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PATIENT:
George Duvall

DATE:
October 31, 2022

DOB:

09/09/1941

CHIEF COMPLAINT: Cough with persistent mucoid sputum and postnasal drip.

HISTORY OF PRESENT ILLNESS: This is an 81-year-old male who has had symptoms of nasal congestion, persistent cough with whitish mucoid expectoration for the past two years. The patient states mucous that he coughs up is like in whitish lumps and he has tried various meds and inhalers with no significant relief. He also had a complete ENT evaluation and was given a nasal spray, which has not helped. The patient has had no weight loss. Denies fever or chills, night sweats and denies nausea, vomiting or aspiration. He works regularly at a body shop and has been exposed to dust and paint and chemicals but not to asbestos.

PAST MEDICAL HISTORY: The patient’s past history includes history of polymyalgia rheumatica and history for lumbar laminectomy for disc disease and a history for knee surgery. He also had a left hip replaced in 2022 and was treated for COVID in August 2022. The patient has been treated for gout.

HABITS: The patient smoked two packs per day for 10 years and then quit. He drinks alcohol moderately.

FAMILY HISTORY: Father died of heart disease and lupus. Mother died of cancer of the breast.

ALLERGIES: No drug allergies.

MEDICATIONS: Allopurinol 300 mg daily and prednisone 2.5 mg daily.

REVIEW OF SYSTEMS: The patient denies recent weight loss. No headaches or blackouts. He has no double vision, but has cataracts repaired. He has vertigo and has hoarseness. Also has wheezing and coughing spells and he has heartburn and diarrhea with constipation. He has no chest or jaw pain. No calf muscle pains and no palpitations. Denies hay fever. He does have leg swelling. He has no anxiety. No depression. He has easy bruising and he has joint pains and muscle aches. No seizures, headaches or memory loss. He has itchiness of the skin.
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PHYSICAL EXAMINATION: General: This is a moderately overweight elderly white male who is alert, pale, but in no acute distress. Vital Signs: Blood pressure 124/70. Pulse 84. Respirations 20. Temperature 97.2. Weight is 263 pounds. Saturation 93% on room air. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Throat is mildly injected. Ears, no inflammation. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with diminished exertions with scattered wheezes bilaterally. Heart: Heart sounds are irregular S1 and S2. No murmur. No S3. Abdomen: Soft and protuberant without masses. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with diminished peripheral pulses. Reflexes are 1+ with no gross motor deficits. Reveals bruising of the extremities mostly the lower extremities as well as the arms. Neurologically there are no focal deficits. Cranial nerves are grossly intact. Skin: No lesions observed.

IMPRESSION:
1. Chronic bronchitis with chronic cough.

2. Allergic rhinitis with sinusitis.

3. History of polymyalgia rheumatica.

4. History of gout.

5. Possible obstructive sleep apnea.

PLAN: The patient has been advised to get a CT chest and CT of the sinuses. Also advised to get a complete pulmonary function study with bronchodilator study and get a CBC, complete metabolic profile. He will use Ventolin HFA inhaler two puffs q.i.d p.r.n and continue with the low dose oral steroids as before. A followup visit will be arranged in approximately three weeks.

Thank you for this consultation.

V. John D'Souza, M.D.
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