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PATIENT:

Bailey, Debra
DATE:

May 12, 2023

DATE OF BIRTH:
11/23/1951
Dear Teresa:

Thank you for sending Debra Bailey for pulmonary evaluation.
HISTORY OF PRESENT ILLNESS:  This is a 71-year-old lady, who has had a history of persistent cough for the past 2 to 3 months.  She has no significant sputum production and has been using a Ventolin inhaler on an as-needed basis.  The patient has not had a recent chest x-ray or CT scan of the chest and her last chest CT in April 2021, showed emphysematous changes without acute infiltrate and no mediastinal adenopathy.  The patient denies any weight loss, fevers, chills, or night sweats.  She has no chest pains.
PAST HISTORY:  The patient’s past history has included history of knee replacement surgery on the right.  She has a history of COPD with chronic bronchitis, hyperlipidemia, hypertension, history of osteoporosis, and ASHD.  She also has hyperparathyroidism.  The surgery also included the right knee replacement surgery and hysterectomy, repair of the left arm following a fracture and placement of plates and screws and she also had an infection in this wound, which was later revised.  She also had bilateral cataract extractions and there is a history for degenerative arthritis and past history of rib fracture.
ALLERGIES:  No known drug allergies listed.

HABITS:  The patient smoked one pack per day for about three years and then quit.  Alcohol use occasional.

FAMILY HISTORY:  Father died of an MI.  Mother died of old age.

SYSTEM REVIEW:  The patient has persistent cough and some wheezing.  Denies shortness of breath.  She has no abdominal pains, nausea, heartburn, or diarrhea.  She denies leg or calf muscle pains or leg swelling.  She has anxiety attacks and joint pains and easy bruising.  She has had memory loss and denies any skin rash.  She has no fatigue, but has had mild weight loss.  No sore throat or nosebleeds.  Denies urinary frequency or flank pains.  She denies any hay fever or allergic rhinitis.  The patient does have nasal congestion and nasal allergies.
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PHYSICAL EXAMINATION:  General:  This is an elderly, averagely built white female, no acute distress.  Vital Signs:  Blood pressure 124/70.  Pulse 80.  Respirations 16.  Temperature 97.5.  Weight 114 pounds.  Saturation 97%.  HEENT:  Head is normocephalic. Pupils are reactive.  Tongue is moist.  Throat is clear.  She has no inflammation.  Neck:  Supple.  No bruits.  No lymphadenopathy or thyromegaly.  Chest:  Equal movements with distant breath sounds and occasional wheezes in the upper chest.  Heart:  The heart sounds are regular.  S1 and S2.  No murmur.  Abdomen:  Soft and benign.  No mass.  No organomegaly.  Bowel sounds are active.  Extremities:  No edema.  No calf tenderness.  Reflexes are 1+ with no gross motor deficits.  Cranial nerves are grossly intact.  Skin:  Skin was dry and warm.
IMPRESSION:
1. Chronic cough with reactive airways.

2. Hypertension.

3. Hyperlipidemia.

4. Degenerative arthritis.
5. Allergic rhinitis.

PLAN:  The patient has been advised to get a chest CT with contrast and a complete pulmonary function study, CBC, IgE level, and CMP.  She will use Tessalon Perles 100 mg t.i.d. p.r.n. for the cough.  Also, she will use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. and a followup visit to be arranged here in approximately four weeks.
Thank you for this consultation.
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