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:

Stapel, Catherine
DATE:

October 4, 2022
DATE OF BIRTH:
11/25/1980
CHIEF COMPLAINT: History of asthma and shortness of breath.
HISTORY OF PRESENT ILLNESS: This is a 41-year-old lady who was admitted to the hospital initially in July 2022 for a COVID-19 infection. The patient was again readmitted in September 2022 with wheezing and shortness of breath then found to have a pulmonary infiltrate in the right lower lobe region. She also had a 4-mm right upper lobe nodule and a ground-glass infiltrate. The patient was treated with antibiotic therapy, steroids, and bronchodilators and subsequently discharged satisfactorily. She has some wheezing, complaints of cough, but brings up clear mucus. Denies fevers or chills. No chest pains.
PAST MEDICAL HISTORY: The patient’s past history includes history of COVID-19 infection, history of asthma, and she has had no surgery in the past.

ALLERGIES: No drug allergies listed.
HABITS: The patient has history of smoking two packs per day for over 25 years and recently quit,. Drinks alcohol. She works as a stagehand arrange lighting equipment.

MEDICATIONS: Med list included albuterol inhaler two puffs p.r.n.

FAMILY HISTORY: Mother had a history of COPD.
SYSTEM REVIEW: The patient has no fatigue or fever. Denies double vision or cataracts. No vertigo, hoarseness or nosebleeds. She has wheezing and shortness of breath. No abdominal pains. No heartburn. She has no black stools. Denies chest or jaw pain or leg swelling. No anxiety or depression. She has some joint pains of her extremities and muscle stiffness. Denies seizures, headaches or numbness to the extremities. No anxiety or depression.
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PHYSICAL EXAMINATION: This averagely built middle-aged white female who is alert and pale, in no acute distress. Vital signs: Blood pressure 120/60. Pulse 62. Respirations 18. Temperature 97.5. Weight 148 pounds. Saturation 98%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. She has no inflammation. Neck: No lymphadenopathy. No thyromegaly. Chest: Equal movements with percussion note resonant. Diminished breath sounds at the periphery with occasional wheezes bilaterally. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No lesions or edema. No calf tenderness. Reflexes are brisk with no gross motor deficits. Neurological: Cranial nerves are grossly intact. Skin: No lesions.
IMPRESSION:
1. Asthma with recurrent bronchitis.

2. Resolved right lung pneumonia.

3. Allergic rhinitis.

4. Right lung nodule.

PLAN: The patient has been advised to get a complete pulmonary function study and a CBC complete metabolic profile and get a followup chest CT in three months so we continue with Symbicort inhaler 160/4.5 mcg two puffs twice a day. Come back for a followup visit in approximately two months.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
10/05/2022
T:
10/05/2022
cc:
Dr. *________*, Primary physician
