V. JOHN D’SOUZA, M.D., F.C.C.P.

DIPLOMATE OF THE AMERICAN BOARD OF

INTERNAL MEDICINE AND PULMONARY DISEASE

576 STERTHAUS AVENUE, SUITE A

ORMOND BEACH, FLORIDA 32174

TELEPHONE (386) 677-7260

    FAX (386) 672-6194


PATIENT:

Young, Karen

DATE:

June 17, 2022

DATE OF BIRTH:
01/11/1942

Dear Jim:

Thank you, for sending Karen Young, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is an 80-year-old lady with a history of COPD has a past history of smoking and has been short of breath with exertion as well as cough. The patient has been on Trelegy inhaler and albuterol inhaler as needed. She denies any chest pain. She denies yellow sputum. Denies fevers or chills. She has no reflux symptoms.

PAST MEDICAL HISTORY: Past history includes history for carcinoma of the left breast in 1982 with lumpectomy and history of hyperlipidemia, history for skin cancer removal. There was a history of knee surgery in 1996 and history for arrhythmias. The patient had bunions removed from her foot.

HABITS: The patient smoked half to one pack per day for 65 years. Alcohol use occasional.

ALLERGIES: Penicillin and sulfa drugs.

MEDICATIONS: Omeprazole 40 mg a day, Crestor 5 mg daily, metoprolol 25 mg daily, Flonase nasal spray two sprays in each nostril, ProAir inhaler two puffs p.r.n and Trelegy Ellipta 100 mcg one puff a day.

FAMILY HISTORY: Mother died of aortic aneurysm and father died of brain tumor.

SYSTEM REVIEW: The patient has no fatigue or fever. She has double vision. No glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency or dysuria. She has wheezing, shortness of breath, and cough. She has no abdominal pains. No rectal bleed. No black stools or diarrhea. No chest or jaw pain. No palpitations or leg swelling. No depression or anxiety. She has joint pains and muscle aches. No seizures, headaches or memory loss. No skin rash or itching.
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PHYSICAL EXAMINATION: General: This elderly averagely build white female who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 128/70. Pulse is 92. Respirations 16. Temperature 97.8. Weight is 163 pounds. Oxygen saturation 95%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and breath sounds are diminished over the periphery with occasional wheezes in the upper chest. Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant. No masses. No organomegaly. The bowel sounds are active. Extremities: Mild edema with decreased peripheral pulses. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. COPD with emphysema and chronic bronchitis.

2. History of breast cancer status post left lumpectomy.

3. Nicotine dependency.

PLAN: The patient has been advised to quit cigarette smoking. Also advised to get a CT chest without contrast and a complete pulmonary function study with bronchodilator studies. The patient will continue with Trelegy Ellipta one puff daily and the albuterol inhaler two puffs p.r.n. She is also advised to use a nebulizer with DuoNeb solution twice daily and advised to come in for a followup in approximately four weeks. We will make an addendum report in four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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