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PATIENT:
Perdue, Bennie
DATE OF BIRTH:
07/13/1951
DATE:
June 13, 2022
Dear Alyssa:

Thank you for sending Bennie Perdue for pulmonary evaluation.
HISTORY OF PRESENT ILLNESS: This is a 71-year-old male patient who has a past history of COPD and chronic bronchitis. He has been using a Symbicort inhaler twice daily and has had cough with whitish expectoration, but denied any chest pains, fevers, or chills. The patient has had recurrent exacerbations of bronchitis and his most recent CT chest done on 02/24/22 showed no pulmonary emboli and showed ground-glass nodular infiltrates involving the right lung and followup suggested. The patient denies hemoptysis. He denies any fevers or chills. He denied history of aspiration, but has some reflux symptoms. His labs demonstrated hemoglobin of 13.6 and WBC of 9.9. Pulmonary functions were not completed. 
PAST MEDICAL / SURGICAL HISTORY: The patient’s past history includes history of atrial fibrillation, hypertension and hyperlipidemia, history of gastroesophageal reflux and history of dermatophytosis. Surgery includes hernia repair in the right groin, nasal surgery for septal deviation, tonsillectomy remotely and colonoscopy. The patient’s past history also includes history of diabetes mellitus for three years and a history of hyperlipidemia.
MEDICATIONS: Singulair 10 mg a day, lisinopril 12.5 mg daily, Coumadin 7.5 mg and to alternate with 5 mg, and Symbicort inhaler 160/4.5 mcg two puffs b.i.d.
ALLERGIES: PENICILLIN and PENTOTHAL SODIUM.
HABITS: The patient does not smoke. He drinks alcohol very rarely.

FAMILY HISTORY: Father died of Alzheimer’s disease. Mother had heart disease.
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REVIEW OF SYSTEMS: The patient has persistent cough and wheezing. Denies abdominal pain, nausea, or vomiting. He has no urinary symptoms or flank pains. He has joint pains and muscle aches. No headache, seizures or memory loss. No skin rash. 
PHYSICAL EXAMINATION: This well-built elderly white male is alert and pale, but no acute distress. Vital Signs: Blood pressure 110/60. Pulse 96. Respirations 20. Temperature 97.5. Weight 217 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears: No inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with expiratory wheezes throughout both lung fields. Prolonged expiration. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. COPD with chronic bronchitis.

2. Reactive airways disease.

3. Diabetes mellitus.

4. Hypertension.

5. Right lung nodules, etiology undetermined.

PLAN: The patient was advised to get a CT chest without contrast and also get a complete pulmonary function study with bronchodilator studies. He was placed on a nebulizer with albuterol nebulized solution 2.5 mg and Atrovent nebulizer 0.5 mg three times daily. CBC and complete metabolic profile to be done. Followup visit to be arranged in approximately three weeks. 
Thank you for this consultation.

V. John D'Souza, M.D.
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