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PATIENT:

Hull, Sharon

DATE:

May 28, 2025

DATE OF BIRTH:
03/21/1969

Dear Jim:

Thank you, for sending Sharon Hull, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 56-year-old female with a past history of asthma. She has been experiencing shortness of breath, wheezing, and nasal allergies. The patient also has multiple other medical problems including fibromyalgia, systemic lupus, and history of chronic fatigue. She has allergic rhinitis. She has used albuterol inhaler on a p.r.n. basis. She denies any significant sputum. She has no fevers, chills, or night sweats.

PAST MEDICAL HISTORY: The patient’s past history has included history of asthma and recurrent bronchitis. She has a history of lymphangioma resected from the tongue at age 12. She has been diagnosed to have a chronic asthma. She has fibromyalgia and trigger point pain. She has hyperlipidemia, chronic fatigue, history of systemic lupus, and mild diabetes. She was treated for cervical dysplasia.

ALLERGIES: PENICILLIN, NSAIDS, and TETRACYCLINE.
MEDICATIONS: Albuterol inhaler two puffs p.r.n., Xanax 1 mg daily, Bactrim DS1 b.i.d., Soma compound 350 mg p.r.n., Protonix 40 mg daily, hydrocodone 7.5 mg p.r.n., Breztri Aerosphere 160 mcg two puffs b.i.d., and atorvastatin 40 mg daily.

FAMILY HISTORY: Father died of lung cancer. Mother had MS and scleroderma.

HABITS: The patient smoked for 25 years half to one pack per day. No alcohol use.

SYSTEM REVIEW: The patient has fatigue and occasional fevers. She has no double vision but had cataracts. She has vertigo and hoarseness. She has wheezing and shortness of breath. She has nausea and heartburn. No abdominal pains or diarrhea. She has occasional chest pains. No arm pain or calf muscle pains. She has palpitations. No leg swelling. She has hay fever, asthma, and eczema. She has anxiety attacks. She has no bruising or enlarged glands but has joint pains and muscle stiffness. She has headaches but no seizures. No memory loss or blackout. She does have skin rash with eczema.
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PHYSICAL EXAMINATION: General: This averagely built middle-aged white female who is alert and pale but in no acute distress. Vital Signs: Blood pressure 125/70. Pulse 88. Respiration 20. Temperature 97.6. Weight 156 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and occasional wheezes were scattered bilaterally with prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Extremities: No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. Fibromyalgia.

3. Systemic lupus erythematosus.

4. Hyperlipidemia.

5. Degenerative arthritis.

PLAN: The patient has been advised to get a CT chest without contrast and a complete pulmonary function study with lung volumes. She is also advised to get a CBC, ANA, IgE level, and sed rate. She will use a nebulizer with albuterol and ipratropium solution p.r.n. Continue with the Breztri inhaler. Follow up here in four weeks and I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
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cc:
James Brown, M.D.

