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PATIENT:

Brown, Reta P.
DATE:

November 4, 2022
DATE OF BIRTH:
08/28/1928
Dear Eugene:

Thank you, for coming Reta Brown, for pulmonary evaluation.

HISTORY OF PRESENT ILLNESS: This is a 94-year-old female who has a history of bronchitis was recently seen in the emergency room with fever, cough, productive of thick mucus and hoarseness. The patient also had some dark sputum and coffee-ground emesis upon admission to the ER and was evaluated for pneumonia. A chest x-ray done on 10/13/2022 showed mild left basilar airspace disease with a small left effusion. The patient was given a short course of antibiotics and she is now feeling better. Denies shortness of breath, significant cough, or wheezing. The patient did in the past have episodes of bronchitis.

PAST MEDICAL HISTORY: The patient’s past history includes history of recurrent bronchitis and she denies any history for surgery. She has had no GI issues in the past, has no history of hypertension or diabetes.

HABITS: The patient smoked about 10 cigarettes per day for 20 years and then quit and no significant alcohol use. She worked in an office prior to retirement.

ALLERGIES: ERYTHROMYCIN and SULFA.
MEDICATIONS: Multivitamins.

FAMILY HISTORY: Mother died of breast cancer and father died of old age.

SYSTEM REVIEW: The patient has fatigue and no weight loss. Denies cataracts or glaucoma. No vertigo, hoarseness or nosebleeds. No urinary symptoms or flank pains. No hay fever. She has some shortness of breath with activity and occasional cough with wheezing. Denies abdominal pains, nausea, vomiting or diarrhea. No chest or jaw pain. No palpitations or leg swelling. No depression or anxiety. She has easy bruising. She has some joint pains. Denies headache, seizures and numbness of the extremities and no skin rash.
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PHYSICAL EXAMINATION: This averagely built elderly white female who is alert in no acute distress. No pallor, cyanosis, icterus, or peripheral edema. Vital signs: Blood pressure 138/70. Pulse 92. Respirations 20. Temperature 97.5. Weight 152 pounds. Saturation 96%. HEENT: Head is normocephalic. Pupils are reactive. Sclerae are clear. Throat was mildly injected. Ears, no inflammation. Neck: No bruits. No lymphadenopathy or thyromegaly. Chest: Equal movements with few basilar crackles with diffuse wheezes. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign No mass. No organomegaly. Bowel sounds are active. Extremities: No edema. There are mild varicosities and no calf tenderness. Reflexes are 1+ with no gross motor deficits. Neurological: Cranial nerves are grossly intact. Skin: No lesions observed.
IMPRESSION:
1. Left basilar pneumonia resolving.

2. History of recurrent bronchitis.

3. Thrombocytopenia.

PLAN: The patient has been advised to get a chest x-ray PA in lateral and a complete pulmonary function study to evaluate her for any obstructive lung disease shows a best use a Ventolin HFA inhaler two puffs p.r.n., but she declined and a followup visit to be arranged here in approximately eight weeks.
Thank you, for this consultation.
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