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PATIENT:

Wilson, Laterrica

DATE:

November 7, 2022

DATE OF BIRTH:
05/27/1987

CHIEF COMPLAINT: History of asthma and shortness of breath.

HISTORY OF PRESENT ILLNESS: This is a 35-year-old female who has a history for asthma. She was recently seen in the emergency room with persistent cough, wheezing, and shortness of breath. The patient was using the albuterol inhaler on a p.r.n. basis and her cough was persistent but nonproductive. She had no associated fevers, chills, or nasal symptoms. Upon arrival a chest x-ray was done in the ER, which showed no active infiltrates. The patient was treated with IV steroids including Solu-Medrol and was given albuterol nebs and subsequently discharged. Her labs were unremarkable. She has had no recent pulmonary function study done. The patient is extremely overweight and has history for snoring, but has not had any polysomnographic study done.

PAST MEDICAL HISTORY: The patient’s past history includes history of tonsillectomy remotely, history for uterine ablation for fibroids, and keloid excision from her ears. She has no diabetes or hypertension.

MEDICATIONS: Albuterol inhaler two puffs p.r.n. as well as albuterol nebulizer solution as needed.

HABITS: The patient smoked two packs per day for 20 years and then quit in 2021. No significant alcohol use.

FAMILY HISTORY: Father died of heart trouble and diabetes. Mother is alive and has history for asthma.

ALLERGIES: None listed.

SYSTEM REVIEW: The patient has wheezing, cough, and shortness of breath. She has epigastric distress. No vomiting. She has no chest or jaw pain or calf muscle pains. No leg swelling. She has some depression and anxiety. She has joint pains. Denies any seizures but has headaches. She has no memory loss. No skin rash. Denies urinary symptoms or flank pains. She has no dizziness or blackout spells. No cataracts or glaucoma.
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PHYSICAL EXAMINATION: General: This obese young African American female who is in no acute distress. Mild pallor. No cyanosis, icterus, or peripheral edema. Vital Signs: Blood pressure 124/80. Pulse 78. Respiration 20. Temperature 97.8. Weight 312 pounds. Saturation 100%. HEENT: Head is normocephalic. Pupils are reactive and equal. Tongue is moist. Nasal mucosa is edematous. Throat is clear. Neck: Supple. No bruits. No thyroid enlargement or lymphadenopathy. Chest: Equal movements with decreased excursions and wheezes were scattered throughout both lung fields. Prolonged expirations. Heart: Heart sounds are regular. S1 and S2. No murmur. Abdomen: Soft and benign. No mass. No organomegaly. Bowel sounds are active. Extremities: 1+ edema with good peripheral pulses. No calf tenderness or swelling. Neurological: Reflexes are 1+ with no gross motor deficits. Cranial nerves are grossly intact. Skin: No lesions.

IMPRESSION:
1. Asthma with chronic bronchitis.

2. Exogenous obesity.

3. Possible obstructive sleep apnea.

PLAN: The patient has been advised to get a CBC, complete metabolic profile, IgE level, and a complete pulmonary function study. Her albuterol nebulizer solution was renewed. She was also advised to go on Flovent HFA 110 mcg two puffs twice daily and use Serevent one puff twice daily. Advised to come in for a followup here in approximately four weeks. A polysomnographic study was also advised prior to her next visit.

Thank you, for this consultation.

V. John D'Souza, M.D.
JD/HK/VV
D:
11/07/2022
T:
11/07/2022

cc:
Primary Physician

