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PATIENT:

Imm, Sherri

DATE:

January 6, 2026

DATE OF BIRTH:
08/28/1977

CHIEF COMPLAINT: History of asthma.

HISTORY OF PRESENT ILLNESS: This is a 48-year-old female who has had a history of asthma since the past 15 years and also has anxiety attacks and has a history for bipolar disorder. The patient has had persistent cough and wheezing and shortness of breath on occasion and she uses an albuterol inhaler as needed. She has previously been treated with long-acting bronchodilators including the Advair Diskus and has been on steroids intermittently. She denies any weight loss, fever, or chills. She does use oxygen at night and as needed.

PAST HISTORY: The patient’s past history is significant for breast augmentation surgery, history of uterine ablation and D&C, and history for hysterectomy. She also had gastric sleeve procedure and a gastric bypass procedure in 2019. She has had cervical disc surgery with discectomy. The patient had breast reduction with lift procedure. She has been treated for depression and anxiety. She has hypothyroidism.

HABITS: The patient denies smoking. She uses alcohol occasionally. She works as a nurse and keeps puppies and breeds puppies at her place.

ALLERGIES: None listed.

MEDICATIONS: Synthroid 150 mcg daily, Seroquel 400 mg daily, lithium 600 mg daily, hydroxyzine 50 mg a day, omeprazole 40 mg daily, Carafate 1 g t.i.d., tirzepatide ________, and albuterol inhaler two puffs p.r.n.

FAMILY HISTORY: Both parents in good health. Father has a history of coronary bypass and one half-sister has history of asthma.

SYSTEM REVIEW: The patient has shortness of breath, wheezing, cough, abdominal pain, heartburn, diarrhea, and constipation. She has weight loss and has fatigue. No glaucoma or cataracts. No vertigo, hoarseness, or nosebleeds.
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No urinary frequency or flank pains. She does have asthmatic attacks. She has no joint pains or muscle aches. She has depression and anxiety. She has palpitations. Denies headache, seizures, or memory loss. No skin rash.

PHYSICAL EXAMINATION: General: This is an averagely built middle-aged white female who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 75. Respirations 16. Temperature 97.2. Weight 125 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive. Nasal mucosa is edematous. Ears, no inflammation. Throat is clear. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions. Breath sounds are slightly diminished at the periphery. 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 lesions or 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 exacerbations.

2. Bipolar disorder.

3. History of gastric bypass.

PLAN: The patient has been advised to get a CBC, IgE level, total eosinophil count, and a CT chest with contrast. Also, get a complete pulmonary function study with bronchodilator studies. Advised to come in for a followup here in approximately four weeks. She will continue using the albuterol inhaler as needed.

Thank you for this consultation.
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