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PATIENT:

Robbins, Barbara

DATE:

July 17, 2023

DATE OF BIRTH:
10/13/1962

CHIEF COMPLAINT: Shortness of breath and some wheezing.

HISTORY OF PRESENT ILLNESS: This is a 60-year-old female who has a past history of smoking. She has experienced occasional cough, shortness of breath, and chest tightness. She has been treated for bronchitis on more than one occasion over the past two years. The patient never had a complete cardiac or pulmonary workup. She went to the walk-in center for an episode of bronchitis this past month and was treated with a course of oral steroids and given an albuterol inhaler. She presently is breathing better but has an occasional cough and has some postnasal drip. Denies any nausea or reflux. She has occasional headaches.

PAST MEDICAL HISTORY: The patient’s past history has included history for cholecystectomy, history of bilateral breast augmentation, and history for migraines. She has osteoporosis. She has had bronchitis in the past.

ALLERGIES: SULFA drugs.
HABITS: The patient smoked one pack per day for 20 years and then quit. She drinks beer five times a week. She works at the County Court.

FAMILY HISTORY: Mother died of COPD. Father’s illness is unknown.

MEDICATIONS: Albuterol inhaler two puffs p.r.n. and recently finished a course of prednisone.

SYSTEM REVIEW: The patient denies weight loss, fatigue, or fever. She has no glaucoma or cataracts. No vertigo, hoarseness, or nosebleeds. She has some wheezing and shortness of breath. She has occasional heartburn. No black stools or diarrhea. She has jaw pain and palpitations. She does have some anxiety attacks. She has bleeding gums. She has joint pains and muscle aches. She has headaches, numbness of the extremities, and memory loss. Denies any hay fever.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged white female who is alert, in no acute distress. No pallor, cyanosis, peripheral edema, or lymphadenopathy. Vital Signs: Blood pressure 130/80. Pulse 82. Respiration 16. Temperature 97.5. Weight 157 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and breath sounds were diminished over the periphery. There are no wheezes. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. No lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic dyspnea with reactive airways disease.

2. History of migraines.

3. Anxiety.

PLAN: The patient has been advised to get a CBC, complete metabolic profile, IgE level, and a chest x-ray. Also advised to get a complete pulmonary function study with bronchodilator studies. She will use albuterol inhaler two puffs q.i.d. p.r.n. and call if she has any new symptoms or respiratory infections. A followup visit to be arranged in six weeks.

Thank you, for this consultation.
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