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:

Compoli, Van

DATE:

September 3, 2025

DATE OF BIRTH:
04/28/1954

CHIEF COMPLAINT: COPD and emphysema.

HISTORY OF PRESENT ILLNESS: This is a 71-year-old male who has had a history of COPD and emphysema. He has been on inhaled bronchodilators including the albuterol inhaler as needed. The patient had a seizure and unresponsiveness in May 2025 and was seen in the emergency room. He was sent for a CTA of the chest, which showed no pulmonary emboli, but had several nodular ground-glass opacities throughout the right lung as well as emphysematous changes. The patient is presently feeling better. Denies any cough or wheezing, but has shortness of breath with activity. He has not had any more recent x-rays. The patient did have a spirometry done last month, which showed moderate obstructive airways disease.

PAST HISTORY: The patient’s past history includes history of surgery on his feet in 1970s. He has a history of hypertension and also has a history of diabetes and peripheral neuropathy. The patient had cataract surgery. He denies any history of heart attacks.

ALLERGIES: None listed.

HABITS: The patient smoked two packs per day for 42 years. Drinks alcohol occasionally. He worked at the Speedway.

FAMILY HISTORY: Father died of laryngeal cancer and prostate cancer. Mother had diabetes and complications.

MEDICATIONS: Jardiance 25 mg daily, Crestor 10 mg b.i.d., Tradjenta 5 mg daily, lisinopril 40 mg daily, amlodipine 5 mg daily, varenicline 1 mg daily, metformin 1000 mg b.i.d., Keppra 1000 mg b.i.d., and gabapentin 100 mg h.s.
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SYSTEM REVIEW: The patient has had no weight loss, fatigue, or fever. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. He has no urinary frequency or nighttime awakening. Denies hay fever. He has wheezing and shortness of breath. He has no abdominal pains or nausea, but had diarrhea. Denies chest or jaw pain, palpitations, or leg swelling. No anxiety. No depression. He has muscle stiffness. He has seizures, but no headaches. He has memory loss and blackout spells. He has no skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a well-built elderly white male who is alert, in no acute distress. There is no pallor, cyanosis, icterus, or clubbing, but had mild edema. Vital Signs: Blood pressure 130/70. Pulse 68. Respirations 16. Temperature 97.5. Weight 208 pounds. Saturation 92%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No venous distention. Trachea midline. No thyroid enlargement. Chest: Equal movements with decreased excursions and occasional wheezes are scattered throughout both lung fields. Prolonged expirations. 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: Mild edema with decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD with emphysema and chronic bronchitis.

2. Hypertension.

3. Nodular infiltrates with possible aspiration.

4. Diabetes mellitus.

5. Hyperlipidemia.

PLAN: The patient will get CBC, CMP, and alpha-1 antitrypsin phenotype. He was placed on Anoro Ellipta one puff daily. A complete PFT will be ordered. The patient will call if he has any respiratory infection. A followup visit to be arranged here in approximately six weeks. The patient will come back for a followup in six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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