V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260
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PATIENT:
Blomquist, Marjorie

DATE OF BIRTH:
08/20/1936

DATE:
February 7, 2025

CHIEF COMPLAINT: Shortness of breath and persistent cough.

HISTORY OF PRESENT ILLNESS: This is an 88-year-old female who was recently seen in the emergency room a month ago for cough, fever, and diarrhea. She was treated for a respiratory infection. She had been on cough medications on a p.r.n. basis and was also given Augmentin as well as Tamiflu for viral syndrome. The patient presently has a persistent cough. No chest pain. She has shortness of breath with activity. She does have a prior history of coronary artery disease, history of CABG, and history of valve replacement.

PAST MEDICAL HISTORY: The patient’s past history includes a history of CABG x 3, history of aortic valve replacement, and mitral valve repair. She also has hypertension, history of chronic kidney disease, and recent history of flu. She had cataract surgery with implants. There is a history of hypertension for 20 years and a history of prediabetes.

ALLERGIES: No drug allergy is listed.

HABITS: The patient denies smoking. No significant alcohol use. She has been exposed to secondhand smoke for many years.

FAMILY HISTORY: Father died of lung cancer. Mother had an MI.

MEDICATIONS: Eliquis 2.5 mg b.i.d., Bumex 0.5 mg b.i.d., verapamil 240 mg daily, metoprolol 25 mg b.i.d., losartan 25 mg daily, and atorvastatin 40 mg a day.

SYSTEM REVIEW: The patient has fatigue and some weight loss. She had cataracts and mild glaucoma. She has no hoarseness, but has postnasal drip. She has shortness of breath and cough. No abdominal pains, GI bleed, or diarrhea. No chest or jaw pain or palpitations. No leg swelling. No depression or anxiety. Denies easy bruising or bleeding gums. She has no joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash. She has some urinary frequency. No flank pains.
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PHYSICAL EXAMINATION: General: This is an averagely built elderly white female who is alert, in no acute distress. Mild pallor. No clubbing. Minimal peripheral edema. No lymphadenopathy. Vital Signs: Blood pressure 120/70. Pulse 76. Respiration 20. Temperature 97.5. Weight 148 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears: No inflammation. 
Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and there are fine basilar crackles with scattered wheezes bilaterally. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. No lesions. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor or sensory deficits. Cranial nerves were intact. Skin: No skin lesions were observed.

IMPRESSION:
1. Interstitial lung disease, possible UIP.

2. Bronchiectasis and chronic bronchitis.

3. History of hypertension.

4. History of CHF and atrial fibrillation.

5. Coronary artery disease.

PLAN: The patient will get a CT chest without contrast and complete PFT with lung volumes. She was given Ventolin inhaler two puffs t.i.d. p.r.n. and Tessalon Perles 100 mg q.i.d. p.r.n. for cough. CBC, sed rate, ANA, RA factor, anti-DNA, and TSH to be done this month. Follow up here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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