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:

Thomas, David

DATE:

November 18, 2025

DATE OF BIRTH:
12/19/1964

Dear Lauren:

Thank you, for sending David Thomas, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 60-year-old male who is overweight and has a history of recurrent bronchitis and has been coughing up thick mucus and experiencing tightness in his chest. He was treated with two courses of antibiotics and has been on steroids for over two weeks. The patient still has some coughing spells but improved. He denies any fevers, chills, or hemoptysis, but has some postnasal drip and nasal congestion. He does have a history for asthma as a child.

PAST MEDICAL HISTORY: The patient’s past history has included history of appendectomy, cholecystectomy, history of obstructive sleep apnea and on CPAP nightly, history of hypertension, diabetes, and hyperlipidemia. He has had sinus polyps resected and has had sinus surgery. He also has had lumbar disc disease with lumbar laminectomy.

ALLERGIES: LORTAB and ACE INHIBITORS.
HABITS: The patient smoked two packs per day for 15 years and then quit. Alcohol use is moderate. He works as a manager for a window company.

FAMILY HISTORY: Father has hypertension and diabetes. Mother is doing well.

MEDICATIONS: Metformin 1000 mg b.i.d., losartan/HCT 100-25 mg daily, tamsulosin 0.4 mg daily, prednisone 10 mg b.i.d., and vitamin B12.

SYSTEM REVIEW: The patient denies weight loss, fatigue, or fever. No double vision, cataracts, or glaucoma. No vertigo, hoarseness, or nosebleeds. He does have urinary frequency and nighttime awakening. He has asthma, shortness of breath, and wheezing. He has no abdominal pains or heartburn. No rectal bleed but has diarrhea. He has no anxiety or depression. No easy bruising. He does have muscle stiffness and some joint pains. He has no headaches, but has numbness of the extremities and memory loss. He has no skin rash. No itching.
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PHYSICAL EXAMINATION: General: This moderately obese middle-aged white male who is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 132/80. Pulse 78. Respiration 18. Temperature 97.5. Weight 224 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Nasal mucosa is edematous. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions. Occasional wheezes in the upper chest with no crackles on either side. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 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. Asthmatic bronchitis.

2. Obstructive sleep apnea.

3. Hypertension.

4. Diabetes mellitus.

5. Exogenous obesity.

PLAN: The patient has been advised to get a complete pulmonary function study. A CT done on 09/04/25 showed 3 mm nodule in the left lower lobe, which was stable, calcified granuloma in the right middle lobe and coronary artery calcifications. The patient was also advised to get a followup chest CT in eight months. He will taper off the prednisone 5 mg b.i.d. for one week and 5 mg once daily for a week. He was placed on Trelegy Ellipta 100 mcg one puff a day. Advised to get a CBC and differential, get IgE level, and total eosinophil count. Advised to use an albuterol inhaler two puffs p.r.n. A followup visit to be arranged here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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Lauren Girard, D.O.

