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PATIENT:
Houtsma, Heather
DATE OF BIRTH:
07/29/1972
DATE:
June 27, 2022
CHIEF COMPLAINT: Shortness of breath and history of asthma.
HISTORY OF PRESENT ILLNESS: This is a 49-year-old female who had an episode of COVID-19 infection in January 2022. She had been experiencing wheezing, shortness of breath and chest tightness. The patient was seen in the emergency room initially about a month ago and was treated for an acute episode of bronchitis and received a course of steroids. She also has been using nebulized albuterol and Atrovent solution twice a day. The patient denied any fevers, chills or night sweats, but has nasal congestion and postnasal drip. She denied nausea, vomiting or reflux. She has been extremely overweight and is trying to lose some weight. Her most recent chest x-ray on 05/03/22 was clear with no evidence of pneumonia.
PAST MEDICAL/SURGICAL HISTORY: Past history includes history for hyperlipidemia, history of asthma since childhood, past history for C-section. She also had a history for heart attack and had coronary angiography with stenting. She denies any history of hypertension or diabetes. Surgery also includes cholecystectomy and C-section.
ALLERGIES: KEFLEX.

MEDICATIONS: Albuterol HFA two puffs p.r.n., nebulized albuterol and ipratropium solution twice daily, metoprolol 100 mg daily, sertraline 25 mg daily, atorvastatin 80 mg daily, one aspirin a day and Plavix 75 mg daily.
HABITS: The patient smoked half a pack per day for 25 years and then quit. She does not drink alcohol.
FAMILY HISTORY: Mother had a history of cancer which was metastatic and father had a history of COPD.

SYSTEM REVIEW: The patient had double vision. No glaucoma. She has no vertigo, hoarseness, or nosebleeds. No urinary frequency. She has asthmatic symptoms, wheezing, cough and some nausea. She has no diarrhea or constipation. Denies chest or jaw pain, but has palpitations. She has anxiety. She has muscle stiffness. Denies headache, seizures or memory loss. No skin rash.
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PHYSICAL EXAMINATION: This very obese middle-aged white female who is alert, in no acute distress. There is no clubbing, cyanosis, or edema. Vital Signs: Blood pressure 140/80. Pulse 68. Respirations 20. Temperature 97.5. Weight 244 pounds. Saturation 95%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears: No inflammation. Neck: Supple. No lymphadenopathy. No thyromegaly. Chest: Equal movements with diminished breath sounds at the periphery with scattered wheezes in the upper lung fields. Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and nontender. No organomegaly. The bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthma with chronic bronchitis.

2. History of coronary artery disease.
3. Allergic rhinitis.

4. Obesity.

5. Hyperlipidemia.
PLAN: The patient has been advised to continue with the nebulizer with albuterol and ipratropium solution three times a day. Also advised to get a complete pulmonary function study and a CT chest with contrast. She will also get IgE level and CBC. Advised to come in for a followup in three weeks.
Thank you for this consultation.
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