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ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Ray, Dennis

DATE:

June 27, 2025

DATE OF BIRTH:
06/27/1946

HISTORY OF PRESENT ILLNESS: This is a 79-year-old male who has a past history of asthma and multiple allergies. He has been experiencing shortness of breath with activity and these symptoms have worsened over the past several months. The patient does use an albuterol inhaler two puffs as needed and he is on a Trelegy inhaler once a day. He denied any significant cough or yellow sputum. He has no sinus drainage.

PAST HISTORY: The patient’s past history has included history for a head injury with a subdural hematoma in September 2017 and he had the subdural drained. He also has degenerative disc disease in the cervical spine and lumbosacral spine and has had knee meniscus repair in June 2005. The patient also had esophageal dilation, AV node ablation for atrial fibrillation, and arthroscopy of the knee.

HABITS: The patient never smoked. Drinks alcohol moderately.

FAMILY HISTORY: Father died of heart disease. Mother died of a stroke.

MEDICATIONS: Trelegy Ellipta 100 mcg one puff a day, albuterol inhaler two puffs p.r.n., tamsulosin 0.4 mg daily, nebivolol 5 mg daily, celecoxib 200 mg daily, flecainide 100 mg b.i.d., Eliquis 5 mg b.i.d., and omeprazole 20 mg a day.

SYSTEM REVIEW: The patient has had no fatigue, fever, or weight loss. No double vision, cataracts, or glaucoma. No vertigo, hoarseness, or nosebleeds. He does have some urinary frequency and nighttime awakening. He has shortness of breath, wheezing, and cough. Denies nausea or vomiting, but has reflux. Denies rectal bleeding or diarrhea. He has no chest or jaw pain or calf muscle pain. No leg swelling. No depression or anxiety. No easy bruising. He has no joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is an averagely built elderly male who is alert and pale, in no acute distress. Vital Signs: Blood pressure 130/70. Pulse 72. Respirations 18. Temperature 97.6. Weight 208 pounds. Saturation 95% on room air. HEENT: Head is normocephalic. Pupils are reactive. Sclera are clear. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No venous distention. Trachea midline. Chest: Equal movements with decreased excursions and scattered wheezes in the upper chest with no crackles on either side. 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: No lesions. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Asthma.

2. Atrial fibrillation and ASHD.

3. Gastroesophageal reflux disease.

4. Probable COPD.

PLAN: The patient has been advised to get a CT of the chest without contrast and a complete pulmonary function study. He was also advised to get a polysomnographic study to rule out sleep apnea since he is overweight and has history of snoring. He will continue with Trelegy Ellipta one puff a day. He will come back for a followup visit here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
06/28/2025
T:
06/28/2025

cc:
Dr. James McDonnell

