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INTERNAL MEDICINE AND PULMONARY DISEASE
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TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:
Townsend, Montia
DATE OF BIRTH:
12/20/1951
DATE:
April 11, 2023
CHIEF COMPLAINT: Recurrent bronchitis with viral infections.
HISTORY OF PRESENT ILLNESS: This is a 71-year-old white male who has been treated for episodes of flu twice in the past year and history of persistent cough and bronchitis. The patient also had flu and back pain in early 2022. In September 2022, he was treated for Guillain-Barré syndrome after a brief viral illness. The patient has wheezing and coughing spells and chest tightness. Denied fevers, chills, or hemoptysis. No chest pains.
PAST MEDICAL / SURGICAL HISTORY: The patient had past history for right knee replacement surgery and history for appendectomy in 1979, cholecystectomy in 2000, and history of cataract surgery in 2022. He has had skin cancer removed on several occasions in 2013 and has a history of prostate cancer which is monitored closely. He was treated for hypertension for 15 years.
MEDICATIONS: Medication list included Coreg 25 mg b.i.d., torsemide 30 mg daily, Benadryl 25 mg h.s., allopurinol 150 mg daily, Flonase nasal spray p.r.n.
ALLERGIES: AMLODIPINE and LOSARTAN.
HABITS: The patient denies smoking. Alcohol use moderate.

FAMILY HISTORY: Mother died of stroke. Father had renal failure.

REVIEW OF SYSTEMS: The patient has fatigue and some weight loss. He had cataract. Denies glaucoma. He has no hoarseness or nosebleeds. He has urinary frequency, nighttime awakening and has wheezing and coughing spells. He has no nausea, vomiting, or rectal bleed. No chest and jaw pain. He has leg swelling. He has no anxiety. No depression. No easy bruising. He has joint pains and muscle pains. No headaches, seizures, or memory loss. No skin rash. No itching. 
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PHYSICAL EXAMINATION: This is a moderately overweight elderly white male who is alert and in acute distress. There was no pallor, cyanosis, lymphadenopathy, or peripheral edema. Vital Signs: Blood pressure 138/80. Pulse 68. Respirations 16. Temperature 97.6. Weight 236 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa edematous. Throat was clear. Ears: No inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and diminished breath sounds of the periphery with wheezes scattered bilaterally. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Mild peripheral edema with decreased pulses. Mild varicosities. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Dry and warm.

IMPRESSION:
1. Chronic bronchitis.

2. History of viral syndrome.

3. Guillain-Barré syndrome, resolved.

4. Exogenous obesity.

5. Hypertension.

6. Possible obstructive sleep apnea.

PLAN: The patient has been advised to get a CT chest and a complete pulmonary function study. He also advised to have polysomnographic study and see if he qualifies for home CPAP. The patient will use albuterol inhaler two puffs t.i.d. p.r.n. Continue with his regular medications including torsemide 20 mg daily, atorvastatin 40 mg a day, Coreg 25 mg b.i.d., allopurinol 150 mg daily and Ventolin inhaler two puffs q.i.d. p.r.n. Follow up visit here in approximately four weeks. 
Thank you for this consultation.
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