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DIPLOMATE OF THE AMERICAN BOARD OF
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PATIENT:

Shoup, Skyler

DATE:


January 5, 2022

DATE OF BIRTH:
06/22/1999

AGE:
22

CHIEF COMPLAINT: Wheezing and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 22-year-old female who has been treated for an episode of bronchitis approximately four months ago. She had upper respiratory symptoms as well as wheezing and chest tightness of week’s duration. Initially, she had some cough with yellow sputum and she was treated with a steroid inhaler. The patient was also sent for a CBC and metabolic panel, which appear unremarkable. She denied any fever or chills or night sweats, but had some sinus drainage. She denied nausea or vomiting. She used an albuterol inhaler as needed, but had no significant relief.

PAST MEDICAL HISTORY: The patient’s past history is significant for a cyst resected from her right wrist, which appears to be a ganglion cyst. No history of recurrent bronchitis, but she was diagnosed to have asthma in August 2021.

HABITS: The patient smoked over a period of three years. She was mostly vaping. Denies significant alcohol intake. She worked as a fast food restaurant manager.

FAMILY HISTORY: Both parents in good health. No history of asthma or chronic lung disease.

MEDICATIONS: Included Flovent HFA 110 mcg two puffs b.i.d.

SYSTEM REVIEW: The patient denies fatigue or fever. No weight loss. No glaucoma. No vertigo or hoarseness, but has some postnasal drip, cough, wheezing, and shortness of breath. She has no diarrhea or constipation. She has mild reflux. She has no chest or jaw pain, palpitations, or leg swelling. The patient has no depression or anxiety. No bruising. No joint pains or muscle aches. No headaches or numbness of the extremities. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This moderately overweight young white female who is alert in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 110/70. Pulse 84. Respiration 16. Temperature 97.2. Weight 232 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Ears, no inflammation. Throat is clear. Neck: Supple. No venous distention. No thyromegaly or lymphadenopathy. Chest: Equal movements with clear lung fields. No crackles or wheezes.
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Heart: Heart sounds are regular. S1 and S2. No S3 gallop, or murmur. Abdomen: Soft and protuberant. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthma with allergic rhinitis.

2. Obesity.

PLAN: The patient will use Ventolin two puffs q.i.d. p.r.n. Continue with Flovent 110 mcg two puffs twice a day. Advised to get a chest x-ray and complete pulmonary function study. CBC and IgE level were ordered with total eosinophil count. Followup visit to be arranged here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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cc:
Primary Physician

