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:

Himes, Helen

DATE:


August 9, 2022

DATE OF BIRTH:
05/14/1946

Dear Michael:

Thank you, for sending Helen Himes, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 76-year-old lady with a history of asthma and COPD. She was treated for pneumonia. She had a CT scan, which apparently showed a right hilar nodule 2.6 cm in diameter, which had previously been present this may represent an enlarged lymph node. The patient has been seen by a pulmonologist over the past eight years and has been on various bronchodilators and periodically been treated for exacerbations of COPD as well as asthmatic bronchitis. Presently however the patient has no shortness of breath or wheezing. Denies chest pains. Denies any yellow sputum, fevers, or chills.

PAST MEDICAL HISTORY: The patient’s past history includes history for chronic bronchitis, history of diabetes mellitus type II, hypertension, history of hyperlipidemia, and hypothyroidism. She has had vitamin B12 deficiency and history for atrial flutter. She also had back surgery and hip repair as well as had a history for cardiac ablation. She had an accidental head injury in 2018 requiring hospitalizations. There is a history of chronic kidney disease.

ALLERGIES: KLONOPIN, FLECAINIDE, STATINS, LITHIUM, and KEFLEX.

MEDICATIONS: Glimepiride 4 mg b.i.d., Flovent inhaler 110 mcg one puff b.i.d., prednisone p.r.n., NovoLog insulin as directed, Ozempic 0.25 mg weekly, and metformin 500 mg b.i.d.

HABITS: The patient never smoked, but was exposed to secondhand smoke for more than 15 years. Occasional alcohol use.

FAMILY HISTORY: Father had heart disease. Mother had bladder cancer.

SYSTEM REVIEW: The patient has fatigue. No weight loss. She has cataracts. Denies sore throat, but has hoarseness and vertigo. She has urinary frequency issues, coughing spells, and shortness of breath. She has nausea, heartburn, and diarrhea. No chest pains. She has anxiety and depression. She has joint pains and muscle aches. She has headaches, numbness of the extremities, and blackouts.
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PHYSICAL EXAMINATION: General: This averagely built elderly lady who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 125/70. Pulse 85. Respiration 16. Temperature 97.2. Weight 146 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is injected. Ears, no inflammation. Neck: Supple. No bruits. No lymphadenopathy or thyromegaly. Chest: Decreased breath sounds at the periphery with occasional wheezes in the upper chest. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: No edema. Mild varicosities. No calf tenderness or swelling. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. COPD with chronic bronchitis.

2. Asthma.

3. Diabetes mellitus.

4. Atrial fibrillation.

5. Anxiety disorder.

PLAN: The patient will be maintained on Flovent 110 mcg one puff b.i.d. and Ventolin HFA two puffs q.i.d. p.r.n. A CT chest without contrast and a complete pulmonary function study was ordered. A copy of her recent lab will be requested. A followup visit to be arranged here in approximately six weeks.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
08/10/2022
T:
08/10/2022

cc:
Michael Bumgardner, PA-C
