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TELEPHONE (386) 677-7260
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PATIENT:

Bolkcom, Jerome

DATE:

May 1, 2023

DATE OF BIRTH:
07/17/1959

CHIEF COMPLAINT: COPD and persistent cough for five weeks.

HISTORY OF PRESENT ILLNESS: This is a 63-year-old male who has had an episode of bronchitis five weeks ago. He was coughing up some thick whitish mucus and was treated with a course of steroids and he is on a Flovent inhaler twice daily. The patient also uses the albuterol inhaler as needed and Singulair. He has been improving over the past two weeks. Denied any chest pains, fevers, chills, or night sweats. He had a CAT scan done on 04/19/2023, which showed a 2 mm nodule in the right upper lobe, mild aortic calcified plaque, and centrilobular emphysema mild. The patient had no prior history of pneumonia. Denies surgery. He has mild hyperlipidemia and hyperglycemia.

PAST HISTORY: Past history includes history of chronic bronchitis, depression, anxiety, and hyperlipidemia.

MEDICATIONS: Singulair 10 mg daily, Flovent HFA 110 mcg two puffs b.i.d., Ventolin two puffs p.r.n., Lexapro 10 mg daily, Cialis 5 mg as needed, and atorvastatin 10 mg a day.

HABITS: The patient smoked one to two packs per day for 40 years. Alcohol use occasional. He is presently retired and worked as an attorney previously.

FAMILY HISTORY: Father died of throat cancer. Mother died of Alzheimer’s.

SYSTEM REVIEW: The patient denies fatigue, fever, or weight loss. He does have glaucoma and cataracts. No vertigo, hoarseness, or nosebleeds. He has shortness of breath. No significant cough presently. No abdominal pains, nausea, or heartburn. No diarrhea. No chest or jaw pain or calf muscle pain. He has mild depression and anxiety. He has joint pains and muscle stiffness. No seizures, but has headaches. No memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This middle-aged moderately overweight white male is alert, in no acute distress. No pallor, cyanosis, or icterus. Vital Signs: Blood pressure 140/80. Pulse 84. Respirations 20. Temperature 97.6. Weight 212 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds and scattered wheezes in the upper chest. 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: 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. COPD and chronic bronchitis with reactive airways.

2. Right upper lung nodule.

3. Hyperlipidemia.

PLAN: The patient was advised to get a complete pulmonary function study, CBC, and IgE level. He was also advised to get a polysomnographic study. Continue with Flovent HFA 110 mcg two puffs b.i.d., Ventolin HFA two puffs as needed. Weight loss was suggested. A followup visit to be arranged here in approximately six weeks. The patient will need a followup chest CT in three months to evaluate the lung nodule.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
James McDonnell, M.D.

