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    FAX (386) 672-6194


PATIENT:
Curtis, Lorraine

DATE OF BIRTH:
07/28/1948

DATE:
June 20, 2022

Dear Samantha:

Thank you for sending Lorraine Curtis for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old female who has a history of smoking for over 50 years. She was experiencing shortness of breath, cough with expectoration and wheezing. She was treated with a course of doxycycline and prednisone approximately a month ago. The patient also had a screening chest CT which showed evidence of centrilobular emphysema. No lung nodules. She was placed on Stiolto Respimat. She is breathing easier, but she coughs up some clear mucus. The patient has had no recent weight loss.

PAST MEDICAL / SURGICAL HISTORY: The patient’s past history includes history of nasal surgery septal deviation, history of depression and anxiety, and history of facial palsy which resolved.

MEDICATIONS: BuSpar 10 mg b.i.d., sertraline 100 mg a day, albuterol inhaler two puffs p.r.n., Stiolto Respimat two puffs daily, and nebulized DuoNeb solution three times a day.

ALLERGIES: None listed.

FAMILY HISTORY: Father had a history of prostate cancer. Mother died of old age.
HABITS: The patient smoked half to one pack per day for 60 years and quit three months ago. No alcohol use.

SYSTEM REVIEW: The patient has fatigue. Denies weight loss. No cataracts or glaucoma. No vertigo, hoarseness, or nosebleeds. No urinary frequency or flank pains. She has wheezing, coughing spells, and shortness of breath. She has diarrhea. Denies any abdominal pains or reflux. She has jaw pain, palpitations, depression and anxiety. No joint pains or muscle aches. She has headaches. She has itching of the skin.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female is alert, in no acute distress. No pallor, cyanosis, or icterus. No lymphadenopathy. Skin turgor was good. Vital Signs: Blood pressure 120/70. Pulse 92. Respirations 20. Temperature 97.5. Weight 135 pounds. Saturation 94%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears: No inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Distant breath sounds with clear lung fields. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or calf tenderness. Neurologic: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD with emphysema.

2. Depression and anxiety.

PLAN: The patient has been advised to get a complete pulmonary function study. She will continue using the nebulizer with albuterol and Atrovent solution three times a day. She may need to use an inhaled steroid as well. A copy of her recent labs will be requested. Followup visit will be arranged here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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cc:
Samantha Hughes, APRN

