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PATIENT:
Gleason, Katelyn

DATE OF BIRTH:
03/26/1997

DATE:
January 19, 2022

CHIEF COMPLAINT: History of asthma and wheezing.

HISTORY OF PRESENT ILLNESS: This is a 24-year-old white female who has a past history of asthma. She has been experiencing increased wheezing, shortness of breath, and nasal symptoms, which have worsened over the past one month. The patient has coughing spells and tightness in her chest. She has been using albuterol inhaler on a p.r.n. basis as well as a nebulizer with albuterol solution with no significant relief. She is overweight. Denies any fevers, chills, or yellow sputum. Denies nausea or vomiting, but has some reflux and depression with sleeplessness.

PAST MEDICAL / SURGICAL HISTORY: The patient’s past history has included a history of recurrent bronchitis and history of asthmatic symptoms since the past eight years. She had knee surgery in October 2020 and September 2021 with meniscus repair. She has no history of hypertension or diabetes.

HABITS: The patient smoked one pack per day for seven years and drinks alcohol moderately. She works as a housekeeper. No history of asbestos exposure.

FAMILY HISTORY: Mother is in good health. Father also has no history of lung disease. Mother had symptoms of asthma in the past.

ALLERGIES: None.

MEDICATIONS: Albuterol nebs 2.5 mg q.6h. p.r.n., bupropion 150 mg daily, and trazodone 50 mg at h.s.

SYSTEM REVIEW: The patient has no weight loss. No fatigue or fever. No double vision, cataracts, or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary symptoms, burning, or flank pains. She has hay fever and coughing spells. Denies abdominal pain. No GI bleed. No diarrhea or constipation. She has occasional chest pains and joint pains.
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No calf muscle pain. No palpitations or leg swelling. She does have anxiety. Denies bruising. She has no joint pains or muscle aches. Denies seizures, headaches, or numbness of the extremities. No skin rash. No itching.

PHYSICAL EXAMINATION: General: This is a moderately overweight young white female who is alert, in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Skin turgor was good. Vital Signs: Blood pressure 114/70. Pulse 100. Respirations 22. Temperature 97.2. Weight 180 pounds. Saturation 97%. HEENT: Head normocephalic. Pupils are reactive. Nasal mucosa is injected. Ears: No inflammation. Throat is clear. Neck: Supple. No lymphadenopathy. No bruits or thyroid enlargement. Chest: Equal movements with decreased excursions and scattered wheezes in the upper lung fields with no crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No masses. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthmatic bronchitis.

2. Allergic rhinitis.

3. Depression.

PLAN: The patient has been advised to get a complete pulmonary function study with bronchodilator study, chest x-ray, CBC, complete metabolic profile, IgE level, and total eosinophil count. She was advised to go on Symbicort 160/4.5 mcg two puffs b.i.d. Continue with albuterol solution with nebulizer q.i.d. p.r.n. Also placed on Zithromax Z-PAK x 1 and prednisone 10 mg b.i.d. for one week and once daily for a week. A followup here in approximately four weeks.
Thank you for this consultation.
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