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:

Baller, Denise

DATE:


September 13, 2022

DATE OF BIRTH:
05/04/1969

CHIEF COMPLAINT: History of asthma and past history of pneumonia.

HISTORY OF PRESENT ILLNESS: This is a 53-year-old white female who had a history of pneumonia treated in May 2022. Also, she had COVID-19 in December 2021. She has been experiencing shortness of breath, wheezing, and difficulty in ambulating. She was seen in the emergency room on 05/12/2022 and admitted for evaluation. She was placed on IV antibiotics, steroids, and bronchodilators and subsequently discharged satisfactorily within a week. The patient has a history of diabetes mellitus, obstructive sleep apnea, hypertension, and obesity.

PAST MEDICAL HISTORY: The patient’s other past history includes history of COVID-19 pneumonia, recurrent bronchitis, and reactive airways. She has anxiety. Denies any surgical history.

HABITS: The patient smoked one pack per day for 20 years and then quit a year ago. Drinks alcohol moderately. She works for the hospice system.

FAMILY HISTORY: Diabetes in the family and heart disease. Mother passed from complications of diabetes. Father had heart disease.

MEDICATIONS: Advair Diskus 250/50 mcg, metformin 500 mg b.i.d., amlodipine 5 mg daily, albuterol nebs q.i.d. p.r.n., sertraline 50 mg daily, tramadol 50 mg p.r.n., and montelukast 10 mg h.s.
ALLERGIES: LEXAPRO.

SYSTEM REVIEW: The patient gained weight. She has fatigue. Denies fevers. No cataracts or glaucoma. No vertigo or hoarseness. She has wheezing, coughing spells, and shortness of breath. She has no abdominal pains. No black stools or diarrhea. She has occasional chest pains. No calf muscle pains. She has depression and anxiety. She has easy bruising. She has joint pains and muscle stiffness. She has numbness of the extremities. Denies urinary symptoms or flank pains.
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PHYSICAL EXAMINATION: General: This moderately obese middle-aged white female who is alert, in no acute distress. There is no pallor, cyanosis, peripheral edema, or lymphadenopathy. Vital Signs: Blood pressure 130/80. Pulse 92. Respiration 20. Temperature 97.5. Weight 289 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple with no venous distention. No bruits or thyroid enlargement. Chest: Equal movements with diminished breath sounds at the periphery and scattered wheezes bilaterally. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthma with chronic bronchitis.

2. Diabetes mellitus.

3. Allergic rhinitis.

4. Hypertension.

5. Obstructive sleep apnea.

6. Obesity.

PLAN: The patient will get a Trelegy Ellipta inhaler 100 mcg one puff a day. Also, advised to use a nebulizer with DuoNeb solution three times daily. A CBC and complete metabolic profile was ordered. PFT will be done this month. She will continue with the nebulizer, but stop the Advair. A followup visit will be arranged in four weeks. Advised to lose weight and get a repeat polysomnographic study.

Thank you, for this consultation.

V. John D'Souza, M.D.
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