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PATIENT:

Fox, Beverly

DATE:

March 3, 2026

DATE OF BIRTH:
05/20/1938

Dear Jennifer:

Thank you, for sending Beverly Fox, for evaluation.

HISTORY OF PRESENT ILLNESS: This is an 87-year-old lady who has been experiencing shortness of breath with exertion. She has episodes of wheezing at times and states that climbing stairs or doing any strenuous activity leads to dyspnea and she has to rest a while to recover. The patient did have a chest x-ray in February 2026, which showed no acute cardiopulmonary abnormality. She has not gained weight. Denies any reflux, nausea, or vomiting. She does have some postnasal drip and nasal allergy as well as wheezing. She is being treated for hypertension and uses metoprolol and benazepril.

PAST HISTORY: The past history includes history for hypertension for 30 years. She also had bilateral hip replacement surgery, revision of right hip replacement, history of right and left shoulder replacement surgery, history for melanoma of the face that was resected, and history for bladder cancer that was treated.

ALLERGIES: None listed.

HABITS: The patient smoked under one pack per day for 15 years and then quit. Alcohol use moderate.

FAMILY HISTORY: Father died of a heart attack. Mother died at age 90.

MEDICATIONS: Metoprolol 25 mg b.i.d., benazepril 20 mg daily, and amlodipine 5 mg daily.

SYSTEM REVIEW: The patient has no fatigue or weight loss. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency or burning. Denies hay fever, but she has coughing spells and some shortness of breath. She has no abdominal pains or heartburn. No rectal bleed or black stools. She has no chest pain or jaw pain. No palpitations, but has leg swelling. She has no depression or anxiety. She has no easy bruising. She has no joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is an elderly averagely built white female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 125/80. Pulse 66. Respirations 16. Temperature 97.2. Weight 173 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery and occasional wheezes were heard in the upper chest. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with decreased peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic dyspnea.

2. History of hypertension.

3. Reactive airway disease.

4. Bladder cancer.

PLAN: The patient has been advised to get a CT chest without contrast and a complete pulmonary function study. She will use an albuterol inhaler two puffs q.i.d. p.r.n. and was advised to continue with her other mentioned medications. A copy of her CBC, complete metabolic profile, and IgE level to be done. Followup will be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Jennifer Kramer, APRN

