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PATIENT:
Cherie, Rogers
DATE OF BIRTH:
07/06/1951
DATE:
August 4, 2022
CHIEF COMPLAINT: History of COPD and dyspnea.
HISTORY OF PRESENT ILLNESS: This is a 70-year-old female with a past history of COPD. She also has a history for hyperlipidemia and hypertension. She has had recurrent bronchitis since a very young age and has been on home oxygen at 2L nasal cannula. The patient has no chest pains and she coughs up clear mucus. Denies hemoptysis, fevers, or chills.

The patient’s most recent chest x-ray showed COPD changes with no acute findings. It was done in April 2021.
PAST MEDICAL HISTORY: Past history includes history of bilateral hip replacement surgery for avascular necrosis, history of hypertension, history for migraine attacks and degenerative arthritis. She has had breast reduction surgery in the past. Surgery also includes C-spine repair and right ankle repair.
ALLERGIES: ENVIRONMENTAL ALLERGIES and HAY FEVER.
MEDICATIONS: Cardizem 360 mg daily, Synthroid 50 mcg daily, Protonix 40 mg b.i.d., Singulair 10 mg a day, ProAir inhaler two puffs p.r.n., Trelegy Ellipta 200 mcg one puff daily, aspirin one daily, and atorvastatin 40 mg daily.

FAMILY HISTORY: She is adopted.

HABITS: The patient smoked one to two packs per day for over 50 years. No alcohol use.

REVIEW OF SYSTEMS: The patient has wheezing, shortness of breath, and cough. She has no abdominal pains, nausea, or reflux. Denies weight loss but has fatigue. There are no cataracts or glaucoma. She has no urinary frequency or flank pains. She has hay fever. She has occasional chest pains. No leg swelling. She has depression and anxiety. She has joint pains and muscle aches. She has also headaches and numbness of the extremities and denies skin rash.
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PHYSICAL EXAMINATION: This averagely built elderly white female who is alert and in no acute distress. No pallor or icterus. No clubbing but has mild edema. Vital Signs: Blood pressure 110/60. Pulse 88. Respirations 16. Temperature 97.2. Weight 176 pounds. Saturation 96% on 2 liters. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears: No inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with scattered wheezes in the upper lung fields with prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and protuberant. No mass. No organomegaly. Extremities: No edema. Mild varicosities. Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: Dry and cool.

IMPRESSION:
1. COPD with chronic bronchitis and emphysema.

2. Reactive airway disease.

3. Interstitial lung disease.

4. Hypertension and hyperlipidemia.

5. History of atrial fibrillation.

PLAN: The patient will get a CT chest without contrast, a complete pulmonary function study with bronchodilators, CBC, IgE level and eosinophil count. Advised to come in for a followup visit in approximately three weeks. She will continue using the Trelegy Ellipta inhaler as before. We will make a followup report after her next visit.

Thank you for this consultation.
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