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PATIENT:

Bivens, Betty

DATE:


July 11, 2022

DATE OF BIRTH:
06/14/1950
Dear Nicole:

Thank you, for sending Betty Bivens, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 72-year-old female who has symptoms of cough, wheezing, and tightness in her chest. She has previously been treated for bronchitis and also has been on albuterol nebulizer solution on a p.r.n. basis. The patient does have a history of diabetes mellitus, hypertension, and hyperlipidemia. She was somewhat overweight. She denied any chest pains, fevers, chills, or hemoptysis.

PAST MEDICAL HISTORY: The patient’s past history has included history for hypertension and diabetes mellitus type II, history of upper endoscopy for peptic ulcer disease. Denies any significant surgical procedures. The patient has chronic kidney disease, degenerative disc disease, and history of arthritis.

ALLERGIES: No significant drug allergies. She has DUST and POLLEN allergies.
HABITS: The patient was exposed to secondhand smoke for 10 years and she does not smoke. She does not drink alcohol.

FAMILY HISTORY: Father died of cancer of the stomach. Mother had chronic kidney disease.

MEDICATIONS: Tessalon Perles 100 mg b.i.d., albuterol inhaler two puffs p.r.n., nortriptyline 10 mg h.s., omeprazole 40 mg h.s., Singulair 10 mg a day, HCTZ 12.5 mg daily, atorvastatin 40 mg daily, and amlodipine 10 mg a day.

SYSTEM REVIEW: The patient has wheezing, cough, and shortness of breath. She has heartburn. Denies any chest or jaw pain or palpitations. No depression or anxiety. She does have joint pains and muscle aches. She has headaches. No memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert, in no acute distress. No pallor, icterus, peripheral edema, or lymphadenopathy. Vital Signs: Blood pressure 140/80. Pulse 76. Respiration 16. Temperature 97.2. Weight 166 pounds. Saturation 100%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with scattered wheezes in the upper chest. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant. No masses. 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. Chronic bronchitis with reactive airways.

2. Hypertension.

3. Diabetes mellitus.

4. Acute bronchitis.

PLAN: The patient has been advised to get a complete pulmonary function study with lung volume and get a CT chest without contrast. She was placed on Augmentin 500 mg t.i.d. for seven days and prednisone 20 mg daily x1 week and 10 mg daily for a week. She will continue with Ventolin HFA two puffs q.i.d. p.r.n. A copy of recent lab work will be requested. IgE level, CBC, and eosinophil count were ordered. A followup visit in four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
07/12/2022
T:
07/12/2022

cc:
Nicole Carman, PA from Complete Health Ormond
