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:

Adams, Stephanie

DATE:

March 25, 2025

DATE OF BIRTH:
11/13/1952

CHIEF COMPLAINT: Obstructive sleep apnea.

HISTORY OF PRESENT ILLNESS: This is a 72-year-old female who has a past history of hypertension, depression, dementia, and history of obstructive sleep apnea. She has gained weight. She has had apneic episodes and loud snoring. The patient has hypothyroidism as well. She has reflux symptoms. She is quite forgetful and unable to give much details of her complaints or history and most of the history is obtained from her daughter who is with her presently.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension. She has history of anxiety, depression, hypothyroidism, and history of vascular dementia under the care of a neurologist. She also has hyperlipidemia, glaucoma, and history of bladder cancer that was resected.

PAST SURGICAL HISTORY: Right and left knee replacement surgery and history for coronary artery stenting more than 20 years ago. She had a myocardial infarct.

HABITS: The patient smoked one pack per day for 20 years and then quit. No alcohol use.

ALLERGIES: ARICEPT.

FAMILY HISTORY: Mother died of bladder cancer. Father died of chocking episode with respiratory failure.

MEDICATIONS: Omeprazole 40 mg daily, Synthroid 75 mcg daily, sertraline 100 mg daily, atorvastatin 40 mg h.s., amlodipine 5 mg daily, trazodone 50 mg nightly, benazepril 40 mg daily, latanoprost eye drops, and aspirin one daily.
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PHYSICAL EXAMINATION: General: This moderately overweight elderly white female who is alert, in no acute distress. No pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 62. Respiration 20. Temperature 97.5. Weight 172 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with essentially clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Revealed no edema or lesions. Mild varicosities. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Possible obstructive sleep apnea.

2. Vascular dementia.

3. Hypertension.

4. Depression.

5. Hypothyroidism.

6. Hyperlipidemia.

PLAN: The patient has been advised to get a polysomnographic study and a home sleep study will be arranged. She will also get a complete pulmonary function study. Also advised to lose weight. She will continue with antihypertensive and antidepressant medication. A copy of her recent CBC and complete metabolic profile will be obtained. A followup visit here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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