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PATIENT:

Palermo, Alan

DATE:

May 20, 2026

DATE OF BIRTH:
12/14/1955

Dear Kathryn:

Thank you, for sending Alan Palermo, for evaluation.

CHIEF COMPLAINT: Cough and bilateral lung infiltrates.

HISTORY OF PRESENT ILLNESS: This is a 70-year-old male who has had a history for recurrent bronchitis, has previously been treated with oral antibiotics and then the steroids and continues to have persistent symptoms of cough and chest tightness. The patient denied fevers, chills, night sweats, or hemoptysis. He was sent for a chest CT on 04/06/2026. The patient’s chest CT showed a few scattered ground-glass opacities in both lung fields. No thick lesions. He has previously had a whole body CT to evaluate him for myeloma and the CT in December 2025, showed a calcified granuloma in the right lower lobe.

PAST HISTORY: The patient’s past history has included history of prostate cancer with prostatectomy, history for rotator cuff repair on the right in 2023, and history for hiatal hernia repair in 2022. He also has a history for depression.

ALLERGIES: ERYTHROMYCIN and CODEINE. Allergy to POLLEN.
HABITS: The patient denies smoking. No significant alcohol use.

FAMILY HISTORY: Father died of pulmonary embolism. Mother had pancreatic cancer.

MEDICATIONS: Med list included divalproex 500 mg daily, bupropion 150 mg daily, and levocetirizine 5 mg daily.
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SYSTEM REVIEW: The patient has had no recent weight loss. No fatigue or fever. He has cough and some shortness of breath. He does have urinary frequency and nighttime awakening. He has vertigo, sore throat, and hoarseness. He has nausea and occasional abdominal pains. No diarrhea. He has no chest or jaw pain or palpitations. He has depression and has had muscle aches. He has no seizures, but has headaches and some memory loss. No skin rash.

PHYSICAL EXAMINATION: General: This is an averagely built elderly male who is alert and pale, but in no acute distress. There is no cyanosis, icterus, clubbing, or peripheral edema. Vital Signs: Blood pressure 128/70. Pulse 65. Respirations 14. Temperature 97.2. Weight 157 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with diminished breath sounds at the bases with occasional wheezes scattered. 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. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic bronchitis with reactive airways.

2. History of migraines.

3. Bilateral lung infiltrates.

4. Depression.

PLAN: The patient has been advised to get a complete pulmonary function study and get a CBC, CMP, and IgE level. A followup chest CT in six weeks. A followup visit here in approximately eight weeks. He will use Breo Ellipta 100 mcg one puff daily.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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