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:

Buckley, Daniel

DATE:

October 14, 2025

DATE OF BIRTH:
07/02/1957

CHIEF COMPLAINT: History of asthma and COPD.

HISTORY OF PRESENT ILLNESS: This is a 68-year-old male who has had a past history of chronic bronchitis and asthma with recurrent exacerbations, has been steroid dependent and has been taking prednisone 10 mg to 20 mg per day regularly to control his symptoms. The patient was admitted to the hospital earlier this year with a near syncopal episode and was found to be severely anemic and had a complete GI evaluation conducted as well as a neurologic evaluation. A chest x-ray done at that time showed low lung volumes and increased interstitial markings as well as mild pulmonary edema. The patient’s abdominal CT showed diffuse fatty infiltration of the liver and no masses or adenopathy. There was bilateral severe hydronephrosis. The patient has been having some cough and wheezing and shortness of breath with activity, but denies chest pains.

PAST HISTORY: The patient’s past history includes history for DVT of the right leg, history for asthma and COPD, gastroesophageal reflux, previous exploratory laparotomy, and lithotripsy. He has had right hip replaced. He also had nephrostomy tube placed for hydronephrosis.

HABITS: The patient has no history of smoking. He drinks beer on a regular basis.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died of renal failure. Mother died of old age.

MEDICATIONS: Include Protonix 40 mg daily, Eliquis 5 mg b.i.d., finasteride 5 mg a day, Carafate 1 g b.i.d., tamsulosin 0.4 mg daily, Pepcid 20 mg daily, diazepam 10 mg b.i.d., prednisone 20 mg a day, and iron tablet.

SYSTEM REVIEW: The patient has had shortness of breath and wheezing. Occasional cough. He has no abdominal pains, but has some nausea and loose stools. He has arthritis of his extremities and hips and anxiety attacks. He has easy bruising, joint pains, and muscle aches. He has numbness of the extremities. No headaches or seizures. Denies any skin rash. He has urinary frequency. No flank pains. He has gained weight.
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PHYSICAL EXAMINATION: General: This is an elderly moderately overweight white male who is alert. Face is plethoric. He has mild peripheral edema and pigmentation of the skin of the lower extremities. Vital Signs: Blood pressure 135/80. Pulse 92. Respirations 20. Temperature 97.6. Weight 195 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds and scattered wheezes throughout both lung fields. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and mildly distended. He has mild epigastric tenderness. Liver edge two fingerbreadths below the costal margin. Bowel sounds are active. Extremities: Reveal varicosities and mild edema. Decreased peripheral pulses. Pigmented skin. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact.

IMPRESSION:
1. COPD with asthma and chronic bronchitis.

2. Chronic kidney disease stage III.

3. Degenerative arthritis.

4. Anemia with blood loss.

5. History of peptic ulcer disease.

PLAN: The patient has been advised to get a CBC, IgE level and a basic metabolic profile, a CT of the chest without contrast and complete pulmonary function study with lung volumes. He will use Advair Diskus 250/50 mcg one puff twice a day and albuterol inhaler two puffs q.i.d. p.r.n. Continue with prednisone 10 mg once daily. Followup visit to be arranged in four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
10/14/2025
T:
10/14/2025

cc:
Moline Blanc, PA-C

