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PATIENT:

Auker, Fay

DATE:


March 8, 2022

DATE OF BIRTH:
12/10/1939

CHIEF COMPLAINT: Cough with foamy sputum production.

HISTORY OF PRESENT ILLNESS: This is an 82-year-old female who had a history of persistent cough and mucus expectoration. Previously, she had right hemiparesis following a craniotomy. The patient apparently has a history of COPD due to long history of smoking and previously has been treated for thyroid cancer as well as upper airway malignancy and a malignancy of the brain. She is unable to give me full details of all the surgeries or the exact diagnosis. She does have weakness of the right side and uses a brace as well as a cane to ambulate. The patient is short of breath with activity. She denies fevers, chills, night sweats, or hemoptysis.

PAST MEDICAL HISTORY: The patient’s past history includes history of thyroidectomy for a thyroid cancer, history of vocal cord paralysis, and also history for upper airway malignancy. She had a brain lesion that was operated and she has squamous cell carcinoma of the skin resected. She has right hemiparesis with cerebral infarct. She has history for osteoporosis.

HABITS: The patient smoked one pack per day for 25 years and then quit. Drinks alcohol moderately three times a week.

ALLERGIES: No known drug allergies.

FAMILY HISTORY: Father died of heart disease. Mother died of old age in 90s.

MEDICATIONS: Included famotidine 40 mg a day, Synthroid 137 mcg daily, gabapentin 100 mg b.i.d., Ventolin inhaler two puffs p.r.n., and Fosamax 70 mg weekly.

SYSTEM REVIEW: The patient has had no weight loss. She complains of fatigue. She has weakness of the right limbs. She also has some coughing spells with foamy mucus. She has no nausea or vomiting, but has heartburn. She also has easy bruising. Denies seizures, headaches, or numbness of the extremities. She has some skin rash with itching. Denies anxiety or depression. She has no urinary symptoms or flank pains. She has no glaucoma or cataracts. Denies headaches or blackouts.
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PHYSICAL EXAMINATION: General: This elderly white female who is alert, pale, and mildly dyspneic. Vital Signs: Blood pressure 130/70. Pulse 78. Respiration 16. Temperature 97.8. Weight 120 pounds. Saturation 100%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is mildly injected. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished breath sounds at the periphery and occasional wheezes were scattered bilaterally. Prolonged expiration. 
Heart: Heart sounds are irregular. S1 and S2 with no murmur. Abdomen: Soft and benign. No masses. Extremities: Weakness of the right side. She has braces on her arm and the right leg. There is mild edema of the right lower extremity at the ankle and feet. Neurological: Reflexes are not well elicited on the right moves left side quite well. Peripheral pulses are diminished. Skin: No lesions.

IMPRESSION:
1. COPD and emphysema.

2. Right hemiparesis.

3. History of cancer of the thyroid status post thyroidectomy.

4. History of upper airway malignancy.

5. Brain infarct.

6. History of gastroesophageal reflux.

PLAN: The patient has been advised to get a CT chest without contrast, complete pulmonary function study, CBC, and complete metabolic profile. She was placed on a Ventolin inhaler two puffs q.i.d. p.r.n. Advised to come in for a followup here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
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