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PATIENT:

Woodard, Nancy
DATE:

October 19, 2022
DATE OF BIRTH:
12/01/1948
Dear Jeff:
Thank you, for sending Nancy Woodard, for evaluation.

HISTORY OF PRESENT ILLNESS: This is a 73-year-old lady who had an episode of bronchitis in March 2022 has been wheezing, has had generalized weakness, shortness of breath, and inability to perform any strenuous activity for the past several months and gets dyspneic with activity. She has not lost any weight. Denies night sweats, fevers or chills. Denies hemoptysis, but has some cough. She has used a Ventolin HFA inhaler as needed. Her most recent chest x-ray showed no active disease and this was done on 09/06/2022.

PAST MEDICAL HISTORY: The patient’s past history includes history of left hip replacement, history of hysterectomy as well as cholecystectomy. The patient has had endoscopies. She also has hyperlipidemia and hypertension and she had cataract surgery.

HABITS: The patient does not smoke and uses alcohol moderately.

ALLERGIES: Allergy list includes LATEX, ACE INHIBITORS, and ATORVASTATIN.
MEDICATIONS: Med list included aspirin one daily, ezetimibe 10 mg daily, Protonix 40 mg daily, Lasix 20 mg daily, potassium chloride 10 mEq daily, losartan 100 mg daily and Xanax 0.5 mg p.r.n.

FAMILY HISTORY: Father died of Parkinsonism and mother died of COPD and had diabetes.
SYSTEM REVIEW: The patient has fatigue. No weight loss. She had cataracts and hoarseness. She has wheezing, shortness of breath and cough. She has heartburn. No abdominal pains. No diarrhea. No constipation. She has leg swelling. No anxiety. No depression. Denies urinary symptoms or flank pain. She has easy bruising and she has joint pains and muscle weakness. Denies headache, seizures or memory loss, but has skin rash and itching.
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PHYSICAL EXAMINATION: This averagely built elderly white female who is alert and pale, but no acute distress. Vital signs: Blood pressure 142/80. Pulse 86. Respirations are 16. Temperature 97.1. Weight 178 pounds. Saturation 99%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat was clear. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished excursions. Scattered wheezes bilaterally prolonged expirations. Heart: Heart sounds are irregular. S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with decreased peripheral pulses. Reflexes are 1+. There are no gross motor deficits. Neurological: Cranial nerves are grossly intact. There are no focal deficits. Skin: No lesions.
IMPRESSION:
1. Reactive airway disease.

2. Chronic dyspnea.

3. Hypertension.

4. Degenerative joint disease.

PLAN: The patient was advised to get a complete pulmonary function studies with bronchodilator studies and she will be placed on Breo-Ellipta 100 mcg one puff daily. CT chest with contrast to evaluate her for any lung infiltrate or pulmonary emboli and also advised her to use a nebulizer with albuterol solution t.i.d. p.r.n. The patient will continue with the Lasix 20 mg daily, Protonix 40 mg daily, and her antihypertensive medications. The patient will come back for a followup visit in three weeks at which time I will make an addendum.

Thank you, for this consultation.

V. John D'Souza, M.D.
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