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PATIENT:

Foley, Joanne
DATE:

May 24, 2022
DATE OF BIRTH:
01/24/1946
Dear Jennifer:
Thank you for sending Joanne Foley for pulmonary evaluation.

CHIEF COMPLAINT: History of asthma and shortness of breath.
HISTORY OF PRESENT ILLNESS: This is a 76-year-old lady who has had a history of asthma and chronic bronchitis, has been dyspneic with activity and has been treated for recurrent bronchitis. She gets episodes of severe wheezing and asthmatic attacks and takes burst of steroids, but is not on any home oxygen. Last chest x-ray was on 10/18/2021, which showed mild basilar atelectasis without definite consolidation.  The patient presently uses an albuterol inhaler on a p.r.n. basis, nebulized DuoNeb solution b.i.d. and Symbicort inhaler 160 mcg two puffs b.i.d.  She has no chest pains, yellow sputum, fevers or chills.

PAST HISTORY: Past history includes history for DVT and pulmonary embolism, had a history of C-section, she also had a right ankle fracture with ORIF x2, had an IVC filter placed for DVT, she has hypertension and arthritis.

MEDICATIONS: Med list included albuterol and Atrovent nebs t.i.d., Symbicort two puffs b.i.d., Cerefolin one tablet daily, meloxicam 15 mg every day, montelukast 10 mg a day, rizatriptan 10 mg b.i.d., and Vascepa two capsules twice a day.

HABITS: The patient does not smoke and denies significant alcohol.

FAMILY HISTORY: Mother died of myasthenia gravis and father died of heart disease.
SYSTEM REVIEW: The patient has fatigue and no weight loss. She has cataracts. No glaucoma. She has hoarseness. No nosebleeds. She has shortness of breath, wheezing and occasional cough. Denies abdominal pains or nausea. No reflux. No black stools or diarrhea. She has jaw pain and occasional chest pains. No palpitations. No leg edema. She has anxiety attacks. She has easy bruising. She has muscle stiffness, joint pains, headaches, and numbness of the extremities as well as memory loss.
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PHYSICAL EXAMINATION: This elderly white female who is averagely built, in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 158/90. Pulse 76. Respirations 16. Temperature 97.5. Weight 174 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No venous distention or thyromegaly. Chest: Equal movements with diminished excursions and scattered wheezes bilaterally with no crackles. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft. Nontender. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Neurological: Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:

1. Asthma with chronic bronchitis.
2. Degenerative arthritis.
3. Chronic sinusitis.
4. History of DVT and PE.
5. Mild diabetes.
PLAN: The patient has been advised to get a chest x-ray and a complete pulmonary function study. Continue with the above-mentioned medications including Symbicort 160/4.5 mcg two puffs twice a day and albuterol inhaler two puffs t.i.d. p.r.n. Advised to come in for a followup in four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
05/24/2022
T:
05/24/2022
cc:
Jennifer Rake, PA-C, from Complete Health
