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:
Dignazio, Cassandra
DATE OF BIRTH:
06/29/1995
DATE:
July 8, 2022

CHIEF COMPLAINT: Cough and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 27-year-old female who has a previous history of asthma since childhood, also has a history of depression and bipolar disorder and has been on various antidepressants and antianxiety agents. The patient was sent for a recent chest x-ray which was clear. She has been using albuterol inhaler on a p.r.n. basis. She apparently went for a followup chest x-ray this past month, which reportedly showed no acute infiltrates. The patient has postnasal drip, nasal allergies and coughing spells, but denied any fevers, chills, or night sweats. She was recently also treated with a course of antibiotics without much relief and has been using a Symbicort inhaler which apparently gives her some spasm in the throat.

PAST MEDICAL HISTORY: The patient’s past history has included history of bipolar disorder. She also had a history of COVID-19 infection in August 2021. The patient has a history of removal of a cyst from her cheek. She denies any hypertension, diabetes, or previous pneumonia.

MEDICATIONS: Med list included fluoxetine 40 mg daily, perphenazine 8 mg b.i.d., montelukast 10 mg daily, recently completed a course of prednisone and Symbicort 80/4.5 mcg two puffs b.i.d., Depakote 250 mg h.s., cetirizine 10 mg a day, and olanzapine 5 mg daily.

ALLERGIES: PENICILLIN.
HABITS: The patient does not smoke. Denies alcohol use. She is disabled. She worked in sales.

FAMILY HISTORY: Both parents in good health. No history of asthma in the family.
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SYSTEM REVIEW: The patient has fatigue. No weight loss. She has no double vision, cataracts, or glaucoma. No vertigo, but has some hoarseness, wheezing, coughing spells and shortness of breath. She has heartburn. No black stools or diarrhea. Denies urinary frequency, flank pain, or dysuria. She has depression and anxiety. She has joint pains and muscle aches. She has headaches, but no seizures or memory loss. No skin rash or itching.

PHYSICAL EXAMINATION: This obese young white female was alert in no acute distress. There was no pallor, icterus, cyanosis, lymphadenopathy, or leg edema. Vital signs: Blood pressure 130/70. Pulse 102. Respirations 22. Temperature 97.5. Weight 207 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears: No inflammation. Neck: Supple. No venous distention. Trachea midline. Chest: Distant breath sounds with wheezes throughout both lung fields and prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Reflexes are 1+ with no gross motor deficits. Neurologic: Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:

1. Asthmatic bronchitis.

2. History of bipolar disorder.

3. Allergic rhinitis.

4. Exogenous obesity and possible sleep apnea.

PLAN: The patient was advised to get a CT chest and a complete pulmonary function study with bronchodilator studies. She was placed on prednisone 10 mg b.i.d. for 10 days, also started on Symbicort 160/4.5 mcg two puffs twice daily with a spacer and use albuterol HFA inhaler two puffs p.r.n. Advised to lose weight. A sleep study may be necessary at a later date and a followup visit will be arranged in approximately three weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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