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PATIENT:

Johnson, Annette

DATE:

April 1, 2026

DATE OF BIRTH:
12/13/1965

Dear Emily:

Thank you, for sending Annette Johnson, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 60-year-old female who has a history of obstructive sleep apnea on home CPAP. She has been overweighed and is trying to lose weight and has been on Zepbound injections weekly. The patient has a history of snoring. She has had past history of gastric sleeve procedure. Her CPAP machine is poorly functional and the patient needs a new polysomnogram to evaluate her for CPAP titration. The patient has no daytime sleepiness. Denies nausea or reflux. She has no chest pains or abdominal pain.

PAST MEDICAL HISTORY: The patient’s past history includes two C-sections in 1997 and 2000. She had a gastric sleeve procedure done in 2011. She also will have parathyroidectomy done for hypercalcemia and hyperparathyroidism. The patient is being treated for hypertension and hyperlipidemia.

HABITS: The patient smoked half to one pack per day for 20 years. No alcohol use.

ALLERGIES: LISINOPRIL.

MEDICATIONS: Lexapro 10 mg a day, trazodone 25 mg daily, Zepbound injection 25/5 mg weekly, and Synthroid 150 mcg a day.

FAMILY HISTORY: Father died of lung cancer. Mother had COVID.

SYSTEM REVIEW: The patient denies weight loss, fatigue, or fever. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. She has some urinary frequency. No flank pains. She has no hay fever. No shortness of breath or cough but has apnea. She has no abdominal pains, nausea, black stools, or diarrhea. No chest or jaw pain. No calf muscle pains. No leg swelling. She has depression. No anxiety. She has no easy bruising, joint pains, or muscle aches. No seizures, headaches, or memory loss.
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PHYSICAL EXAMINATION: General: This is a middle-aged obese female who is alert, in no acute distress. No pallor, cyanosis, icterus, clubbing, or peripheral edema. Vital Signs: Blood pressure 128/80. Pulse 62. Respiration 16. Temperature 97.2. Weight 271 pounds. Saturation 98%. 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 decreased excursions and diminished breath sounds at the bases with occasional wheezes in the upper chest. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. No lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Obstructive sleep apnea.

2. Hyperparathyroidism.

3. Depression.

4. Hypothyroidism.

PLAN: The patient has been advised to get a sleep test and CPAP titration. Also go for a complete pulmonary function study and CT chest. She does have a significant smoking history and history for cough. She will try to lose some weight. She was advised to come in for a followup here in approximately six weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.
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