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PATIENT:

Meyer, Patricia

DATE:

May 1, 2025

DATE OF BIRTH:
08/20/1958

Dear Timothy:

Thank you, for sending Patricia Meyer, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 66-year-old lady who had a history for COVID-19 infection in October 2024. She has had a persistent cough since then associated with wheezing and chest tightness. The patient states she cannot catch her breath and she feels congested and experienced some wheezing as well. She does not bring up much sputum. She does have a history of coronary artery disease, atrial fibrillation, and hypertension. The patient denies leg swelling or calf muscle pain. She has no fevers, chills, or night sweats.

PAST MEDICAL HISTORY: The patient’s past history includes history of hypertension, history of previous myocardial infarct, history of diabetes mellitus, obesity, and hyperlipidemia. She has had history for sleep apnea.

PAST SURGICAL HISTORY: Tonsillectomy, hysterectomy, history of left ankle fracture with repair, and history of COVID-19 infection in October 2024.

HABITS: The patient has no history of smoking. Alcohol use moderate.

FAMILY HISTORY: Mother had a stroke and aneurysm. Father died of old age.

MEDICATIONS: Eliquis 5 mg b.i.d., metformin 500 mg b.i.d., lovastatin 20 mg h.s., valsartan 160 mg daily, and sotalol 80 mg b.i.d.

ALLERGIES: IVP DYE, SHELLFISH, and LATEX.

SYSTEM REVIEW: The patient denies fatigue or fever. No double vision or glaucoma. She has no vertigo or hoarseness. She has urinary frequency and dysuria. No hay fever. She has no chest or jaw pain. Denies any coughing spells. She has heartburn. No diarrhea or constipation. Denies easy bruising. She has palpitations and some leg swelling. No anxiety. No depression. She has easy bruising. She has joint pains and muscle stiffness. She has headaches. No seizures. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This elderly white female who is alert and pale, in no acute distress. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with essentially clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. Neurological: Normal reflexes. There are no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic bronchitis and reactive airways disease.

2. Diabetes mellitus.

3. Hypertension.

4. Hyperlipidemia.

5. Possible obstructive sleep apnea.

PLAN: The patient will get a CBC, complete metabolic profile, IgE level, and also get a complete pulmonary function study with bronchodilator study. Advised to come in for a followup here in approximately five weeks or earlier if necessary.

The patient will use BiPAP at night 12 x 6 cm with FiO2 28%. Nebulized DuoNeb solution added t.i.d. and p.r.n. and budesonide nebs 0.5 mg b.i.d. If she is clinically stable, the patient will continue with physical therapy and chest x-ray to be done next month.

Thank you, for this consultation.

V. John D'Souza, M.D.
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