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ORMOND BEACH, FLORIDA 32174
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PATIENT:

Ward, Davida

DATE:

August 28, 2025

DATE OF BIRTH:
12/29/1978

Dear Dmitry:

Thank you, for sending Davida Ward, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 46-year-old female who has had previous history of bronchitis and pneumonia had a recent chest CT done on 08/14/25, which showed a patchy opacity in the right lower lobe posteriorly measuring 5.8 x 2.9 cm and was previously 5.3 x 2.9. The patient also had scattered non-calcified solid ground-glass nodules in the left lower lobe then there was slight increase in the size of a solid nodule in the left lower lobe 17 x 7 mm. The patient has occasional cough, but had some wheezing on and off. She brings up some whitish-yellow mucus. Denies fevers or night sweats and has no hemoptysis or hematemesis.

PAST MEDICAL HISTORY: The patient’s past history has included history of pneumonia seven years ago. She also had a ganglion of the right wrist resected. She has history of hypertension for 10 years. No history of diabetes. She had breast augmentation surgery done.

ALLERGIES: No drug allergies are listed.

HABITS: The patient does not smoke. Denies alcohol use. She worked in an office.

FAMILY HISTORY: Father died of COVID-19 infection. Mother died of pneumonia.

MEDICATIONS: Losartan 50 mg daily, HCTZ 12.5 mg daily, and Flonase nasal spray two sprays in each nostril.

SYSTEM REVIEW: The patient has no fatigue, fever, or weight loss. No double vision or cataracts. Denies vertigo, hoarseness, or nosebleeds. She has urinary frequency. No dysuria. She has shortness of breath. She has no wheezing but has occasional cough. She has no abdominal pain or heartburn. No black stools or diarrhea. She has no chest or jaw pain. No calf muscle pain, but has some palpitations. No depression but has some anxiety. She has no joint pains. No muscle pains, but has some joint pains. Denies seizures or headaches. She has some headaches but no memory loss. No skin rash or itching.
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PHYSICAL EXAMINATION: General: This is an averagely built middle-aged female who is alert in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 120/80. Pulse 78. Respiration 20. Temperature 97.2. Weight 169 pounds. Saturation 98%. 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 decreased excursions and scattered wheezes in the upper chest with no crackles on either side. 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: Minimal edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Right lower lung nodule etiology undetermined.

2. Reactive airways.

3. Chronic cough.

4. Hypertension.

PLAN: The patient will go for a CBC, sed rate, ANA, RA factor, anti-DNA, and SCL antibody. She was advised to come back for a followup in four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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