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PATIENT:

Taft, Steven
DATE:

February 15, 2022
DATE OF BIRTH:
11/05/1986

Dear Monique:

Thank you for sending Steven Taft for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 35-year-old obese male fireman has episodes of cough, wheezing and recurrent bronchitis for past year and half and has been treated with Ventolin inhaler two puffs p.r.n. and also short course of steroids with a oral antibiotic more than one occasion. The patient brings up foamy white mucus and also has some postnasal drip and nasal congestion, but denied fevers, chills or night sweats. The patient had a chest x-ray on 01/29/22, which showed dextroscoliosis but no active lung infiltrates. He had a PFT done this past month which is within normal limits.

PAST MEDICAL HISTORY: The patient’s past history is significant for hypertension and history for hyperlipidemia and history for obstructive sleep apnea for which he uses a CPAP set up at nights at 10 cm water pressure. He also has hyperlipidemia and had COVID-19 infection more than 10 days ago.

PAST SURGICAL HISTORY: History of nasal and soft palate resection as well as uvulectomy for sleep apnea.
ALLERGIES: None listed.
MEDICATIONS: Lisinopril 20 mg daily, diclofenac 75 mg b.i.d. as needed, and amlodipine 5 mg daily.
FAMILY HISTORY: Both parents are alive and in good health. No history of asthma.

HABITS: The patient does not smoke. Denies significant alcohol intake. He works as a fireman.
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REVIEW OF SYSTEMS: The patient has shortness of breath, wheezing and cough. He has nasal congestion and postnasal drip and hoarseness. Denies headaches but has joint pains, muscle stiffness and has apnea and snoring. Denies anxiety or depression. He has gained weight and has some fatigue. Denies glaucoma or cataracts. Denies urinary symptoms or flank pains. There is no headache, seizures or numbness of the extremities. Denies depression or anxiety. The patient also has chronic back pain from disc disease.
PHYSICAL EXAMINATION: General: This moderately obese young white male who is alert, in no acute distress. No pallor, cyanosis, icterus or peripheral edema. Vital Signs: Blood pressure 150/80. Pulse is 100. Respirations 16. Temperature 97.2. Weight is 253 pounds. Saturation 98% on room air. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Nasal mucosa is injected. Neck: Supple. No bruits or thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the bases with wheezes, scattered bilaterally. Heart: Heart sounds are regular S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant. No masses. No organomegaly. The bowel sounds are active. Extremities: Minimal edema. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. Hypertension.

3. Obstructive sleep apnea.

4. Exogenous obesity.

5. Back pain.

PLAN: The patient was advised to get a CBC with an IgE level and total eosinophil count. He is also advised to start on Symbicort 160/4.5 mcg two puffs twice daily for a month and advised to come in for a followup here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
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cc:
Monique Medina, PA-C
