V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Vera, Rosalinda

DATE:

May 11, 2026

DATE OF BIRTH:
11/27/1955

Dear Richard:

Thank you, for sending Rosalinda Vera, for evaluation.

CHIEF COMPLAINT: History of asthma.

HISTORY OF PRESENT ILLNESS: This is a 70-year-old Hispanic female with a history of bronchial asthma; has had recurrent exacerbations of asthma, the last one being in April 2026. The patient also had an episode of pneumonia in November 2025. The patient has cough, wheezing, and shortness of breath and she also has some nasal congestion with allergies. She states that exposure to any perfume or toxic fumes immediately gets those symptoms started. She had allergy testing in the past, which resulted in an anaphylactic reaction. The patient has been using an albuterol inhaler on a p.r.n. basis.

PAST HISTORY: The patient’s past history includes history for bronchopneumonia in October 2025 and history of recurrent asthmatic attacks over the past 10 years. She also has had a left breast mass and history of systemic lupus as well as prior history for hyperlipidemia and a previous TIA. She has had no significant surgical history and states she has had hernias in the past.

ALLERGIES: PENICILLIN, ASPIRIN, LATEX, and TETANUS TOXOID.
FAMILY HISTORY: Father died of old age. Mother had history of diabetes and complications.

MEDICATIONS: Fosamax 70 mg weekly, Proventil inhaler two puffs p.r.n., recently on prednisone taper dose and on Symbicort 80/4.5 mcg two puffs twice a day, Plavix 75 mg daily, Levoxyl 88 mcg daily, and Crestor 5 mg daily.

HABITS: The patient does not smoke. Drinks alcohol occasionally.
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SYSTEM REVIEW: The patient has had no recent weight loss. The patient has gained weight. Denies glaucoma or cataracts. No headaches. She has postnasal drip, nasal congestion, and hoarseness. She has shortness of breath, wheezing, and cough. She has no abdominal pains, reflux, diarrhea, or constipation. She has no chest or arm pain. No calf muscle pains or palpitations. No leg edema. She has skin rash with itching. She has occasional headaches. No seizures. No memory loss. She does have arthritis, muscle stiffness, and easy bruising.

PHYSICAL EXAMINATION: General: This is an averagely built elderly female who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 138/70. Pulse 62. Respirations 20. Temperature 97.5. Weight 162 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diffuse wheezes in the upper lung fields with no crackles on either side. Breath sounds are diminished. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and protuberant. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions. No edema. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. History of hyperlipidemia.

3. Hypothyroidism.

4. Prediabetes.

5. History of TIA.

PLAN: The patient has been advised to get a complete pulmonary function study, CBC, total eosinophil count and IgE level and a CT chest without contrast. She will use Wixela 250/50 mcg one puff twice a day and stop the Symbicort. Also, use a nebulizer with DuoNeb solution t.i.d. p.r.n. A copy of her previous records will be requested. A followup arranged in six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
05/12/2026
T:
05/12/2026

cc:
Richard Potts, M.D.

