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PATIENT:

Jameson, Patricia

DATE:

April 29, 2026

DATE OF BIRTH:
02/29/1944

Dear Beth:

Thank you, for sending Patricia Jameson, for evaluation.

HISTORY OF PRESENT ILLNESS: This is an 82-year-old female who had a recent history for pneumonia. She was admitted to Advent Hospital on 03/19/2026 with complaints of shortness of breath. The patient had a chest x-ray done upon admission, which showed a multifocal pneumonia and subsequent CTA of the chest on 03/19/2026 showed no pulmonary embolus but multifocal nodular infiltrates in both lungs greater in the right lower lobe and small right-sided effusion noted. The patient was treated with antibiotics and nebulized bronchodilators and was also on diuretic therapy and had to be placed on nasal cannula oxygen at 2 to 3 liters. She improved significantly and was weaned off oxygen. She was also treated for atrial fibrillation during admission with RVR. The patient was eventually discharged in a satisfactory condition on oral medications but off oxygen. She is now feeling better and has no chest pain or abdominal pain.

PAST MEDICAL HISTORY: The patient’s past history includes history of breast cancer with bilateral mastectomies in 2008, hysterectomy in 2012, multiple skin cancers removed over the years, history of pneumonia in February 2026 and March 2026, atrial fibrillation since 2026, pancreatitis in 2023, history of shingles, and history for colitis.

HABITS: The patient smoked one pack per day for 30 years. Drinks alcohol moderate.

ALLERGIES: MINOXIDIL.

FAMILY HISTORY: Father died of heart disease. Mother died of breast cancer.

MEDICATIONS: Eliquis 5 mg b.i.d., Lasix 20 mg daily, amiodarone 100 mg daily, metoprolol 50 mg b.i.d., and potassium chloride 10 mEq b.i.d.

SYSTEM REVIEW: The patient has no fatigue or fever. No glaucoma or cataracts. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains. She has some joint pains and muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching. No easy bruising. She has no depression or anxiety.

PATIENT:

Jameson, Patricia

DATE:

April 29, 2026

Page:
2

PHYSICAL EXAMINATION: General: This elderly averagely built white female who is in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 125/70. Pulse 80. Respiration 18. Temperature 97.2. Weight 122 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with decreased excursions and breath sounds diminished at the periphery. 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.

IMPRESSION:
1. Atrial fibrillation with RVR.

2. History of COPD.

3. Hypertension.

4. ASHD and coronary artery disease.

PLAN: The patient has been advised to get a CT chest without contrast and complete pulmonary function study. She was placed on albuterol inhaler two puffs q.i.d. p.r.n. A followup visit to be arranged approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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