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PATIENT:

Berse, Andrew

DATE:


July 12, 2022

DATE OF BIRTH:

Dear Amy:

Thank you, for sending Andrew Berse, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 49-year-old obese male who was recently treated for flu like illness six months ago. He has been treated for recurrent episodes of bronchitis since then and received antibiotic therapy and bronchodilator therapy as well as steroids. The patient has tightness in the chest, cough, sore throat, and multiple COVID-19 rapid tests were negative. He has had a chest x-ray as well. A CT chest done on 07/01/2022, which was cleared of any infiltrates or nodules. The patient denies weight loss, but has some postnasal drip, nasal congestion, and cough.

PAST MEDICAL HISTORY: The patient’s past history is significant for right inguinal hernia repair and history of bronchitis. Denies history for hypertension or diabetes. He had episode of COVID infection in December 2020 and had a prolonged recovery.

HABITS: The patient denies smoking cigarettes, but has smoked marijuana for few years. Alcohol use mostly beer. He is self-employed.

ALLERGIES: None listed.

FAMILY HISTORY: Both parents are in good health. Denies history of lung disease. Father had a history of Parkinson’s.

MEDICATIONS: None at present.

SYSTEM REVIEW: The patient denies fatigue, fever, or weight loss. He has some shortness of breath and cough. No heartburn, abdominal pains, or nausea. He has no chest pain or jaw pain. No calf muscle pains or palpitations. Denies anxiety or depression. No easy bruising or bleeding gums. He does have some joint pains and muscle aches. No headaches, seizures, numbness of the extremities, or skin rash. No urinary symptoms, dysuria, or flank pain.
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PHYSICAL EXAMINATION: General: This is a moderately overweight middle-aged white male who is alert, in no acute distress. There is no pallor, icterus, cyanosis, or peripheral edema. Vital Signs: Blood pressure 102/70. Pulse 56. Respiration 18. Temperature 97.8. Weight 183 pounds. Saturation 98%. 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 diminished breath sounds at the periphery and wheezes were scattered bilaterally. No crackles. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. 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 noted.

IMPRESSION:
1. Chronic cough and reactive airways disease.

2. Allergic rhinitis.

PLAN: The patient has been advised to get a complete pulmonary function study with bronchodilator studies, CBC, IgE level, sed rate, and total eosinophil count to be done. He was also advised to use a Ventolin HFA inhaler two puffs t.i.d. p.r.n. Advised to come in for followup here in approximately four weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
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Amy Zilcosky, PA

