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PATIENT:

Street, Richard

DATE:

February 2, 2026

DATE OF BIRTH:
03/03/1935

CHIEF COMPLAINT: Shortness of breath and history of COPD.

HISTORY OF PRESENT ILLNESS: This is a 90-year-old male resident at an ALF. He has previously been treated for pulmonary emboli and history for hypertension and hypothyroidism. The patient has had frequent falls with altered mental status and was also previously being treated for cellulitis of the legs and history for pulmonary emboli and he is on anticoagulation. He is not on any home oxygen and states that he does have dyspnea with activity, but has no chest pain or abdominal pain or nausea or vomiting. The most recent chest x-ray was in September 2025, which showed mild perihilar vascular congestion and cardiomegaly.

PAST MEDICAL HISTORY: The patient’s past history has included history of hypertension and hyperlipidemia and history for chronic atrial fibrillation. He has history of coronary artery disease, depression, glaucoma, and history of impaired fasting glucose. He also has anxiety disorder, depression, and glaucoma.

PAST SURGICAL HISTORY: Includes cataract surgery with implants, colonoscopy, coronary angioplasty and stenting, EGD and hernia repair x2, and history for lithotripsy for kidney stones.

HABITS: The patient never smoked and does not drink alcohol. Worked as a schoolteacher.

FAMILY HISTORY: Father died of heart disease. Mother died of old age.

ALLERGIES: None listed.

MEDICATIONS: Included simvastatin 20 mg daily, Pradaxa 150 mg h.s., torsemide 10 mg daily, Trelegy Ellipta 200 mcg one puff a day, amiodarone 100 mg daily, nebulized albuterol p.r.n., and venlafaxine 150 mg a day.
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REVIEW OF SYSTEMS: The patient has shortness of breath, cough, and mild hemoptysis. He has wheezing. He also has reflux and constipation. No heartburn. He has fatigue. No sore throat or nosebleeds. He has urinary frequency and nighttime awakening. No hay fever. He denies chest or jaw pain, but has leg swelling. He has anxiety and depression. He has easy bruising and joint stiffness. He has no seizures or headaches, but has memory loss. No blackouts. He has itchiness of the skin.

PHYSICAL EXAMINATION: General: This is an elderly white male who is sitting upright, pale, in no acute distress. Vital Signs: Blood pressure 120/70. Pulse 64. Respirations 16. Temperature 97.8. Weight 190 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and diminished breath sounds at the periphery. Heart: Heart sounds are irregular. S1 and S2 with no murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with decreased peripheral pulses. Redness of the skin with mild cellulitis. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Dyspnea with hypoxemia.

2. Probable underlying COPD.

3. Atrial fibrillation.

4. Hypertension.

5. History of depression.

PLAN: The patient has been advised to do the Trelegy Ellipta inhaler 200 mcg one puff a day, get a complete pulmonary function study with bronchodilator study. Also, use albuterol inhaler two puffs q.i.d. p.r.n. CBC to be done. CT chest without contrast was ordered. Followup visit to be arranged in two months.

Thank you for this consultation.
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