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PATIENT:

Riley, Grace

DATE:


June 27, 2022

Dear Savitha:

Thank you, for sending Grace Riley, for pulmonary evaluation.

CHIEF COMPLAINT: History of asthma and wheezing.
HISTORY OF PRESENT ILLNESS: This is a 21-year-old white female with a history of recurrent episodes of asthma. She has been symptomatic with wheezing, chest tightness, postnasal drip, and nasal allergies. The patient uses albuterol inhaler on a p.r.n. basis and she also has been on a Flovent HFA inhaler daily. She denies significant cough or sputum production. She does have exercise-induced asthma and uses the albuterol inhaler prior to doing any exercise or sports activities. The patient has had no episodes of pneumonia and she had not had any recent chest x-ray. She uses Claritin on a p.r.n. basis for nasal allergies and postnasal drip.

PAST MEDICAL HISTORY: The patient’s past history includes history for tonsillectomy at a young age and history of right knee ACL repair. There is no significant history for sinusitis but has allergic rhinitis.
MEDICATIONS: Flovent HFA 110 mcg two puffs b.i.d., Claritin 10 mg daily, and birth control pills.

ALLERGIES: PENICILLIN, NUTS, and CATS.

FAMILY HISTORY: There is a history of asthma on her mother’s side and her grandmother had history for wheezing. Father is in good health.

HABITS: The patient never smoked. No illicit drug use. She denies significant alcohol intake.

SYSTEM REVIEW: The patient had no recent weight loss. No fatigue, fever, or glaucoma. She has no vertigo or hoarseness. No urinary frequency or burning. She has asthmatic symptoms, hay fever, and wheezing. No abdominal pains. No reflux, nausea, or vomiting. No chest or jaw pain, but has leg swelling. She has no easy bruising. No memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This is a young white female who is alert in no acute distress. No pallor, cyanosis, clubbing, or peripheral edema. Vital Signs: Blood pressure 126/70. Pulse 80. Respiration 20. Temperature 97.6. Weight 159 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with scattered wheezes throughout both lung fields. No crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and nontender. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthma with recurrent bronchitis.

2. Allergic rhinitis.

PLAN: The patient will get a chest x-ray, complete pulmonary function study, CBC, and IgE level. Advised to continue with Flovent 110 mcg two puffs b.i.d. and use albuterol inhaler two puffs p.r.n. Advised to come in for a followup approximately six weeks or earlier if necessary.

Thank you, for this consultation.
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