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PATIENT:

Trum, Kathleen
DATE:

March 25, 2022

DATE OF BIRTH:
09/01/1945

CHIEF COMPLAINT: Persistent cough and wheezing.

HISTORY OF PRESENT ILLNESS: This is a 76-year-old lady who has a history of shortness of breath and cough with yellow sputum production and wheezing. She had an upper respiratory infection in February 2022, which persisted over the past six weeks. The patient has cough in the evenings. She denied any chest pains. She denied fevers or chills. She has some sneezing, nasal congestion, and postnasal drip.

PAST MEDICAL / SURGICAL HISTORY: The patient’s past history has included history of hip surgery for a fractured hip, which was replaced twice. Also, she had hypertension for over 20 years, history of depression, and past history of eczema. She had cataract surgery in the past. The patient also had a history of psoriasis and history for glaucoma.

MEDICATIONS: Klonopin 0.5 mg daily, Prozac 40 mg daily, and amlodipine 10 mg daily.

ALLERGIES: FLOWERS and no significant drug allergies.

HABITS: The patient smoked two to four cigarettes per day for over 30 years and quit. Alcohol use wine mostly.

FAMILY HISTORY: Unknown; the patient is adopted.

REVIEW OF SYSTEMS: The patient denies fatigue or fever. No double vision, but has glaucoma. She has no vertigo, hoarseness, or nosebleeds. No urinary frequency or dysuria. She has wheezing, chest congestion, cough and apneic episodes and eczema. She has no nausea, vomiting, heartburn, or black stools. No chest or jaw pain or palpitations. No leg swelling. No easy bruising. Denies joint pains or muscle aches. No seizures or headaches. No skin rash. No itching. The patient has some anxiety with depression.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female is alert and pale, in no acute distress. No clubbing or cyanosis, but she has some skin lesions of the lower extremities consistent with psoriasis. Vital Signs: Blood pressure 140/90. Pulse 96. Respirations 20. Temperature 97.5. Weight 155 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No venous distention. Trachea is midline. Chest: Equal movements with decreased excursions and scattered expiratory wheezes in the upper lung fields. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. Normal reflexes. Neurological: There are no gross motor deficits. Cranial nerves are grossly intact.

IMPRESSION:
1. Reactive airways disease with chronic cough.

2. Allergic rhinitis.

3. Hypertension.

4. History of psoriasis.

PLAN: The patient will get a complete pulmonary function study and also get a CT chest without contrast. Advised to use Zyrtec 10 mg once daily and Nasacort nasal spray two sprays in each nostril daily. A CBC, CMP, and IgE level were ordered. Ventolin inhaler two puffs q.i.d. p.r.n. was added. A followup visit to be arranged here in approximately three weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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cc:
Lauren Sloane, APRN

