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:

Smith, Hobart

DATE:

July 8, 2025

DATE OF BIRTH:
10/01/1951

Dear Richard:

Thank you, for sending Hobart Smith, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old male who has a history of chronic back pain status post kyphoplasty in July 2024. He had been sent for a chest CT, which was a CTA thoracic aorta. The CTA on 06/06/25 showed the ascending aorta to be 42 mm and the transverse arch at 35 mm. The lungs and pleura showed increased nonspecific ground-glass opacities in both lungs primarily in the dependent portions of the lungs with ground-glass opacities noted in the lingua as well. No pleural effusion. No pneumothorax was present. Esophagus was not dilated. No intrathoracic or axillary node identified. The patient has no cough or shortness of breath. Denies chest pains or hemoptysis. Denies fevers or chills. He states that he was treated for COVID-19 infection one year ago.

PAST HISTORY: The patient’s past history is significant for spinal stenosis and history for kyphoplasty in July 2024. He also had cholecystectomy in 2004, knee surgery in 1998, and corneal transplant in 2006. He had a lumbar spinal fracture in 2006 and lymphocytic colitis in 2019. He has been treated for rheumatoid arthritis since 2022.

ALLERGIES: None listed.

HABITS: The patient denies smoking. Drinks alcohol moderately. He worked as a manager and was in sales.

FAMILY HISTORY: Father died of a bleeding disorder. Mother died of an accident.

MEDICATIONS: Synthroid 125 mcg daily, Medrol 4 mg daily, gabapentin 300 mg t.i.d., and methotrexate injection 20 mg weekly.

SYSTEM REVIEW: The patient denies weight loss, fever, or fatigue. No shortness of breath, wheezing, or cough. No abdominal pain, heartburn, or rectal bleeding. No chest or jaw pain or palpitations. No anxiety or depression. He has easy bruising.
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He has joint pains and muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching. He does have urinary frequency. No flanks pains. No asthma or hay fever. He has cataracts.

PHYSICAL EXAMINATION: General: This moderately overweight elderly male who is alert and pale, in no acute distress. No clubbing, cyanosis, or leg edema. Vital Signs: Blood pressure 138/80. Pulse 84. Respirations 20. Temperature 97.6. Weight 240 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with occasional wheezes in the upper chest. No crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: No edema. Mild varicosities. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions were observed.

IMPRESSION:
1. Mild interstitial lung disease.

2. History of rheumatoid arthritis.

3. Chronic back pain with lumbar disc disease.

4. History of COVID-19 infection.

PLAN: The patient was advised to get a high-resolution chest CT to evaluate the lung infiltrates. He will also get a complete pulmonary function study with lung volumes. He was also advised to get a CBC, sed rate, ANA, and anti-DNA. Followup visit to be arranged here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Richard Potts, M.D.

