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:

White, Christine

DATE:

September 23, 2022

DATE OF BIRTH:
08/14/1947

CHIEF COMPLAINT: Shortness of breath and history of pneumonia.

HISTORY OF PRESENT ILLNESS: This is a 75-year-old female who had a history for COVID-19 pneumonia with respiratory failure requiring ventilator support for over a week approximately two years ago, was in extensive rehab following her episode of pneumonia and respiratory failure. The patient has been off of oxygen and recovered almost completely, but still has an occasional cough and it is nonproductive. She denied fevers, night sweats, or chills. Denies any nausea, but has some reflux and has no headaches or sinus disease. The patient has been treated for back pain, abdominal pains, and fatigue. She also had a recent episode of upper respiratory infection and took a Z-PAK.

PAST HISTORY: The patient’s past history as mentioned above, COVID-19 pneumonia in March 2020 and history for respiratory failure. She had appendectomy and resection of the right ovary and as well as hysterectomy in the past. She has hypertension.

MEDICATIONS: Amlodipine 2.5 mg daily.

HABITS: The patient smoked four or five cigarettes per day for approximately 20 years and then quit in her 40s. Alcohol use wine.

FAMILY HISTORY: Father died of heart disease. Mother also died of a heart attack.

SYSTEM REVIEW: The patient has fatigue. No fever. She has no glaucoma, but has cataracts. She has urinary frequency and flank pains. She has no depression or anxiety. She has easy bruising and coughing spells. Denies abdominal pains, nausea, or diarrhea. She has no chest or jaw pain, palpitations, or leg swelling. She has anxiety attacks, joint pains, and muscle stiffness. No seizures, headaches, or memory loss. No skin rash. No itching.
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PHYSICAL EXAMINATION: General: This averagely built elderly white female is alert, pale, in no acute distress. Vital Signs: Blood pressure 104/70. Pulse 75. Respirations 16. Temperature 97.2. Weight 150 pounds. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is clear. Ears, no inflammation. Neck: Supple. No venous distention. Trachea is midline. No thyroid enlargement. Chest: Equal movements with diminished breath sounds at the bases. Scattered wheezes throughout both lung fields. Prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No S3. 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. Rectal exam is deferred. Skin: No lesions.

IMPRESSION:
1. Chronic cough with reactive airways disease.

2. History of COVID-19 pneumonia and respiratory failure.

3. History of hypertension.

4. Anxiety.

PLAN: The patient will be sent for a complete pulmonary function study with bronchodilator studies. Also, get a chest CT without contrast. Advised to use albuterol inhaler two puffs q.i.d. p.r.n. A followup visit here in approximately four weeks.

Thank you for this consultation.

V. John D'Souza, M.D.

JD/HK/NY

D:
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T:
09/24/2022

cc:
Primary Doctor

Jessica Taft, PA-C

