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PATIENT:

Murray, Hunter

DATE:

July 18, 2025

DATE OF BIRTH:
10/13/1999

Dear Monique:

Thank you, for sending Hunter Murray, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 25-year-old male who has a history of vaping and history of bronchitis with coughing spells. He was recently sent for a chest CT done on 06/30/25. The patient’s chest CT showed no lung consolidation, but there was evidence of mild peribronchial thickening. There were no pleural or pericardial effusions. No hilar adenopathy or mediastinal adenopathy. He has bilateral gynecomastia. The patient states that he was vaping for over five years, also has smoked marijuana. Denies significant smoking. The patient also has lost some weight.

PAST MEDICAL HISTORY: The patient’s past history is significant for appendectomy, history of tonsillectomy remotely, history of asthma as a child, trigeminal neuralgia, history of a brain tumor in the base of the brain, and etiology unknown.

ALLERGIES: No known drug allergies.

HABITS: The patient vaped for five years and quit six months ago. Also smoked marijuana for several years. Occasional cigarette use. No alcohol use.

FAMILY HISTORY: Both parents in good health. No history of asthma in the family, but mother has ankylosing spondylitis.

MEDICATIONS: Xanax 1 mg q.i.d. p.r.n., tramadol 50 mg b.i.d., and sumatriptan one p.r.n.

SYSTEM REVIEW: The patient has fatigue. No weight loss. He has no glaucoma. He does have vertigo, headaches, joint pains, and muscle stiffness. He has shortness of breath and wheezing. He has no abdominal pains but has nausea and heartburn. No diarrhea. He does have chest pains. No arm pain or calf muscle pain. No urinary frequency or flank pains. He has headaches, numbness of the extremities, and memory loss. He has joint pains and muscle stiffness. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This thinly built young white male who is alert, in no acute distress. No pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 128/70. Pulse 72. Respiration 16. Temperature 97.6. Weight 205 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and lung fields are essentially clear. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Reactive airways disease with chronic cough.

2. Anxiety.

3. History of migraines.

4. Vertigo.

PLAN: The patient has been advised to get a complete pulmonary function study, also get an IgE level and total eosinophil count. He was placed on Ventolin HFA two puffs q.i.d. p.r.n., also given Zithromax 500 mg daily for five days for bronchitis. He was advised that he may need to stay on a long-acting bronchodilator with steroid. Advised to refrain from vaping or smoking. Advised to come in for followup here approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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