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PATIENT:

James, Pickett
DATE:

December 1, 2023
DATE OF BIRTH:
03/28/1938
CHIEF COMPLAINT: Shortness of breath since one year.
HISTORY OF PRESENT ILLNESS: This is an 85-year-old male with a history of shortness of breath, cough and wheezing, has been gaining weight and was treated for pneumonia. The patient also has diabetes mellitus and hypertension. He had coughing spells, but brought out little sputum. Denies any nausea, vomiting, reflux or hemoptysis.

PAST MEDICAL HISTORY: The patient’s past history included history of left knee replacements and history of right hip replacement. He had prostate cancer treated with radiation and had cataract surgery as well as upper endoscopy.

MEDICATIONS: Omeprazole 40 mg a day, propranolol 40 mg daily, lisinopril 2.5 mg a day, escitalopram 5 mg daily, clonazepam 0.5 mg daily, and bupropion 200 mg b.i.d.
ALLERGIES: PENICILLIN.
FAMILY HISTORY: Parents died of unknown causes.

HABITS: The patient smoked one and half pack per day for 40 years. Drank alcohol in the past.

REVIEW OF SYSTEMS: The patient has no fatigue or weight loss. Denies cataracts or glaucoma. He has vertigo and no hoarseness. He has wheezing and shortness of breath. He has nausea and heart burn. No chest or jaw pain. No calf muscle pain. He has anxiety with depression. He has no muscle stiffness. He has memory loss. No easy bruising. No hay fever.
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PHYSICAL EXAMINATION: General: This averagely built elderly male who is alert and pale, in no distress. He has mild leg edema. Vital Signs: Blood pressure 138/70. Pulse is 76. Respirations 16. Temperature 97.5. Weight is 208 pounds. Saturation is 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions and breath sounds diminished at the periphery with occasional wheezes bilaterally. Heart: Heart sounds are irregular S1 and S2. No murmur. No S3. Abdomen: Soft, benign. No masses. No organomegaly. Extremities: Varicosities. No edema. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.
IMPRESSION:
1. COPD with emphysema.

2. Depression and anxiety.

3. Hypertension.

4. Gastroesophageal reflux.

PLAN: The patient will go for a complete pulmonary function study, CT chest without contrast, and use of Ventolin HFA inhaler two puffs q.i.d. p.r.n. He was also advised to get a pulmonary function study with bronchodilator studies. He will come back for a followup in approximately six weeks or early if necessary.

Thank you for this consultation.
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JD/HK/VV
D:
12/01/2023
T:
12/01/2023
cc:
Eric O’Donnell, D.O.
