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:

Mort, Roy

DATE:

January 22, 2013

DATE OF BIRTH:
03/03/1943

Dear Patrick:

Thank you, for sending Roy Mort, for pulmonary evaluation.

CHIEF COMPLAINT: Dyspnea with activity.

HISTORY OF PRESENT ILLNESS: This is a 69-year-old white male who has been treated for atrial fibrillation recently. He has had symptoms of shortness of breath, tightness in his chest as well as orthopnea, and wheezing. The patient apparently has had traveled to the Westors and an episode of bronchitis, which was treated, but he did develop increased wheezing following his return home. He has had some shortness of breath as well. He denied any fevers, chills, or night sweats. He denied any chest pains, abdominal pains, or hemoptysis.

PAST MEDICAL HISTORY: The past history includes history for obstructive sleep apnea for which he uses a CPAP mask at 15 cm pressure. He has had a history for an appendectomy in 1989, wrist surgery with carpal tunnel syndrome in 2006, and a pilonidal cyst operated in 1969. He was treated for atrial fibrillation since 2004. There is a history of COPD as well.

MEDICATIONS: Allopurinol 300 mg daily, Colcrys 0.6 mg b.i.d., digoxin 0.025 mg daily, KCl 20 mEq b.i.d., Lasix 40 mg b.i.d., metoprolol 50 mg b.i.d., Mobic 7.5 mg a day, omeprazole 20 mg b.i.d., Percocet 5/325 mg b.i.d., sertraline 100 mg a day, simvastatin 40 mg a day, tizanidine 4 mg p.r.n., Xenical 120 mg b.i.d., and zolpidem 10 mg h.s.

HABITS: The patient smoked for 20 years a pack per day and quit in 1975. He drinks alcohol mostly beer. The patient has no pets in the house.

ALLERGIES: ACE inhibitors.

FAMILY HISTORY: Father died of colon cancer. Mother has heart disease.
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SYSTEM REVIEW: The patient complains of fatigue. No weight loss. No double vision, cataracts, or glaucoma. He has frequent sore throat and hoarseness. No urinary frequency or hematuria. He has had hay fever. He has wheezing, persistent cough, and shortness of breath. He has heartburn. No black stools. He has constipation and leg swelling. No jaw pain or arm pain. No anxiety. No easy bruising. He has muscles aches, stiffness, and joint pains. He has no headaches, seizures, or memory loss. No skin rash.

PHYSICAL EXAMINATION: This is a moderately overweight elderly white male whose face was flushed. Vital signs: Blood pressure 130/80. Pulse 72. Respirations 18. Temperature 98.0. Weight 270 pounds. Saturation is 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Nasal mucosa is edematous. Throat is injected. Neck: Supple. No lymphadenopathy. No bruits. No thyromegaly. Chest: Equal movements with percussion note resonant throughout with diminished breath sounds at the bases with occasional wheezes throughout both lung fields. Heart: Heart sounds are irregular. S1 and S2 are heard. Abdomen: Soft and protuberant. No masses. No organomegaly Extremities: Varicosities. Minimal edema. Normal reflexes.
Neurological: There are no gross motor deficits. Cranial nerves are grossly intact. Rectal exam is deferred. Skin: No lesions were observed.

IMPRESSION:
1. Reactive airways with COPD.

2. History of hypertension, atrial fibrillation, and CHF.

3. Degenerative arthritis.

4. Obstructive sleep apnea syndrome with obesity.

PLAN: The patient was counseled about losing weight. Also advised to get a pulmonary function study, CBC, complete metabolic profile, and a chest x-ray. He will use a Flonase nasal spray two sprays in each nostril daily for nasal congestion, Ventolin inhaler two puffs t.i.d. p.r.n., and CPAP to be continued as before. Follow up here in approximately three weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/ISPL/NY

D:
01/22/2013
T:
01/22/2013

cc:
Patrick Larrazabal, M.D.

