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ORMOND BEACH, FLORIDA 32174
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    FAX (386) 672-6194


PATIENT:
Bernadette, Brown
DATE OF BIRTH:
12/13/1958

DATE:
June 13, 2022

Dear Dr. Sharrell:
Thank you for sending Bernadette Brown for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 63-year-old female who has a prior history of recurrent bronchitis as well as pneumonia. She has had a persistent cough and wheezing, but does not bring up much. The patient states she has some pain on taking deep breath. No recent chest x-ray done. She took a course of steroids and she was seen at a walk-in center and was treated with a course of antibiotics for five days. There was no history of fever, chills, night sweats or hemoptysis.
PAST MEDICAL / SURGICAL HISTORY: The patient’s past history includes history of recurrent bronchitis. She has had a history of atrial fibrillation and atrial ablation. She also had carpal tunnel surgery and hysterectomy as well as tubal ligation. She had multiple sebaceous cysts removed from the back.
MEDICATIONS: Albuterol inhaler two puffs as needed, amlodipine 5 mg daily, and hydralazine. The patient is also on paroxetine 40 mg daily, prednisone 40 mg a day, simvastatin 20 mg a day.
ALLERGIES: No known drug allergies are listed.

HABITS: The patient smoked 10 to 12 cigarettes per day for 25 years and quit. She drinks alcohol occasionally.

SYSTEM REVIEW: The patient has fatigue. No weight loss. No double vision or cataracts. No glaucoma or vertigo. No nosebleeds. No hay fever, but has some wheezing and asthma. No abdominal pain, nausea, or constipation. She has occasional chest pain or jaw pain. She has anxiety and easy bruising. She has joint pains or muscle aches. No seizures, headaches, or memory loss.
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PHYSICAL EXAMINATION: General: This is a middle-aged moderately overweight white female who is alert, in no acute distress. No pallor, clubbing or cyanosis. Vital Signs: Blood pressure 110/70. Pulse 85. Respirations 20. Temperature 97.6. Weight 184 pounds. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Neck: Supple. No bruits. No thyroid enlargement. Chest: Equal movements with diminished breath sounds at the bases. Scattered wheezes throughout both lung fields. No crackles. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Extremities: No edema or lesions. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Neurologic: Cranial nerves are grossly intact. Rectal exam deferred.
IMPRESSION:
1. Asthma with chronic bronchitis.
2. Tracheobronchitis.
3. Hypertension.

4. Hyperlipidemia.

PLAN: The patient has been advised to get a CT chest with contrast. A complete pulmonary function study will be done. 
The patient will be using Zithromax 500 mg daily x 5 days, Ventolin inhaler two puffs q.i.d. p.r.n. Continue with the present antibiotic therapy. Continue with albuterol inhaler two puffs q.i.d. p.r.n. The patient will also have pulmonary function study done and will follow and make an addendum report.
Thank you for this consultation.

V. John D'Souza, M.D.
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