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PATIENT:

Osteen, Wyatt

DATE:

March 2, 2022

DATE OF BIRTH:
04/17/1996

CHIEF COMPLAINT: Asthma and wheezing.

HISTORY OF PRESENT ILLNESS: This is a 25-year-old male who has had a history of asthma since childhood, has used albuterol inhaler on an intermittent basis. The patient has episodes of wheezing, but denied any significant cough or sputum, but has some nasal allergies. He has not gained any weight and he does have some nasal and postnasal drip as well as dizzy attacks and has an occasional cough. The patient states that he has osteoporosis and has been treated for a fractured left hip in the past.

PAST MEDICAL / SURGICAL HISTORY: Includes history of asthmatic attacks and past history for fractured left hip following a fall and repair of the hip He also had hernia repairs as a child and has history for osteoporosis.

MEDICATIONS: Med list included Ventolin inhalers two puffs q.i.d. p.r.n.

ALLERGIES: None listed.

HABITS: The patient does not smoke. Denied alcohol use.

FAMILY HISTORY: Both parents are alive and in good health. No history of asthma in his parents, but one sibling has a history of asthma.

SYSTEM REVIEW: The patient denies weight loss, fatigue or fever. He has some dizzy attacks. No sore throat or nosebleeds. He has no urinary symptoms or hematuria. No hay fever. He has some wheezing at times and shortness of breath. Denies abdominal pain, nausea, but has reflux symptoms. Denies diarrhea or constipation. He has no chest or jaw pain. No calf muscle pains. He has no palpitations. No anxiety or depression. He has no easy bruising. He has muscle aches and denies seizures, headaches or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is a thinly built young white male who is alert and in no acute distress. There is no pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure is 98/60. Pulse is 85. Respirations are 16. Temperature is 97.8. Weight is 150 pounds. Saturation is 99%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No venous distention. No thyromegaly. Chest: Equal movements with diminished breath sounds at the bases with wheezes bilaterally. Prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft, benign and nontender. No organomegaly. The 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. Skin: Skin turgor was normal.

IMPRESSION:
1. History of asthma.

2. Osteoporosis.

3. History of hip fracture.

PLAN: The patient has been advised to get a CT chest without contrast and also get a complete pulmonary function study. He was placed on albuterol inhaler two puffs q.i.d. p.r.n and advised to get a CBC, IgE level, and a complete metabolic profile and a followup visit be arranged in approximately four weeks at which time I will make an addendum.

Thank you for this consultation.

V. John D'Souza, M.D.
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