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:

Williams, Marilyn Fleming

DATE:

June 4, 2026

DATE OF BIRTH:
03/11/1966

Dear Ashley:

Thank you, for sending Marilyn Williams, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 60-year-old female who has had a history of persistent cough for over six months, has tried various treatments including bronchodilators, antibiotics, and steroids without much benefit. The patient has coughing spells while at work. She has not had any chest pains, fevers, chills, or night sweats. She denies any sputum production. She has no history of hemoptysis or reflux symptoms. The patient has been on the albuterol inhaler as needed. The most recent chest x-ray done on 01/15/25 showed no active infiltrates.

PAST HISTORY: The patient’s past history has included history for hypertension and history for recurrent bronchitis. She has had nasal allergies and has had depression. She also has hyperlipidemia.

ALLERGIES: PENICILLIN.
HABITS: The patient does not smoke. No alcohol use. She works in rehab.

FAMILY HISTORY: Mother is in good health. Father died of cancer of the prostate.

MEDICATIONS: Losartan 50 mg daily, Zepbound 2.5 mg injection weekly, and hydrochlorothiazide 25 mg daily.

SYSTEM REVIEW: The patient denies weight loss, fatigue, or fever. No double vision, cataracts, or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains. She has coughing spells and wheezing. No shortness of breath. Denies abdominal pains, nausea, heartburn, or rectal bleeding. No chest or jaw pain or calf muscle pain. No palpitations. She has no depression or anxiety. Denies bruising. No joint pains or muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is a moderately overweight, middle-aged female who is alert, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 124/70. Pulse 72. Respirations 16. Temperature 97.2. Weight 188 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Nasal mucosa is edematous. Neck: Supple. No venous distention. Trachea is midline. No thyroid enlargement. Chest: Equal movements with diminished breath sounds at the periphery and scattered wheezes bilaterally. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic cough with reactive airways disease.

2. History of hypertension.

3. Allergic rhinitis.

PLAN: The patient has been advised to get a CBC, BMP, IgE level and total eosinophil count and a complete pulmonary function study and a CT chest without contrast. She will continue with the Ventolin HFA inhaler two puffs q.i.d. p.r.n. and use Tessalon Perles 200 mg t.i.d. p.r.n. A followup visit here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
06/06/2026
T:
06/06/2026

cc:
Ashley Cline, APRN

