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PATIENT:

Spigelmyer, Elizabeth

DATE:

June 22, 2026

DATE OF BIRTH:
05/17/1942

Dear Humayun:

Thank you, for sending Elizabeth Spigelmyer, for evaluation.

CHIEF COMPLAINT: History of COPD.

HISTORY OF PRESENT ILLNESS: This is an 84-year-old female who has a past history of hypertension, diabetes mellitus, and atrial fibrillation. She has been experiencing shortness of breath with activity and has also had some leg swelling. The patient does have a past history of smoking. She has cough, but does not bring up much sputum. She has gained some weight.

PAST MEDICAL HISTORY: The patient’s past history has included history for diabetes mellitus type II, history of hypertension, and history of chronic atrial fibrillation. She had an atrial myxoma operated. She has had cardiac catheterizations in the past. She also has hyperlipidemia, chronic kidney disease, osteoarthritis, and insomnia.

PAST SURGICAL HISTORY: Includes resection of left atrial myxoma, pericardial repair, history of cardiac catheterization, hysterectomy, right shoulder rotator cuff repair, left shoulder surgery, lumbar laminectomy, and tonsillectomy.

FAMILY HISTORY: Father died at a young age. Mother died of lung cancer.

ALLERGIES: CODEINE.
HABITS: The patient smoked four packs per day for 15 years and then quit. No alcohol use.

MEDICATIONS: Amlodipine 5 mg daily, lisinopril 2.5 mg daily, fluticasone/salmeterol 500/50 mcg one puff b.i.d., Eliquis 5 mg b.i.d., duloxetine 30 mg daily, Lunesta 2 mg h.s., metformin 1000 mg b.i.d., and metoprolol 25 mg daily.
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SYSTEM REVIEW: The patient has fatigue. No weight loss. No glaucoma or cataracts. She has hoarseness. No nosebleeds. She has no urinary frequency or nighttime awakening. She has hay fever and asthma. She has shortness of breath, wheezing, and cough. She has no abdominal pain, nausea, or vomiting, No rectal bleed. She has diarrhea. Denies chest pain or jaw pain. She has arm pain, calf muscle pain, and palpitations. She has no depression or anxiety. She does have easy bruising, joint pains, and muscle stiffness. She has no seizures, but has headaches, numbness of the extremities, and memory loss. She has no skin rash or itching.

PHYSICAL EXAMINATION: General: This is a moderately overweight elderly white female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 130/70. Pulse 80. Respirations 18. Temperature 97.2. Weight 172 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Nasal mucosa is edematous. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions and few fine bibasilar crackles. Heart: Heart sounds are regular. S1 and S2 with no murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: Reveal no edema. Mild varicosities. There is no calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD and chronic bronchitis.

2. Hypertension.

3. Atrial fibrillation and ASHD.

4. Diabetes mellitus type II.

PLAN: The patient has been advised to get a chest CT without contrast and complete pulmonary function study. She will continue with Advair 500/50 mcg one puff twice daily and albuterol inhaler two puffs q.i.d. p.r.n. Advised to come in for a followup here in approximately six weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
06/23/2026
T:
06/23/2026

cc:
Humayun Jamidar, M.D.

