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PATIENT:

White, George

DATE:

October 14, 2022

DATE OF BIRTH:
09/14/1951

CHIEF COMPLAINT: History of asthma and pleural plaques.

HISTORY OF PRESENT ILLNESS: This is a 71-year-old male who had a history of asthma. He was treated for COVID-19 two months ago. The patient has been using inhaled steroids including Symbicort inhaler two puffs twice a day. He was recently also given a Flonase nasal spray for nasal allergies. He denied any yellow sputum. Denied fevers or chills. Denies sinus drainage. He is not short of breath with exertion. His previous CAT scans apparently demonstrated pleural plaques, which were stable. He was exposed to asbestos in the past while he worked in construction.

PAST MEDICAL HISTORY: The patient’s past history includes history of amputation of the left thumb and first finger. He also has a history of COVID-19 infection and history for asthma. He has nasal allergies, gastroesophageal reflux, and enlarged prostate. The patient’s past history also includes right rotator cuff surgery.

HABITS: The patient smoked one pack per day for 11 years and then quit. He drinks alcohol moderately. He worked as an electrician and was in construction in the past. He was exposed to asbestos.

FAMILY HISTORY: Father had dementia. Mother died of old age. One son had leukemia.

MEDICATIONS: Symbicort 160 mcg two puffs b.i.d., tamsulosin 0.4 mg a day, finasteride 5 mg daily, famotidine 40 mg daily, and tadalafil 10 mg daily.

ALLERGIES: None listed.

SYSTEM REVIEW: The patient has no fatigue or weight loss. No glaucoma or cataracts. No hoarseness, but has some wheezing, mild shortness of breath, and cough. He has heartburn. Denies abdominal pains or diarrhea. No chest or jaw pain. No anxiety or depression. He has easy bruising. He has no joint pains or muscle aches. No seizures, headaches, or memory loss. No skin rash.
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PHYSICAL EXAMINATION: General: This is an averagely built elderly white male who is alert and pale, but in no acute distress. Vital Signs: Blood pressure 130/80. Pulse 75. Respiration 18. Temperature 97.2. Weight 188 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae were clear. Throat is mildly injected. Ears, no inflammation. Neck: No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished breath sounds at the periphery. No wheezes or crackles on either side. Heart: Heart sounds are regular. S1 and S2. No murmur. No S3. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: No edema or lesions. No calf tenderness. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions noted.

IMPRESSION:
1. Asthma with allergic rhinitis.

2. History of pleural plaques with asbestos exposure.

3. Prostatic hypertrophy.

PLAN: The patient was advised to get a CT chest without contrast. He will also get a complete pulmonary function study with bronchodilator studies, CBC, and IgE level. He will continue with Symbicort 160/4.5 mcg two puffs b.i.d. and add albuterol inhaler two puffs q.i.d. p.r.n. A followup visit to be arranged here in approximately six weeks.

Thank you, for this consultation.
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