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PATIENT:

Tarlentino, Cathy Ann

DATE:



DATE OF BIRTH:

Dear Chris:

Thank you for sending Cathy Tarlentino for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 51-year-old female who has a past history of asthma. She has been having intermittent episodes of wheezing and shortness of breath and has used prednisone periodically. The patient has previously been on a steroid inhaler, but states that she could not afford it and thus she only uses a rescue inhaler and frequent bursts of prednisone for episodes of asthma. She has an occasional cough. Denies chest pain, but has some wheezing. Denies fevers, chills, night sweats, or reflux symptoms.

PAST HISTORY: The patient’s past history has included history for a motor vehicle accident in 2007, at which time she suffered multiple trauma and she had a large abdominal hematoma for which she underwent surgery for evacuation of the hematoma. She also has a history for lumbar laminectomy at L5-S1, history of C5-C6 fusion for cervical disc disease, and history for hysterectomy. She has had abdominal wall reconstruction. She has had six knee surgeries on the left knee. She also has diabetes type II, history for cardiomyopathy, and history for pulmonary hypertension.

MEDICATIONS: Metformin 500 mg b.i.d., prednisone 10 mg as needed, Coreg 3.125 mg a day, and lisinopril 5 mg daily.

ALLERGIES: CATS, DOGS, and SMOKE. The patient has allergies also to LYRICA, CYMBALTA, HYDROCODONE, and CIPRO.
FAMILY HISTORY: Father died of cardiac surgery complications. Mother is alive, in good health. One brother with hypertension.

HABITS: The patient never smoked. No alcohol use.
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SYSTEM REVIEW: The patient has no fatigue or weight loss. She has no double vision or cataracts. No glaucoma. She has no vertigo or nosebleeds. She has no urinary frequency or dysuria. She has asthmatic attacks and wheezing. She has no abdominal pains, nausea, or vomiting. She has no diarrhea. No chest or jaw pain. No arm pain or calf muscle pains. She has no easy bruising or enlarged glands. She does have joint pains and muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching. She has history for PTSD following her motor vehicle accident.

PHYSICAL EXAMINATION: General: This moderately obese, middle-aged white female is alert in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 130/80. Pulse 92. Respirations 20. Temperature 97.5. Weight 250 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions at the bases with wheezes scattered in the upper chest. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. No organomegaly. Bowel sounds are active. Extremities: No lesions. No edema. Normal reflexes. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Reactive airways disease.

2. History of asthma.

3. History of cardiomyopathy and CHF.

4. Pulmonary hypertension.

5. Muscle obstructive sleep apnea.

PLAN: The patient will get a complete pulmonary function study and also get a CT chest without contrast. The CT of the chest will be done next week. The patient was advised to get a complete pulmonary function study and come in for a followup in 10 days. We will see her and discuss the case with you, Dr. Kazma
Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY
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Primary Physician, Christopher Larrazabal, M.D.
