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:

Buccola, Melanie

DATE:


April 26, 2023

DATE OF BIRTH:
08/31/1940

HISTORY OF PRESENT ILLNESS: This is an 82-year-old female who has had a history of recurrent bronchitis and asthmatic attacks. She has had persistent cough and thick sputum production over the past three to four months. The patient states that she cannot exert much. She did have a chest x-ray done this past week, which showed cardiomegaly, stable nodule in the left lung base, and chronic compression deformity in the lower thoracic vertebral bodies but no active pulmonary infiltrates. She is coughing up foamy-white mucus. Denies fevers or chills. She has no hemoptysis or weight loss.

PAST MEDICAL HISTORY: The patient’s past history has included history for asthma, chronic bronchitis, history for cholecystectomy, appendectomy, and tonsillectomy. She has had wrist surgery. She has a history of essential tremors.

ALLERGIES: No drug allergies.

HABITS: The patient denies smoking and uses alcohol moderately.

FAMILY HISTORY: Mother died of cancer. Father died of old age.

MEDICATIONS: Budesonide formoterol 160 mcg two puffs b.i.d., Mucinex 600 mg b.i.d., and nebulized ipratropium t.i.d. and p.r.n.

SYSTEM REVIEW: The patient has had no fatigue or weight loss. No glaucoma but had cataracts. No vertigo, hoarseness, or nosebleeds. No urinary symptoms or flank pains. She has asthma. She has history of persistent cough. No abdominal pains. She does have constipation. No reflux. Denies chest or jaw pain. No palpitations or leg swelling. She has anxiety attacks. She has easy bruising, joint pains, and muscle aches. She has memory loss. No seizures or headaches.

PHYSICAL EXAMINATION: General: This elderly averagely built white female who is alert in no acute distress. Vital Signs: Blood pressure 116/70. Pulse 85. Respiration 20 Temperature 97.6. Weight 171 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and breath sounds diminished at the periphery. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: Revealed mild varicosities. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.
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IMPRESSION:
1. Asthmatic bronchitis.

2. Allergic rhinitis and sinusitis.

3. History of gastroesophageal reflux.

PLAN: The patient has been advised to use Zithromax 500 mg daily x5 days, placed on prednisone 30 mg daily for one week, 20 mg daily for a week, and then 10 mg daily for a week. Continue with albuterol two puffs q.i.d. p.r.n. Advised to come in for a followup here in approximately six weeks.

Thank you, for this consultation.
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D:
04/28/2023
T:
04/28/2023

cc:
Mark Kendrick, M.D.

