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:

Phillips, Gloria

DATE:


August 8, 2022

DATE OF BIRTH:
06/22/1944

Dear Monica:

Thank you, for sending Gloria Phillips, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 78-year-old female who has had cough, wheezing, and shortness of breath. She has a past history for recurrent bronchitis and asthmatic attacks. The patient was treated with a course of steroids and antibiotics. Her most recent chest x-ray was done on 10/13/2020, which was clear. The patient is coughing up little whitish yellow mucus and has some postnasal drip, but denies any chest pains. She has had sinusitis in the past and has some reflux symptoms.

PAST MEDICAL HISTORY: The patient’s past history includes history of recurrent bronchitis and history for depression and anxiety. She also has had gastroesophageal reflux, history for osteoarthritis, and has restless legs. Hiatal hernia with surgery. The patient also has obstructive sleep apnea and uses a dental device. The patient also has mild diabetes.

PAST SURGICAL HISTORY: Hysterectomy, AP surgery, bladder sling operation, hernia repairs, and bunionectomies. She also has a hiatal hernia.

HABITS: The patient smoked in the past half a pack per day for 15 years and quit many years ago.

FAMILY HISTORY: Mother died of dementia. Father had prostate cancer. One sister with colon cancer.

ALLERGIES: None listed.

MEDICATIONS: Albuterol inhaler two puffs p.r.n., metformin 500 mg daily, duloxetine 60 mg h.s., losartan 50 mg a day, Protonix 40 mg b.i.d., quetiapine 150 mg h.s., pravastatin 10 mg a day and a nebulizer with albuterol solution.
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SYSTEM REVIEW: The patient has fatigue. She has cataracts. No vertigo or hoarseness. She has urinary frequency and burning. She has asthmatic symptoms with wheezing, cough, nausea, and heartburn. No diarrhea. No chest pain. She has anxiety. She has some joint pains. No muscle aches. No serious or headaches. She has skin rash.
PHYSICAL EXAMINATION: General: This averagely built elderly white female who is alert, in no acute distress. No pallor, icterus, cyanosis, or lymphadenopathy. Vital Signs: Blood pressure 135/80. Pulse 92. Respiration 18. Temperature 97.5. Weight 162 pounds. Saturation 97%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Nasal mucosa is edematous. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with scattered wheezing in the upper lung fields with no crackles. 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 lesions. No edema. No calf tenderness. Homan sign is negative. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Chronic bronchitis with reactive airway disease.

2. Hypertension.

3. Mild diabetes.

4. Gastroesophageal reflux disease.

5. Obstructive sleep apnea.

PLAN: The patient will be placed on nebulized albuterol and ipratropium solution t.i.d. She was advised to get a CT chest without contrast, complete pulmonary function study with bronchodilator studies, CBC, IgE level, and total eosinophil counts as well as CMP. Advised to come in for a followup visit here in approximately four weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
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