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PATIENT:

Burt, Crystal

DATE:

November 5, 2025

DATE OF BIRTH:
06/04/1988

Dear Vianey:

Thank you, for sending Crystal Burt, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 37-year-old female who has been experiencing shortness of breath with activity. She has a prior history of asthma and history for anxiety and depression. The patient denies significant cough, but has occasional wheezing. She has had no chest pains. She has noted that her oxygen saturations drop into the low 90s with activity. She presently denies any cough or sputum production. The patient has used a nebulizer with albuterol solution as needed.

PAST HISTORY: The patient’s past history is significant for C-section and hysterectomy. She has had cyst removed from her hand. She has been treated for asthma in the past as well as pneumonia.

HABITS: The patient smoked half a pack per day for 20 years and then quit. No alcohol use.

ALLERGIES: TEGRETOL.
FAMILY HISTORY: Mother has heart disease. Father has asthma.

MEDICATIONS: None at the present time.

SYSTEM REVIEW: The patient denies fatigue or weight loss. Denies glaucoma, but has some double vision. She has urinary frequency. She has shortness of breath. She has heartburn and constipation. No abdominal pains. Denies chest pain, but has some arm pains. She does have some anxiety. Denies easy bruising. She has no joint pains or muscle aches. No seizures, but has numbness of the extremities and memory loss. No skin rash.

PATIENT:

Burt, Crystal

DATE:

November 5, 2025

Page:
2

PHYSICAL EXAMINATION: General: This is an averagely built young white female who is alert, in no acute distress. There is no pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 120/70. Pulse 64. Respirations 16. Temperature 97.2. Weight 156 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery and occasional wheezes. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No masses. Extremities: No lesions. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. History of asthma.

2. Anxiety.

PLAN: The patient has been advised to get a CT chest without contrast and a complete PFT with bronchodilator study. She was given a Ventolin inhaler two puffs q.i.d. p.r.n. CBC, total eosinophil count, IgE level were ordered and a TSH. A followup visit here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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cc:
Vianey Martinez, APRN

