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PATIENT:

Harwood, Keith
DATE:

June 15, 2022

DATE OF BIRTH:
05/29/1958

CHIEF COMPLAINT: Persistent cough, sputum production, and sinus drainage.

HISTORY OF PRESENT ILLNESS: This is a 64-year-old obese male with a history of asthma and chronic bronchitis. Also, he has chronic sinus drainage and has been experiencing cough with thick sputum production. The patient does use an inhaler, which includes Symbicort and also has a rescue inhaler albuterol as needed. He has been overweight and has not had any sleep study as yet, but states he has no history of snoring or apnea.

PAST HISTORY: The patient’s past history includes history of asthma as a child. He also has had coronary artery disease with stent placement in 2004, 2005, and 2014. He had tonsillectomy in 1964, cholecystectomy in 2021, and rotator cuff repair on the right in 1996. He also had herniated disc at T8-T12, history for hypertension since 1995, diabetes mellitus more recently as well as history of peripheral neuropathy since 2018. He had a mild stroke in 2016 and had a clotting disorder diagnosed in 2016.

MEDICATIONS: Med list includes prednisone 10 mg a day, Symbicort 160 mcg two puffs b.i.d., nebulized Atrovent solution t.i.d., amlodipine 5 mg daily, metformin 500 mg b.i.d., Singulair 10 mg a day, tramadol 50 mg p.r.n., and Spiriva Respimat one puff a day.

ALLERGIES: SULFA DRUGS and ALTACE.

HABITS: The patient smoked for two to three years and states he may have smoked only a few cigarettes a day. He drinks alcohol occasionally.

FAMILY HISTORY: Mother died of old age. Father died of COPD and CHF.

SYSTEM REVIEW: The patient has had fatigue and weight gain. He has no double vision or cataracts, no vertigo, but has sore throat and hoarseness. He has no urinary frequency. He has hay fever. Also, he has wheezing, persistent cough, and shortness breath. He has heartburn, nausea, and constipation. He has occasional chest pains. No arm pains or palpitations. No leg swelling. No anxiety. No depression. No easy bruising. He has joint pains and muscle aches. No seizures, but has headaches and memory loss. No skin rash, but has itching.
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PHYSICAL EXAMINATION: General: This moderately overweight middle-aged white male is alert, in no acute distress. No pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 130/70. Pulse 92. Respirations 16. Temperature 97.2. Weight 285 pounds. Saturation 95%. 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 or lymphadenopathy. Chest: Equal movements with expiratory wheezes scattered throughout both lung fields and prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and protuberant. No mass. 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. Rectal exam is deferred.

IMPRESSION:
1. Asthma with chronic bronchitis.

2. Diabetes mellitus.

3. Hypertension.

4. Exogenous obesity and possible sleep apnea.

PLAN: The patient will get a complete pulmonary function study with lung volumes. Advised to use albuterol solution with nebulizer q.i.d. p.r.n. Advised to use Breztri 160 mcg two puffs twice a day. Advised to come in for a followup here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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