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PATIENT:

Ponder, Christian

DATE:

March 10, 2026

DATE OF BIRTH:
06/22/1985

CHIEF COMPLAINT: Shortness of breath and wheezing.

HISTORY OF PRESENT ILLNESS: This is a 40-year-old female who has been experiencing shortness of breath particularly at night with episodes of coughing and wheezing. She has had previous history for asthmatic attacks. The patient does have history of depression and history for PTSD and has been treated for hypertension. Presently, however, she does not take any medications. She has had no recent history of pneumonia. There is no chest x-ray done. Her labs showed a hemoglobin of 13.4 and a WBC count of 9.2 with absolute eosinophils 0.5%.

PAST HISTORY: The patient’s past history includes history for endometriosis and history of breast augmentation surgery. She also has had a history of asthma, pneumonia, sleep apnea, hypertension, and psoriasis.

ALLERGIES: She has environmental allergies and allergies to SYNTHETIC MATERIALS and LYSOL.
HABITS: The patient states that she does not smoke cigarettes, but has smoked marijuana for about 12 to 15 years. No significant alcohol use.

FAMILY HISTORY: Both parents in good health. No family history of asthma or lung disease.

MEDICATIONS: Med list includes omeprazole 20 mg a day.

REVIEW OF SYSTEMS: The patient had no weight loss, fever, or fatigue. No double vision or glaucoma. She has vertigo. No hoarseness. She has wheezing and coughing spells. She denies hay fever. She has abdominal pains and nausea and heartburn. No diarrhea, but has constipation. She has chest pain, jaw pain, palpitations, and leg swelling. She has anxiety with depression. She has no easy bruising or bleeding gums. She denies joint pains or muscle stiffness. She does have headaches and seizures. No numbness of the extremities or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is an averagely built, middle-aged white female who is alert, in no acute distress. There is no pallor, cyanosis, clubbing, or peripheral edema. No skin lesions noted. Vital Signs: Blood pressure 120/70. Pulse 72. Respirations 16. Temperature 97.2. Weight 126 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased breath sounds at the periphery and clear lung fields. 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. Reactive airways disease and chronic cough.

2. History of hypertension.

3. Depression and anxiety.

4. Gastroesophageal reflux.

PLAN: The patient has been advised to get a CBC, IgE level, a chest x-ray PA and lateral and a complete pulmonary function study will be ordered. She is advised to use a Ventolin HFA inhaler two puffs q.i.d. p.r.n. Followup visit to be arranged here in approximately four weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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T:
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cc:
Lisa Black, M.D., Volusia Medical Center
