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INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Hageman, Harold

DATE:

January 13, 2026

DATE OF BIRTH:
08/30/1952
Dear Dan:

Thank you, for sending Harold Hageman, for pulmonary evaluation.

CHIEF COMPLAINT: Shortness of breath, cough, and wheezing.
HISTORY OF PRESENT ILLNESS: This is a 73-year-old male with a history of HIV disease and metabolic syndrome, hypertension, hyperlipidemia, and COPD. He has been experiencing cough, wheezing, and shortness of breath. The patient went for a chest x-ray on 09/18/2025, which showed no active infiltrates and a V/Q lung scan was done on 09/19/2025, which showed low probability for pulmonary emboli. The patient brings up clear mucus. Denies fevers or chills. He has had no recent weight loss.

PAST MEDICAL HISTORY: The patient’s past history has included history of human immunodeficiency virus disease, history for hypertension, hyperlipidemia, and gastroesophageal reflux. He also had fractured clavicle following trauma. He has mild hyperglycemia.
PAST SURGICAL HISTORY: There is no significant surgical history.

ALLERGIES: No known drug allergies.

HABITS: The patient smoked one to two packs per day for 50 years. Drinks alcohol moderately. He quit smoking four years ago.

FAMILY HISTORY: Father died of heart disease. Mother had diabetes. One brother died of liver cancer.

MEDICATIONS: Med list included Trogarzo 200 mg solution every two weeks __________, Rukobia 600 mg b.i.d., Sunlenca 463 mg solution injection every six months, sucralfate 1 g tablet once daily, DuoNeb solution with a nebulizer every six hours as needed, Zithromax 600 mg two tablets once weekly, sildenafil 20 mg two tablets twice daily, roflumilast 500 mcg daily, rosuvastatin 40 mg daily, valacyclovir 1 g daily, Bactrim DS one tablet daily, Protonix 40 mg once daily, Creon before meals six capsules, and a stool softener.
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SYSTEM REVIEW: The patient had weight gain. He has shortness of breath, wheezing, and cough. No abdominal pain or heartburn. No diarrhea. Denies chest or jaw pain or palpitations. No depression or anxiety. He has urinary frequency and nighttime awakening. He has muscle aches and joint pains. He has headache. No memory loss. No skin rash. No itching. Denies cataracts. Denies hoarseness or dizziness.

PHYSICAL EXAMINATION: General: This is a moderately obese elderly white male who is alert and pale, in no acute distress. Vital Signs: Blood pressure 140/80. Pulse 105. Respirations 20. Temperature 97.2. Weight 245 pounds. Saturation 91%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished excursions and scattered wheezes in the upper chest. No crackles on either side. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. Mild varicosities. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD with emphysema.

2. Diabetes mellitus type II.

3. History of HIV disease.

4. Hypertension.

5. Hyperlipidemia.

6. Rule out obstructive sleep apnea.

PLAN: The patient has been advised to get a CT chest without contrast and a complete pulmonary function study. Also, advised to get a CBC and a complete metabolic profile. He will use an albuterol inhaler two puffs q.i.d. p.r.n. and continue with nebulizer with albuterol and ipratropium solution twice daily. A followup visit to be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Daniel Warner, M.D.

