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PATIENT:

Taylor, Christina
DATE:

March 15, 2022
DATE OF BIRTH:
01/14/1964
CHIEF COMPLAINT: Wheezing, cough and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 58-year-old female who has a history of shortness of breath, cough and wheezing, has used the Symbicort inhaler on a regular basis as well as a Singular tablet 10 mg per day. The patient also complains of nasal allergies and postnasal drip and denied any prior history of pneumonia. The patient has had no recent chest x-rays or PFTs and her labs were unremarkable.

PAST MEDICAL / SURGICAL HISTORY: The patient’s past history has included history of wheezing and asthmatic symptoms and history for fundoplication for hiatal hernia and a D&C.

MEDICATIONS: Med list included Singulair 10 mg a day, Symbicort 160/4.5 mcg two puffs b.i.d., Lexapro 10 mg a day, nebulized albuterol and Atrovent solution t.i.d.

ALLERGIES: LEVAQUIN, DOXYCYCLINE and PENICILLIN.
HABITS: The patient has no history of smoking, occasional alcohol use. She worked as a manicurist.

FAMILY HISTORY: Both parents are alive and mother has history of hypertension and diabetes. Father is in good health.

SYSTEM REVIEW: The patient has shortness of breath and wheezing. She has asthma and hay fever. She complains of some reflux and some abdominal pains. She denies any joint pains or muscle stiffness. She has dizzy attacks and hoarseness. She denies fatigue or weight loss. No double vision or cataracts. Denies urinary frequency, flank pains or back pain. She denies seizures, headaches or numbness of the extremities. She does have some anxiety with depression.
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PHYSICAL EXAMINATION: General: This is averagely built middle-aged white female is alert, pale, and in no acute distress. Vital Signs: Blood pressure 130/80. Pulse is 72. Respirations 16. Temperature 97.5. Weight is 195 pounds. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears: No inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with diminished breath sounds at the bases with scattered wheezes throughout both lung fields. No crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3 gallop. Abdomen: Soft, benign. No mass. No organomegaly. The bowel sounds are active. Extremities: No lesions. No edema. Neurologic: Normal reflexes. There is no calf tenderness. Cranial nerves are grossly intact. Rectal: Deferred. Skin: No lesions.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. Depression and anxiety.

3. Allergic rhinitis.

PLAN: The patient has been advised to get a chest x-ray, complete pulmonary function study with bronchodilators, CBC, complete metabolic profile, IgE level and TSH. I advised to continue with Symbicort 160/4.5 mcg two puffs b.i.d., albuterol inhaler two puffs q.i.d. p.r.n. I advised to come in for a followup visit in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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Dr. Johnna Mantineo
