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PATIENT:

Gieselman, Lona

DATE:


DATE OF BIRTH:

CHIEF COMPLAINT: This patient comes in for evaluation of COPD.

HISTORY OF PRESENT ILLNESS: This is a 75-year-old female who has had a history for cough and shortness of breath with exertion is previously known to have COPD. The patient also has a history of mild hypertension. She has cough with clear sputum production and she has fatigue. She was also treated for pneumonia recently, but had no followup chest x-ray done since. She was treated with antibiotic therapy two months ago.

PAST HISTORY: The patient’s past history has included history of right knee replacement surgery and history of left knee repair. She has had right wrist surgery. The patient also had left knee surgery and foot surgery and she had an ablation of the uterus. She has had cardiac ablation done for atrial fibrillation and had cataract surgery. The patient also had a sleep study done several years ago, but does not know of the results and thinks she may have mild sleep apnea. The patient’s past history also included supraventricular tachycardia with history of ablation.

ALLERGIES: SULFA and LISINOPRIL.
MEDICATIONS: Med list included amlodipine 10 mg daily, atorvastatin 20 mg daily, metoprolol 100 mg h.s., losartan 100 mg daily, doxazosin 2 mg daily, hydrochlorothiazide 25 mg daily and supplements.

HABITS: The patient denied smoking, but was exposed to secondhand smoke from her family for over 20 years. Drinks alcohol regularly.

FAMILY HISTORY: Mother died of heart disease as well as her father. Mother also had a history for stroke.
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SYSTEM REVIEW: The patient complained of some weight loss. No fatigue. Denies double vision or cataracts. Denies hoarseness or nosebleeds. She has urinary frequency and burning. She has no asthma or hay fever, but has shortness of breath and coughing spells. She has reflux symptoms. No nausea, diarrhea or constipation. Denies chest or jaw pain, but has arm pain and calf muscle pains and leg swelling. She has anxiety attacks and she has muscle stiffness and joint pains and occasional headaches and no memory loss.

PHYSICAL EXAMINATION: General: This averagely built elderly white female is alert, pale, but in no distress. Vital Signs: Blood pressure 120/70. Pulse 68. Respirations 16. Temperature 97.8. Weight 157 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished excursions. No wheezes or crackles on either side. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft, obese without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Dry and cool.

IMPRESSION:
1. COPD.

2. Possible obstructive sleep apnea.

3. Resolved pneumonia.

4. Degenerative arthritis.

5. Hypertension.

6. History of SVT.

PLAN: The patient will get a CT chest without contrast and a complete pulmonary function study. She was advised to use an albuterol inhaler two puffs q.i.d. p.r.n. Continue with the other mentioned medications above. Also, get a CBC, complete metabolic profile and TSH and the patient could also go for a polysomnographic study at a later date. A followup visit to be arranged here in four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Diana Toro, M.D.
