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PATIENT:

Zanetti, Jeana

DATE:



DATE OF BIRTH:

Dear Patrick:

Thank you, for sending Jeana Zanetti, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 69-year-old female who has a prior history of multiple allergies and asthmatic attacks. She has previously been on allergy shots and has been followed by an allergist. The patient also uses albuterol on as-needed basis and has been on Asmanex inhaler. The patient has nasal congestion, postnasal drip, wheezing, and chest tightness. She also has some cough, but does not produce much sputum. The patient did have a CTA coronary angiogram in February 2025, which showed no significant lung abnormalities and her angiogram had 30-50% stenosis of origin of the left anterior to descending artery. Further cardiac evaluation was pending. She has been treated for hyperlipidemia.

PAST MEDICAL HISTORY: The patient’s past history has included hiatal hernia and esophageal stricture with dilatation in May 2024, history for asthma as well as multiple allergies to mold, dust, ragweed, goldenrod, and dust mites. She had a herniated disc at L3, colon polyp removed with colonoscopy, and history for hyperlipidemia.

PAST SURGICAL HISTORY: Includes C-section x3, history of right oophorectomy, and resection of right breast lump, which was benign, done in 1995. She also had cholecystectomy in 2000, pelvic sling in 2001, herniated disc with epidural steroid at L2-L3, and esophageal dilation in 2024.

ALLERGIES: Multiple allergies to SULFA, ZITHROMAX, MACRODANTIN, POLLEN, MOLD, GRASSES, and NARCOTICS.
HABITS: The patient never smoked. Alcohol use occasional. Lives with her husband who is a physician.

FAMILY HISTORY: Mother died of sepsis.

MEDICATIONS: Asmanex two puffs b.i.d., Singulair 10 mg daily, Zyrtec 10 mg daily, omeprazole 40 mg daily, Zetia 10 mg daily, and Medrol as needed.
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SYSTEM REVIEW: The patient has fatigue. No glaucoma or cataracts. No vertigo or hoarseness. She has urinary frequency. She has hay fever, asthma, and wheezing. She also has reflux. No GI bleed or diarrhea. No chest or jaw pain, palpitations, or leg swelling. No anxiety or depression. She has joint pains and muscle stiffness. She has no headaches, seizures, numbness of the extremities, or memory loss. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is an averagely built elderly white female who is alert and pale, in no distress. Vital Signs: Blood pressure 130/70. Pulse 88. Respirations 20. Temperature 97.6. Weight 166 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and lung fields are clear. No wheezes. 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. Normal reflexes. Neurological: There are no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Asthma with recurrent exacerbation.

2. Allergic rhinitis.

3. History of hyperlipidemia.

4. Coronary artery disease.

5. Gastroesophageal reflux.

PLAN: The patient has been advised to get a CBC, IgE level, eosinophil count, and a complete pulmonary function study with bronchodilator studies and a CT of the chest without contrast. She will continue with the Asmanex inhaler two puffs b.i.d. A followup visit to be arranged here in approximately six weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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