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TELEPHONE (386) 677-7260
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PATIENT:

Costa, Lucia

DATE:


May 31, 2022

DATE OF BIRTH:
07/11/1949

Dear Lydia:

Thank you, for sending Lucia Costa, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 72-year-old female who has a history of asthma, obstructive sleep apnea, chronic bronchitis, and hypertension. She has been using a CPAP mask nightly at 6-9 cm water pressure. The patient is not very compliant with the CPAP and she dose have some shortness of breath, cough, and wheezing, but denies chest pains, hemoptysis, fevers, or chills.

PAST MEDICAL HISTORY: The patient’s past history has included history of asthma, chronic bronchitis, hypertension, and hyperlipidemia. She has obstructive sleep apnea and has been followed by a pulmonologist Dr. Ramzi Shaqareq and has been prescribed a CPAP mask since over three years. She denies any diabetes. She is overweight. Denies significant surgery.

ALLERGIES: PENICILLIN.

HABITS: The patient does not smoke and drinks alcohol moderately.

FAMILY HISTORY: Father died of a stroke. Mother also died of a stroke.

MEDICATIONS: Lasix 20 mg daily, amlodipine 5 mg daily, losartan 100 mg daily, Breo 200/25 mcg one puff daily, Crestor 40 mg a day, and montelukast 10 mg daily.

SYSTEM REVIEW: The patient has wheezing, coughing spells, shortness of breath, and asthma. She has dizzy attacks and fatigue. She has no cataracts or glaucoma. She has no urinary symptoms or flank pain. She has some sore throat and hoarseness. She has joint pains and muscle aches. She has easy bruising. No leg swelling. Denies any abdominal pains, nausea, or diarrhea. She does have some depression and anxiety. She has headaches. No memory loss. She had seizures. Denies skin rash. No itching.
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PHYSICAL EXAMINATION: General: This moderately overweight elderly white female who is alert and pale, but in no acute distress. There is no pallor, icterus, cyanosis, or lymphadenopathy. Vital Signs: Blood pressure 145/80. Pulse 74. Respiration 20. Temperature 97.6. Weight 161 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with distant breath sounds and scattered wheezes bilaterally. No crackles. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and obese without masses. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with diminished peripheral pulses. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthma with chronic bronchitis.

2. Obstructive sleep apnea.

3. Hypertension and hyperlipidemia.

PLAN: The patient has been advised to lose weight. She will continue with Breo Ellipta 200/25 mcg one puff daily. A copy of her pulmonary function study was requested. She will also use the Ventolin inhaler on a p.r.n. basis and continue with CPAP mask nightly at 9 cm water pressure. A followup will be done in two months.

Thank you, for this consultation.

V. John D'Souza, M.D.
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