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PATIENT:
Sarvey, Linda
DATE OF BIRTH:
06/09/1950
DATE:
March 21, 2022

CHIEF COMPLAINTS: Shortness of breath and cough.
HISTORY OF PRESENT ILLNESS: This is a 71-year-old female who has been experiencing cough, shortness of breath and wheezing for the past year. She had pulmonary evaluation including pulmonary function study and chest CT, which was done this past year and it showed no acute chest abnormality. The patient was treated with albuterol and ipratropium nebs t.i.d. and budesonide nebs twice a day. She has some cough, wheezing and is short of breath with activity. Denies any chest pains, hemoptysis, fevers or chills. The patient was recently treated for an episode of bronchitis and was on antibiotics and steroids for 10 days.
PAST MEDICAL / SURGICAL HISTORY: The patient’s past history has included history of bilateral knee replacement surgery, history of tonsillectomy remotely, appendectomy as well as hysterectomy. Denies history of hypertension. She does have prior history of pneumonia.
ALLERGIES: SULFA DRUGS.
HABITS: The patient does not smoke, but in the past smoked one pack per day for 18 years and quit. Alcohol use – none.
FAMILY HISTORY: Father died of unknown causes. Mother died of aortic aneurysm.
MEDICATIONS: Montelukast 10 mg daily, budesonide nebs 0.5 mg b.i.d., and Atrovent nebs t.i.d.
SYSTEM REVIEW: The patient has had weight loss. No fatigue. She has no glaucoma, but has cataracts. She has hoarseness and vertigo and hay fever and coughing spells and wheezing. She also has heartburn and nausea. No diarrhea or constipation. Denies chest or jaw pain. No palpitations or leg swelling. No anxiety. No depression. No easy bruising. She has joint pains and muscles aches. No headaches, seizures, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This moderately overweight elderly white female is alert and pale, but no acute distress. Vital Signs: Blood pressure 135/70. Pulse 75. Respiration 20. Temperature 97.6. Weight 183 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is clear. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with decreased excursions diffuse wheezes throughout both lung fields with no crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No masses. Extremities: Mild varicosities. No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.
IMPRESSION:
1. Reactive airway disease with chronic bronchitis.
2. Cough.
3. History of allergic rhinitis.
PLAN: The patient has been advised to get a CT chest with no contrast. Complete pulmonary function study and CBC, CMP and IgE level was advised to come in for a followup approximately six weeks.
Thank you, for this consultation.
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