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576 STERTHAUS AVENUE, SUITE A
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    FAX (386) 672-6194


PATIENT:

Stfanowicz, Bogdan

DATE:

October 31, 2023

DATE OF BIRTH:
08/23/1951

Dear Jose:

Thank you, for sending Bogdan Stfanowicz, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 72-year-old male who has a previous history of bronchitis. Recently he was on a trip to Europe and on his way back is started to have cough, chest congestion, and pinkish expectoration and was sent for a chest x-ray. The patient states he took antibiotic given by one of his relatives while in Poland and he was still not better and has been coughing and bringing up little thick mucus. Today he feels little better. Denies chest pain, hemoptysis, fevers, or chills. He is overweight. He has postnasal drip and nasal allergies. No leg swelling.

PAST MEDICAL HISTORY: The patient’s past history includes history of hypertension, history for C6-C7 cervical fusion, and history of bilateral knee surgery. He also had a meningioma resected from his brain more than 10 years ago and had a growth from his right leg bone that was resected more than 30 years ago. He is known hypertensive for over 10 years.

HABITS: The patient smoked two packs per day for over 40 years. Alcohol use is moderate.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died of prostate cancer. Mother died of CHF.

SYSTEM REVIEW: The patient has some fatigue. He has cough, wheezing, and shortness of breath. He has no abdominal pains, nausea, or rectal bleeding. He has frequent sore throat, nosebleeds, and postnasal drip. He denies chest or jaw pain or palpitations. No leg edema. No anxiety. Denies easy bruising. He does have joint pains or muscle aches. Denies seizures, headaches, or memory loss. No skin rash. He has had no urinary symptoms or flank pains.
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PHYSICAL EXAMINATION: General: This obese elderly white male who is alert and pale but in no acute distress. Vital Signs: Blood pressure 140/80. Pulse 75. Respiration 20. Temperature 97.6. Weight 197 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and breath sounds diminished at the periphery. There are few scattered wheezes heard. 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 observed.

IMPRESSION:
1. Acute bronchitis and bronchospasm.

2. History of hypertension.

3. Allergic rhinitis and sinusitis.

PLAN: The patient has been advised to get a complete PFT and chest x-ray, but the patient does not want to do any x-rays. He will use Ceftin 500 mg b.i.d. for 10 days and also use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. Advised to come back for a followup in six weeks. CBC, CMP, and IgE level were ordered.

Thank you, for this consultation.

V. John D'Souza, M.D.
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