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:

Adams, Ryan

DATE:

January 21, 2026

DATE OF BIRTH:
10/10/1974

CHIEF COMPLAINT: Abnormal chest CT.

HISTORY OF PRESENT ILLNESS: This is a 51-year-old male who has had a prior history of asthma, has been on an albuterol inhaler on a p.r.n. basis. The patient has noticed that he has had some wheezing and chest tightness over the past several months and uses his rescue inhaler as needed. The patient also had been sent for a chest CT that was done on 01/19/2026 and it showed multiple small non-calcified pulmonary nodules up to 4 mm, more on the right lower lobe and right upper lobe. There was no mediastinal adenopathy. No evidence of pleural effusion. The patient states he has occasional episodes of wheezing. No significant cough. He has no reflux or nausea, but he has some postnasal drip and chest tightness.

PAST HISTORY: The patient’s past history has included history of removal of skin cancers including a melanoma from his back. He has no history of hypertension or diabetes, but has some gastroesophageal reflux and uses Prilosec 20 mg a day.

ALLERGIES: No known drug allergies.

HABITS: The patient denies smoking. Alcohol use moderate. He works in real estate. Denies any other toxic fume exposure or secondhand smoke.

FAMILY HISTORY: Father died of alcoholism and multiple organ failure. Mother is in good health.

MEDICATIONS: Prilosec 20 mg daily and tadalafil 5 mg p.r.n.

SYSTEM REVIEW: The patient has had no weight loss, fever, or fatigue. No glaucoma or cataracts. No vertigo, hoarseness, or nosebleeds. He has some wheezing and occasional cough. Denies abdominal pains, but has reflux. No black stools or diarrhea. No chest or jaw pain or palpitations. No anxiety or depression. No urinary frequency, flank pains, or dysuria. No bruising. He has no joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash. No itching.

PATIENT:

Adams, Ryan

DATE:

January 21, 2026

Page:
2

PHYSICAL EXAMINATION: General: This is a well-built, middle-aged white male who is alert, in no acute distress. There is no clubbing, pallor, cyanosis, or icterus. Vital Signs: Blood pressure 110/70. Pulse 72. Respirations 20. Temperature 97.6. Weight 242 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions. Lung fields are clear with no wheezes or crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. History of asthma.

2. Multiple lung nodules, etiology undetermined.

3. Gastroesophageal reflux disease.

4. History of melanoma.

PLAN: The patient will get a complete pulmonary function study, CBC, sed rate, and IgE level. Advised to get a followup chest CT in three months. He will use an albuterol inhaler two puffs p.r.n. in case he has shortness of breath. A followup visit to be arranged here in approximately six weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
01/22/2026
T:
01/22/2026

cc:
John Jepma, D.O.

Arun Dhand, M.D.
