history for asthmatic attacks, but presently she denies any wheezing, cough, or shortness of breath. Her recent labs were unremarkable. Her hemoglobin was 12.4. A chest x-ray done in April 2024 was clear.

PAST MEDICAL HISTORY: The patient’s past history includes history of hypertension and history of diabetes mellitus. She also has a history for C-section, history for hypothyroidism, and asthma. She has depression and anxiety.

HABITS: The patient denies history of smoking and drinks wine moderately.

FAMILY HISTORY: Mother had a history of diabetes and hypertension.

ALLERGIES: KEFLEX.

MEDICATIONS: Xanax 0.25 mg p.r.n., olmesartan 40/12.5 mg half a tablet daily, Armour Thyroid 60 mg daily, montelukast 10 mg daily, Ozempic injection 2 mg weekly, Ventolin inhaler two puffs t.i.d. p.r.n., duloxetine 60 mg a day, and Xanax 0.25 mg p.r.n.

SYSTEM REVIEW: The patient has fatigue and mild weight loss. She has no cataracts or glaucoma. She has vertigo and hoarseness. She has occasional wheezing and apneic episodes with snoring. She has heartburn. No diarrhea or constipation. She has palpitations. No leg swelling. She has anxiety with depression. No easy bruising. She has muscle stiffness. She has headaches and some memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is a middle-aged moderately overweight white female who is alert, in no acute distress. Vital Signs: Blood pressure 128/80. Pulse 82. Respiration 15. Temperature 97.6. Weight 178 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Sclerae were clear. Throat is clear. Ears, no inflammation. Neck: Supple. No venous distention. No bruits or thyroid enlargement. Chest: Equal movements with decreased excursions. No wheezes or crackles on either side. Heart: Heart sounds are regular. S1 and S2 with no murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema. Normal reflexes. Neurological: There are no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. Hypertension.

3. Diabetes mellitus.

4. Anxiety and depression.

PLAN: The patient has been advised to go for a polysomnographic study. Advised weight loss and regular exercise. A pulmonary function study was ordered with bronchodilators. She will continue with her present medications and use albuterol inhaler two puffs t.i.d. p.r.n. 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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