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576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:
Claire-Barrie, Hanley
DATE OF BIRTH:
09/22/1944
DATE:
June 13, 2022
Dear Haroldo:

Thank you for sending Claire Hanley for evaluation.
HISTORY OF PRESENT ILLNESS: This is a 77-year-old female who was treated for pneumonia this past month. She was admitted to Advent Health Hospital and was on antibiotic therapy for over 10 days. The patient’s chest x-ray demonstrated patchy bilateral lung infiltrates in the lower lung fields and she was on Levaquin orally and Rocephin. The patient was discharged on home oxygen at 3 liters. She has been coughing up greenish mucus still, but denied any chest pain, fevers or chills. The patient has had no recent CAT scan of the chest and sputum culture was not obtained. She has been using Claritin and also is on Singulair for a history of allergies.
PAST MEDICAL / SURGICAL HISTORY: The patient’s past history has included history of tonsillectomy remotely and a history for hypertension, hyperlipidemia, and osteoporosis. She also had bladder cancer treated.
MEDICATIONS: List included amlodipine 5 mg a day, famotidine 40 mg daily, gabapentin 100 mg daily, levocetirizine 5 mg as needed, montelukast 10 mg a day, omeprazole 40 mg daily, raloxifine 60 mg daily, and pravastatin 10 mg a day.
HABITS: The patient smoked two packs per day for 38 years and has quit. No significant alcohol use.

FAMILY HISTORY: Mother died of old age. Father died of heart disease.

REVIEW OF SYSTEMS: The patient has fatigue and had some weight loss. She has had cataracts. No glaucoma. No hoarseness, but has wheezing and cough. She has no urinary frequency or flank pains. Denies any joint pains. She has some abdominal discomfort and constipation. Denies chest or jaw pain or palpitations. She has no depression or anxiety. She says easy bruising. She denies any memory loss, but has headaches and numbness to the extremities. No skin rash. No itching.
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PHYSICAL EXAMINATION: This moderately overweight elderly white female is alert, in no acute distress. No pallor, cyanosis, peripheral edema, or lymphadenopathy. Vital Signs: Blood pressure 112/80. Pulse 90. Respirations 20. Temperature 97.5. Weight 140 pounds. Saturation 93% on O2 at 3 liters. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears: No inflammation. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with diminished breath sounds at the bases. Scattered wheezes throughout both lung fields. Prolonged expiration. 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 or calf tenderness. Reflexes are 1+ with no gross motor deficit. Cranial nerves are grossly intact. Skin: No lesions noted. 

IMPRESSION:
1. Bibasilar pneumonia with atelectasis.

2. COPD with emphysema.

3. Hypertension.

4. Allergic rhinitis.

PLAN: The patient has been advised to get a CT chest without contrast and complete pulmonary function study with bronchodilator studies. She was advised to start on Ceftin 500 mg b.i.d. for 7 days, prednisone 20 mg daily for 10 days and 10 mg daily for 10 days. CBC and complete metabolic profile to be done. She will use Ventolin HFA inhaler two puffs t.i.d. p.r.n. Followup visit to be arranged in approximately three weeks at which time I will make an addendum.
Thank you for this consultation.
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