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PATIENT:

Schultheiss, Sandra K.

DATE:


January 28, 2022

DATE OF BIRTH:
07/17/1950

Dear Jim:

Thank you, for Sandra Schultheiss, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 71-year-old female who has a past history of cough and wheezing for the past two years. She has periodically been on inhalers and cough pill. She has a history of reflux. She has been evaluated for pneumonia in the past, but a recent chest x-ray in June 21 showed no active infiltrates. The patient had no recent weight loss. No fevers, chills, or night sweats. No hemoptysis.

PAST MEDICAL HISTORY: The patient’s past history is significant for history of mixed hyperlipidemia, history of sinusitis, and history for parathyroid resection in March 21. She also had a fractured femur in 1993 with repair. She does have allergic rhinitis.

ALLERGIES: DUST, POLLEN, and HICKORY.

HABITS: The patient does not smoke in the past and she smoked two to three packs per day for five years and then quit. No alcohol use.

FAMILY HISTORY: Mother died of heart disease. Father died of unknown causes.

MEDICATIONS: Included Valium 5 mg h.s. as needed.

SYSTEM REVIEW: The patient has no fatigue or fever. No double vision or cataracts. No vertigo, hoarseness, or nosebleeds. No urinary symptoms or flank pains. She has coughing spells and occasional dyspnea. She denies abdominal pains or heartburn. No rectal bleeding or diarrhea. She has no chest or arm pain. No calf muscle pains or palpitations. She has anxiety. She has joint pains. No muscle aches. No seizures, headaches, or memory loss. No skin rash.

PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert in no acute distress. There is no clubbing. No cyanosis, icterus, lymphadenopathy, or peripheral edema. Vital Signs: Blood pressure 120/80. Pulse 72. Respiration 16. Temperature 97.6. Weight 130 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal.
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Tongue is moist. Throat is clear. Nasal mucosa is edematous. Neck: Supple. No venous distention. No thyromegaly or lymphadenopathy. Chest: Equal movements with percussion note resonant throughout and breath sounds diminished at the periphery with occasional wheezes bilaterally. 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 edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Rectal exam is deferred. Skin: No lesions noted.

IMPRESSION:
1. Chronic cough with reactive airways disease.

2. Gastroesophageal reflux disease.

3. Chronic bronchitis.

4. Sinusitis.

PLAN: The patient has been advised to get a chest CT without contrast and complete pulmonary function study with bronchodilator study. Advised to get a CBC, IgE level, total eosinophil count, and CMP. She was given Tessalon Perles 200 mg t.i.d. p.r.n. and Ventolin two puffs q.i.d. p.r.n. Continue with antireflux measures. A followup visit to be arranged here in approximately four weeks or earlier if necessary.

Thank you, for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
01/29/2022
T:
01/29/2022

cc:
James McDonnell, M.D.

