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    FAX (386) 672-6194


PATIENT:

Small, Diane

DATE:

February 18, 2026

DATE OF BIRTH:
01/02/1963

Dear Amy:

Thank you, for sending Diane Small, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 63-year-old female who recently had an episode of pneumonia and viral bronchitis, was sent for a chest CT, done on 02/11/2026. The patient had persistent coughing with chest congestion and wheezing, but no fevers or chills. The patient did have recurrent episodes of bronchitis over the past five to six months and has been treated with antibiotic therapy. The CT chest on 02/11/2026 showed minimal bilateral subpleural fibrotic changes and no suspicious nodules. There was no evidence for emphysema. There was a mildly enlarged precarinal lymph node. No mediastinal mass. No pleural effusion. The patient has less cough and wheezing now. Denied any fevers or chills. Denies hemoptysis or night sweats. She is presently off antibiotics and steroids.

PAST HISTORY: The patient’s past history has included history of cervical spine fusion at C5-C6. She also had hypertension. She has had recurrent episodes of bronchitis over the past year. There is no prior history of asthma.

ALLERGIES: Seasonal allergies. No drug allergies.

HABITS: The patient smoked less than half a pack per day for 10 years and then quit. Alcohol use none recently.

FAMILY HISTORY: Father died of cirrhosis of the liver, mother died of lung cancer as well as one brother.

MEDICATIONS: Med list included HCTZ 25 mg daily and cyclobenzaprine 10 mg h.s.

SYSTEM REVIEW: The patient has had weight loss and fatigue. She has no cataracts or glaucoma. She has vertigo and has urinary frequency. She has no hay fever, but has shortness of breath, wheezing, and cough.
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She does have some abdominal pains. No nausea or vomiting. She has diarrhea. She has no chest or jaw pain, but has palpitations. No leg swelling. She has no depression or anxiety. She has easy bruising. She has joint pains and muscle stiffness. She has no seizures, headaches, or memory loss. No skin rash or itching.

PHYSICAL EXAMINATION: General: This is an averagely built middle-aged white female who is alert, in no acute distress. There is no pallor, cyanosis, icterus, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/80. Pulse 84. Respirations 16. Temperature 97.6. Weight 156 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. Diminished breath sounds at the periphery with a few crackles at the lung bases. Heart: Heart sounds are regular. S1 and S2 with no murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Mild interstitial lung disease, probably UIP.

2. History of hypertension.

3. History of cervical fusion.

4. Airway reactivity and chronic cough.

PLAN: The patient has been advised to get a CBC with differential, sed rate, ANA, anti-DNA, and RA factor. She will get a complete pulmonary function study with bronchodilator studies. Also, advised to use an albuterol inhaler two puffs t.i.d. p.r.n. Continue with her antihypertensive medications. Advised to come back for a followup in six weeks. A followup chest CT to be obtained in three months.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Amy Zilcosky, PA

