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    FAX (386) 672-6194


PATIENT:

Rangasammy, Govinsammy

DATE:

March 20, 2025

DATE OF BIRTH:
08/20/1947

CHIEF COMPLAINT: Persistent cough since an episode of bronchitis in December 2024.

HISTORY OF PRESENT ILLNESS: This is a 77-year-old male who was on a trip to Canada in late November and December 2024, developed a respiratory infection and started to have coughing spells, which have been persistent over the past several months. The patient was given a cough medicine, an inhaler, and steroids, but had no significant relief. He denied fevers, chills, night sweats, chest pains, or hemoptysis. Denies recent weight loss, headaches, nausea, vomiting, or aspiration. He has been on metoprolol for hypertension and also uses atorvastatin for hyperlipidemia.

PAST HISTORY: The patient’s past history has included history of cardiac catheterization and has mild coronary artery disease. He also has a history for colonoscopy. He had hypertension for 20 years, mild diabetes, and has hyperlipidemia. The patient also has recurrent bronchitis.

ALLERGIES: No known drug allergies.

HABITS: The patient does not smoke. Alcohol use, mostly beer.

FAMILY HISTORY: Father died of diabetes and complications. Mother died of cancer of unknown site.

MEDICATIONS: Med list included metoprolol 50 mg b.i.d., atorvastatin 80 mg daily, and Naprosyn 500 mg p.r.n.

REVIEW OF SYSTEMS: The patient has shortness of breath, coughing spells, and wheezing and has hay fever. He has no abdominal pain, nausea, vomiting, heartburn, or black stools. He has no double vision or cataracts. No vertigo, but has hoarseness and postnasal drip. He has no anxiety. No depression. Denies flank pains or urinary symptoms. Denies easy bruising. He has mild joint pains. No calf muscle pains. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is an elderly male who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 128/70. Pulse 62. Respiration 22. Temperature 97.5. Weight 150 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 diminished breath sounds at the periphery and scattered bilaterally. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or 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 cough with reactive airways disease.

2. History of chronic bronchitis.

3. Hypertension.

4. Hyperlipidemia.

5. Lung nodule on right.

PLAN: The patient has been advised to go get a CBC, IgE level, and BMP. Also, advised to get a complete pulmonary function study with bronchodilator studies. His recent chest CT was reviewed done on 02/28/25 and it shows a 3 mm nodule in the right upper lobe and a followup would be needed in six months. There was atelectasis and scarring in the medial right lower lobe, subpleural interstitial changes in the lung bases bilaterally and mild coronary calcifications.

The patient will also start on Ceftin 500 mg b.i.d. x7 days, prednisone 20 mg daily for five days, 15 mg daily for five days and 10 mg daily for five days, and Ventolin inhaler two puffs q.i.d. p.r.n. Advised to come in for a followup in six weeks. He will use Tessalon Perles 100 mg t.i.d. p.r.n. for cough.

Thank you for this consultation.
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