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INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Merrill, Maria

DATE:

May 16, 2022

DATE OF BIRTH:
02/03/1953

Dear John:

Thank you for sending Maria Merrill for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 69-year-old female who has been experiencing cough, wheezing, and pain along the left side of her chest. She was recently was sent for a chest x-ray on 04/05/2022. The patient’s chest x-ray showed interstitial lung disease, which was progressive from a prior comparison from 2019. The patient states she has dry cough and she experiences some wheezing at times. She denies any fevers, chills, night sweats, or hemoptysis. Her left-sided chest pain was related to a fall. She has never had a CT chest. She denies any prior history of recurrent bronchitis or asthma.

PAST HISTORY: The patient’s past history includes history for seizure disorder. She had a craniotomy and ablation of seizure focus done in the past at Shands Hospital in Jacksonville. She also had a right hip replacement. Denies history of hypertension or diabetes.

MEDICATIONS: Med list  included Flonase nasal spray two sprays in each nostril daily and albuterol inhaler two puffs p.r.n.

ALLERGIES: PENICILLIN.
HABITS: The patient denies smoking and she has been exposed to secondhand smoke. She worked at a school, does mostly office work.

FAMILY HISTORY: Both parents died in their 90s.

REVIEW OF SYSTEMS: The patient denies fever, but has fatigue and some weight loss. She has no double vision, cataracts, or glaucoma. She has no vertigo, hoarseness, or nosebleeds. She has some urinary frequency and nighttime awakening. She has some asthmatic symptoms including wheezing and coughing spells, but no shortness of breath. She also has heartburn. No rectal bleeding or diarrhea.
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She has occasional left chest pains and arm pain. She has no depression or anxiety. Denies easy bruising. She has some joint pains and muscle aches. She has prior history of seizures. No memory loss. No skin rash or itching.

PHYSICAL EXAMINATION: General: This elderly averagely built white female is in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 140/80. Pulse 72. Respiration 16. Temperature 97.5. Weight 145 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery. Occasional crackles at the lung bases. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly or tenderness. Bowel sounds are active. Extremities: Revealed minimal edema. Mild varicosities. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor or sensory deficits. Cranial nerves are grossly intact. Skin: Dry and cool.

IMPRESSION:
1. Extensive interstitial lung disease, etiology undetermined.

2. Chronic cough.

3. Degenerative arthritis.

4. Nasal allergies and reactive airways disease.

PLAN: The patient has been advised to get a complete pulmonary function study and a CT chest with contrast. Also, advised to get a CBC, sed rate, ANA, RA factor, and anti-DNA. Advised to use Tessalon Perles 100 mg q.8h. p.r.n. Continue with albuterol as needed and a followup here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
05/16/2022
T:
05/16/2022

cc:
Jonathan Screnock, M.D.

