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PATIENT:

Smith, Stephanie

DATE:

May 24, 2022

DATE OF BIRTH:
07/23/1978

Dear Sandra:

Thank you for sending Stephanie Smith for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 43-year-old female who has a history of chronic cough, asthma, and chronic bronchitis. She has been wheezing and is short of breath with exertion. The patient brings up whitish mucus. She has been using a Ventolin inhaler on a p.r.n. basis. She denies any fever or chills, but does have history for fibromyalgia and migraines.

PAST MEDICAL HISTORY: The patient’s past history is significant for C-sections x3, history of cholecystectomy, and hysterectomy. She has fibromyalgia and depression as well as chronic migraines. The patient has had recurrent exacerbation of asthma and COPD. The patient has mild hypertension and restless legs syndrome.

MEDICATIONS: Med list included Breztri inhaler 160 mcg two puffs b.i.d., albuterol inhaler two puffs p.r.n., Lasix 20 mg daily, gabapentin 600 mg t.i.d., topiramate 100 mg p.r.n., Mirapex 0.25 mg h.s., duloxetine 60 mg daily, buprenorphine 8/2 mg b.i.d., and amitriptyline 150 mg a day.

HABITS: The patient smoked two packs per day for 30 years and worked in a grocery store. She does not drink any alcohol. She has quit smoking.

FAMILY HISTORY: Father died of brain tumor. Mother is alive and in good health, but has sarcoidosis.

SYSTEM REVIEW: The patient has fatigue, muscle aches, and joint pains. She has hoarseness, dizzy attacks, wheezing, shortness of breath, and occasional cough. She has abdominal pains, reflux, and constipation. She has palpitations and leg swelling. She also has anxiety with depression. She has headaches, numbness of the extremities, memory loss, and skin rash.
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PHYSICAL EXAMINATION: General: This obese middle-aged white female is alert. Face was flushed. She has no lymphadenopathy or peripheral edema. Vital Signs: Blood pressure 140/90. Pulse 70. Respirations 16. Temperature 97.5. Weight 205 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat is mildly injected. Nasal mucosa is edematous. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy. Chest: Equal movements with scattered wheezes in the upper lung fields with no crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. No organomegaly or tenderness. Extremities: No edema. Peripheral pulses are well felt. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Asthma with chronic bronchitis.

2. Hypertension.

3. Fibromyalgia.

4. Depression.

5. History of migraines.

6. Rule out sleep apnea.

PLAN: The patient has been advised to get a complete pulmonary function study and a CT chest with contrast, CBC, CMP, and IgE level. Advised to continue with Breztri 160 mcg two puffs b.i.d. and use a Ventolin inhaler two puffs q.6h. p.r.n. Weight loss was discussed. A polysomnogram may be done at a later date. A followup visit to be arranged here in approximately four weeks. We will keep you abreast of any new findings.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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cc:
Sandra Buchanan, M.D.

