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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:

Murphy, Doreen

DATE:

April 30, 2025

DATE OF BIRTH:
07/22/1943

Dear Chip:

Thank you, for sending Doreen Murphy, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 81-year-old female who has a past history of COPD. She was recently sent for a chest CT done on 12/03/24. The patient’s chest CT demonstrated a 4-mm subpleural nodule in the right upper lobe and further followup was suggested. There was moderate centrilobular emphysema. The patient has shortness of breath. Denies significant cough and wheezing. No hemoptysis, fevers, or chills. She has a history of obstructive sleep apnea for which she uses a CPAP mask nightly.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension, history for TIA, past history of subclavian stent placement, and history of a parotid tumor, which was benign. The patient has had vascular procedures for peripheral vascular disease and a carotid stent placement.

HABITS: The patient smoked one pack per day for 50 years. Drinks alcohol occasionally.

ALLERGIES: NITROFURANTOIN, AMLODIPINE, AMOXICILLIN, and PRAVASTATIN.

FAMILY HISTORY: Mother died following a hip fracture. Father died of old age.

MEDICATIONS: Ezetimibe 10 mg daily, nifedipine 30 mg daily, metoprolol 50 mg daily, lisinopril 5 mg daily, levothyroxine 50 mcg daily, Protonix 40 mg daily, Trelegy Ellipta one puff daily, Plavix 75 mg daily, Myrbetriq 50 mg daily, trazodone 50 mg nightly, and bupropion 150 mg b.i.d.
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SYSTEM REVIEW: The patient had fatigue. No weight loss. She has no cataracts or glaucoma. No hoarseness or nosebleeds. She does have urinary frequency and urgency. Denies hay fever or asthma. She has coughing spells and shortness of breath. She has no chest or jaw pain but has arm pain. She has anxiety and depression. She has easy bruising. She has joint stiffness and muscle aches. She has headaches and memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This elderly averagely built white female who is alert and pale but in no acute distress. Vital Signs: Blood pressure 128/70. Pulse 72. Respiration 20. Temperature 97.5. Weight 130 pounds. Saturation 92%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions, breath sounds diminished at the periphery and occasional wheezes bilaterally. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. Neurological: Normal reflexes. There were no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions were observed.

IMPRESSION:
1. COPD.

2. Right lung nodule etiology undetermined.

3. Obstructive sleep apnea.

4. Peripheral vascular disease.

5. Hypertension.

6. Memory loss.

PLAN: The patient will continue with the Trelegy Ellipta one puff daily. A followup CT chest was ordered without contrast to evaluate the lung nodule. The patient will continue with her other medications mentioned above and a pulmonary function study will be ordered with bronchodilator studies. Followup here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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